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FOR  PERSISTENT  INFECTIONS 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATH06ENS 


^ m 
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Acquired  resistance  seldom  imposes  restrictions  on 
antimicrobial  therapy  when  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  is  selected  to  combat  gram- 
negative pathogens  involving  enteric  and  adjacent 
structures  of  the  urinary  tract.  The  acknowledged  eflFec- 
tiveness  with  which  CHLOROMYCETIN  suppresses  highly 
invasive  staphylococci^"^  extends  to  persistently  patho- 
genic coliforms.®’!®'^®  Experience  with  mixed  groups  of 
Proteus  species,  for  example,  . . shows  chloramphenicol 
to  be  the  drug  of  choice  against  these  bacilli . . 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermit- 
tent therapy. 
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COMPARATIVE  SENSITIVITY  OF  MIXED  PROTEUS  SPECIES  TO  CHLOROMYCETIN 
AND  SIX  OTHER  WIDELY  USED  ANTIBIOTIC  AGENTS* 


*This  graph  is  adapted  from  Waisbren  and  Strelitzer.^®  It  represents  in  vitro  data  obtained  with  clinical  material  isolated  between  the  years 
1951  and  1956.  Inhibitory  concentrations,  ranging  from  3 to  25  meg.  per  ml.,  were  selected  on  the  basis  of  usual  clinical  sensitivity. 
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able  to  stay  on  the  job  without  interruption.' 
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symptomatic  relief ...  plus! 


ACHROCIDIN  is  a well-balanced,  comprehensive  formula  for 
treating  acute  upper  respiratory  infections. 

Debilitating  symptoms  of  malaise,  headache,  pain,  mucosal 
and  nasal  discharge  are  rapidly  relieved. 

Early,  potent  therapy  is  offered  against  disabling  complications 
to  which  the  patient  may  be  highly  vulnerable,  particularly 
during  febrile  respiratory  epidemics  or  when  questionable  middle 
ear,  pulmonary,  nephritic,  or  rheumatic  signs  are  present. 

ACHROCIDIN  is  convenient  for  you  to  prescribe-— easy  for  the 
patient  to  take.  Average  adult  dose:  two  tablets,  or  teaspoonfuls 
of  syrup,  three  or  four  times  daily. 


tablets 

ACHROMYCIN  ® Tetracycline  . 125  mg. 


Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 


Bottle  of  24  tablets 

syrup 

Each  teaspoonful  (5  cc.)  contains; 
ACHROMYCIN  ® Tetracycline 

equivalent  to  tetracycline  HCl  125  mg. 


Phenacetin 120  mg. 

Salicylamide 150  mg. 

Ascorbic  Acid  (C) 25  mg. 

Pyrilamine  Maleate 15  mg. 

Methylparaben 4 mg. 

Propylparaben 1 mg. 


Available  on  prescription  only 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMIO  COMPANY,  PEARL  RIVER,  NEW  YORK 


•Reg.  U.  S.  Pat.  Oft. 


A NEW  SKELETAL 
MUSCLE  RELAXANT 


Robaxin  — synthesized  in  the  Robins  Research  Laboratories,  and 


intensively  studied  for  five  years— introduces  to  the  physician  an 


entirely  new  agent  for  effective  and  well-tolerated  skeletal  muscle 
relaxation.  Robaxin  is  an  entirely  new  chemical  formulation,  with 
outstanding  clinical  properties: 

* Highly  potent  and  long  acting.^'^ 

* Relatively  free  of  adverse  side  effects.’’^'^'^*'^ 

* Does  not  reduce  normal  muscle  strength  or  reflex  activity 
in  ordinary  dosage.^ 

* Beneficial  in  94.4%  of  cases  with  acute  back  pain 
due  to  muscle  spasm.’'®''*'*'^ 


CLINICAI.  RESI 


DISEASE  ENTITY 


Acute  back  pain  due  t 


(a)  Muscle  spasm  seceii  m 
to  sprain 


(b)  Muscle  spasm  due 
trauma 


(c)  Muscle  spasm  due  t)  l‘! 
nerve  irritation 


(d)  Muscle  spasm  secon  !<! 
to  discogenic  diseol 
and  postoperative 
orthopedic  procedui 


Miscellaneous  (bursitis/  i'K 
torticollis,  etc.)  N 


TOTAll 


(Methocarbamol  Robins,  U.S.  Pat.  No.  2770649) 


Highly  specific  action 

Robaxin  is  highly  specific  in  its  action  on  the 
intemuncial  neurons  of  the  spinal  cord  — with 
inherently  sustained  repression  of  multisyn- 
aptic  reflexes,  but  with  no  demonstrable  effect 
on  monosynaptic  reflexes.  It  thus  is  useful  in 
I the  control  of  skeletal  muscle  spasm,  tremor  and 
other  manifestations  of  hyperactivity,  as  well 
as  the  pain  incident  to  spasm,  without  impair- 
ing strength  or  normal  neuromuscular  function. 


Beneficial  in  94.4%  of  cases  tested 


When  tested  in  72  patients  with  acute  back 
pain  involving  muscle  spasm,  Robaxin  in- 
duced marked  relief  in  59,  moderate  relief  m 
6,  and  slight  relief  in  3 — or  an  over-all  bene- 
ficial effect  in  94.4%.^’®’^’®’'^  No  side  effects 
occurred  in  64  of  the  patients,  and  only  slight 
side  effects  in  8.  In  studies  of  129  patients, 
moderate  or  negligible  side  effects  occurred 
in  only  6.2%.^’^’®’^’®''^ 
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ROBAXIN  IN  ACUTE  BACK  PAIN<-3  « 


DURATION 
OF 

rPFATMFMT 


2-42  days 


-42  days 
1-240  days 
-28  days 


-60  days 


DOSE  PER  DAY  (divided) 


3-6  Gm. 


2-6  Gm. 


2.25-6  Gm. 


1.5-9  Gm. 


4-8  Gm. 


RESPONSE 
marked  mod.  slight  neg. 


17 


24 


59 


SIDE  EFFECTS 


None,  1 6 
Dizziness,  1 
Slight  nausea,  1 


None,  12 
Nervousness,  1 


None,  5 


None,  25 
Dizziness,  1 
Lightheaded- 


ness, 2 
Nausea,  2 * 


None,  6 


* Relieved  on 
reduction 
of  dose 


Indications Acute  back  pain  associ- 
ated with : (a)  mu-scle  spasm  secondary  to 
sprain;  (b)  muscle  spasm  due  to  traiuna;* 

(c)  muscle  spasm  due  to  nerve  irritation; 

(d)  muscle  spasm  .secondary  to  discogenjC  } 
disease  and  postoperative  orthopedic 
procedure.?;  and  mi-scellaneous  conditions, 
such  as  bursitis,  fibrositis,  torticollis,  etc. 


Dosage  — Adults:  Two  tablets  4 times 
daily  to  3 tablets  every  4 hours.  Total  daily 
doisage : 4 to  9 Gm.  in  divided  doses. 


' Vri  References:  l.  Carpenter,  E.  B.:  Publication  pending.  2.  Carter, 
. C,  H.:  Personal  cmnmonicatton.  3.  Forsyth,  H.  P.;  Publication 


Precautions  — There  are  no  specific  con-" 
traindications  to  Robaxin  and  untoward 
reactions  are  not  to  be  anticipated.  Minor 
side  clTects  such  as  lightheadedness,  dizzi- 
ness, nausea  may  occur  rarely  in  patients 
with  unusual  sensitivity  to  drugs,  but  dis- 
appear on  reduction  of  dosage.  When  ther- 
apy is  prolonged  routine  white  blood  cell 
counts  should  be  made  since  some  decrease  | 
was  noted  in  3 patienta  Put  of  a group  of 
72  who  had  received  %he  drug  for  periods 
of  30  days  or  longer.  > 


pending.  4.  Freund,  J.:  Personal  commuaication.  5.  Morgan, 
^A.  M.,  ^IVuitt,  E.  B.,  Jt„  and  little,  J.  M.:  American  Pbarm.  Assn. 
7y''-  46^1^4.  1957.  6.  Nadunan.  H.  M.:  Personal  conununication. 


SltppZy  — Robaxin  Tablets,  0.5  Gm.,  in 
bottles  .of  50. 
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R.  E.  Van  Demark,  M.D.  Sioux  Falls 

T.  W.  ReuI,  M.D.  Watertown 

Mary  Price,  M.D.  Armour 

Amos  Michael,  M.D Vermillion 

M.  L.  Spain,  M.D Rapid  City 

Medical  Licensure 

F.  F.  Pfister,  M.D Webster 

Magni  Davidson,  M.D Brookings 

C.  E.  Kemper,  M.D.  Viborg 

Veterans  Administration  and  Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr.  Pierre 

M.  R.  Gelber,  M.D.  Aberdeen 

G.  H.  Steele,  M.D Aberdeen 

T.  J.  Billion,  M.D . Sioux  Falls 

Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D.  Vermillion 

Prepayment  and  Insurance  Plans 

C.  J.  McDonald,  M.D.,  Chr.  Sioux  Falls 

D.  H.  Brelt,  M.D.  Sioux  Falls 

Paul  Hohm,  M.D Huron 

E.  A.  Johnson,  M.D Milbank 

A.  A.  Lampert,  M.D.  Rapid  City 

Robert  Monk,  M.D.  Yankton 

T.  H.  Sattler,  M.D.  — Yankton 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.,  Chr Volga 

G.  J.  Bloemendaal,  M.D.  Ipswich 

E.  F.  Kalda,  M.D —..Platte 

Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr ...Madison 

C.  L.  Vogele,  M.D.  .....Aberdeen 

G.  F.  Gryte,  M.D.  _Huron 

Workmen’s  Compensation 

J.  N.  Hamm,  M.D.,  Chr _..Sturgis 

H.  R.  Lewis,  M.D.  Mitchell 

R.  Giebink,  M.D Sioux  Falls 

Blood  Banks 

W.  A.  Geib,  M.D.,  Chr —Rapid  City 

R.  L.  Carefoot,  M.D.  Huron 

A.  K.  Myrabo,  M.D.  Sioux  Falls 

Rehabilitation  Committee 

R.  E.  Van  Demark,  M.D.,  Chr.  Sioux  Falls 

Paul  Bunker,  M.D Aberdeen 

W.  A.  Dawley,  M.D.  Rapid  City 

H.  L.  Ahrlin,  M.D — Rapid  City 

Mary  Schmidt,  M.D.  Watertown 

Press  Radio  Committee 

R.  E.  Jernstrom,  M.D.,  Chr.  Rapid  City 

E.  A.  Rudolph,  M.D.  Aberdeen 

Steve  Brzica,  M.D Sioux  Falls 

Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr Huron 

A.  P.  Peeke,  M.D Volga 

H.  Russell  Brown,  M.D Watertown 

F.  F.  Pfister,  M.D Webster 

P.  V.  McCarthy,  M.D.  Aberdeen 

E.  J.  Perry,  M.D.  Redfield 

R.  F.  Hubner,  M.D Yankton 

C.  A.  Johnson,  M.D Lemmon 
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the  chill 

the  cough 

the  aching  muscles 

the  fever 


Viral  upper  respiratory  infection. . . . For  this  patient,  your  management  will  be  twofold — 
prompt  symptomatic  relief  plus  the  prevention  and  treatment  of  bacterial  complications. 
PEN•VEE•C^d^7^  backs  your  attack  by  broad,  multiple  action.  It  relieves  aches  and  pains,  and 
reduces  fever.  It  counters  depression  and  fatigue.  It  alleviates  cough.  It  calms  the  emotional 
unrest.  And  it  dependably  combats  bacterial  invasion  because  it  is  the  only  preparation  of  its 
kind  to  contain  penicillin  V. 

SUPPLIED:  Capsules,  bottles  of  36.  Each  capsule  contains  62.5  mg.  (100,000  units)  of  penicillin  V,  194  mg.  of 
salicylamide,  6.25  mg.  of  promethazine  hydrochloride,  130  mg.  of  phenacetin,  and  3 mg.  of  mephentermine  sulfate. 

Pen  •\^e  • Cidin 

Penicillin  V with  Salicylamide,  Promethazine  Hydrochloride,  Phenacetin,  and  Mephentermine  Sulfate,  Wyeth  Philadelphia  1,  Pa. 


This  advertisement  con- 
forms to  the  Code  for 
Advertising  of  the  Physi- 
cians’ Council  for  Infor- 
mation on  Child  Health. 
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Achrostatin  V combines  AcHROMYCiNt  V . . . 

the  new  rapid-acting  oral  form  of 
AcHROMYCiNt  Tetracycline  . . . noted  for  its 
outstanding  elfectiveness  against  more  than 
50  different  infections  . . . and  Nystatin  . . . the 
antifungal  specific.  Achrostatin  V provides 
particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth 
during  a protracted  course 
of  antibiotic  treatment. 


supplied: 

Achrostatin  V Capsules 
contain  250  mg.  tetracycline 
HCl  equivalent  (phosphate- 
buffered)  and  250,000 
units  Nystatin. 

dosage: 

Basic  oral  dosage  (6-7  mg. 
per  lb.  body  weight  per  day) 
in  the  average  adult  is 
4 capsules  of  Achrostatin  V 
per  day,  equivalent  to 
1 Gm.  of  Achromycin  V. 
*Trademark 
fReg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RNVER.  N.  Y. 
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minor 
chemical 
changes 
can  mean 
major 
therapeutic 
improvements 


The  most 
efficient  of  all 
anti-inflammatory 
steroids 

Supplied:  Tablets  of  4 mg.,  in  bottles 
of  30,  100  and  500. 

lleTRADEMARK  FOR  METHYLPREONISOLONE«  UPJOHN 


Lower  dosage 
(K  lower  dosage 
than 

prednisolone) 

Better  tolerated 

(less  sodium 
retention,  less 
gastric  irritation) 

For 

complete  information,  consult 
your  Upjohn  representative, 
or  write  the  Medical  Department, 

The  Upjohn  Company, 

Kalamazoo,  Michigan. 

Upjohn 


NOW... for  the  first  time  in  tetracycii 


m 


SI 


ni 


I 


m 


i4-hour  blood  levels 

on  a SINGLE  intramuscular  dose, 
in  minimal  injection  volume 

This  achievement  is  made  possible  by  the  unique  solubility  of  Tetrex  (tetracycline 
phosphate  complex) , which  permits  more  antibiotic  to  be  incorporated  in  less  volume 
of  diluent.  Clinical  studies  have  shown  that  injections  are  well  tolerated,  with  no  more 
pain  on  injection  than  with  previous,  less  concentrated  formulations. 

: Tetrex  Intramuscular  ‘250’  can  be  reconstituted  for  injection  by  adding  1.6  cc.  of 

sterile  distilled  water  or  normal  saline,  to  make  a total  injection  volume  of  2.0  cc. 

When  the  entire  250  mg.  are  to  be  injected,  and  minimal  volume  is  desired,  as  little  as 
1.0  cc.  of  diluent  need  be  used.  (Full  instructions  for  administration  and  dosage  for 
adults  and  children,  accompany  packaged  vial.) 

1 Each  one-dose  vial  of  TETREX  Intramuscular  '250'  contains: 

TETREX  (tetracycline  phosphate  complex)  (tetracycline  HCI  activity) 250  mg. 

Xylocaine*  hydrochloride 40  mg. 

plus  ascorbic  acid  300  mg.  and  magnesium  chloride  46  mg.  as  buffering  agents. 

*®  of  Astra  Pharm.  Prod.  Inc.  for  lidocaine 


SUPPLY:  Single-dose  vials  containing  Tetrex  — tetracycline  phosphate  complex  — each 
equivalent  to  250  mg.  tetracycline  HCI  activity.  Also  available  in  100-mg.  single-dose  vials. 


iifTRAMUSCULAR  '250' 
WITH  XYLOCAINE 

ISTOL  LABORATORIES  INC.,  SYRACUSE,  NEW  YORK 


tAyd,  F.  J.,  Jr.:  The  Treatment  of  Ambulatory  and 
Hospitalized  Psychiatric  Patients  with  Xrilafon, 
presented  at  Ann.  Meet.,  Am.  Psychiat.  Assoc., 
Chicago,  111.,  May  13-17,  1957. 


". . . especially  suitable 
for  out-patient  and 
office  use."' 


(pronounced  Tn'll'-ah-fon) 


perphenazine 


* 


the  full-range  tranquilizer 


EXCEPTIONAL  THERAPEUTIC  RANGE 


. . . dosage  range  adaptable  for  tension  and  anxiety  states, 
ambulatory  psychoneurotics,  agitated  hospitalized  psychotics 


EXCEPTIONAL  POTENCY 

• At  least  five  times  more  potent  than  earlier  phenothiazines 

EXCEPTIONAL  ANTIEMETIC  RANGE 


• From  the  mildest  to  the  severest  nausea  and  vomiting  due 
to  many  causes 


ADEQUATE  SAFETY  IN  RECOMMENDED  DOSAGE  RANGES 


• Jaundice  attributable  to  the  drug  alone  not  reported 

• Unusual  freedom  from  significant  hypotension 

• No  agranulocytosis  observed 

• Mental  acuity  apparently  not  dulled 

TRILAFON— grey  tablets  of  2 mg.  (black  seal),  4 mg.  (green  seal),  8 mg. 
(blue  seal),  bottles  of  50  and  500;  16  mg.  (red  seal),  for  hospital  use, 
bottle  of  500. 


Refer  to  Schering  literature  for  specific  informa- 
tion regarding  indications,  dosage,  side  effects, 
precautions  and  contraindications. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


\ 


% 


outmodin^  older  cot 
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—twice  as  much  absorptidn  of  penicillin  as  from  buffered 
potassium  penicillin  G given  oraliy. 

A greater  total  penlciHemia  is  produced  by  250  mg,  of 
‘V-Cillln  K*  t,i,d.  than  by  600,000  units  daily  of  intra- 
muscutar  procaine  penicillin  6.  Also,  high  serum  levels 
are  attained  more  quickly  with  this  new  oral  penicillin. 

These  unique  advantages  of  ‘V-Cillin  K'  assure  maxi- 
mum penicillin  effectiveness,  and  dependable  therapy, 
for  peniciliin-sensitive  infections. 

Scored  tablets  of  125  and  250  mg.  (200,000  and  400,000 
units). 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA.  U.S.A. 


QUALITY /research  /INTEGRITY 


833203 
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SEARLE 


a superior  psychochemical 

for  the  management  of  both 
minor  and  major 

emotional  disturbances 


I 


dihydrochloride 


brand  of  thiopropazate  dihydrochloride 


more  effective  than  most  potent  tranquilizers 


• as  well  tolerated  as  the  milder  agents 

• consistent  in  effects  as  few  tranquilizers  are 


Dartal  is  a unique  development  of  Searle  Research, 
proved  under  everyday  conditions  of  office  practice 

It  is  a single  chemical  substance,  thoroughly  tested  and  found  particularly  suited 
in  the  management  of  a wide  range  of  conditions  including  psychotic,  psycho- 
neurotic and  psychosomatic  disturbances. 

Dartal  is  useful  whenever  the  physician  wants  to  ameliorate  psychic  agitation, 
whether  it  is  basic  or  secondary  to  a systemic  condition. 

In  extensive  clinical  trial  Dartal  caused  no  dangerous  toxic  reactions.  Drowsiness 
and  dizziness  were  the  principal  side  effects  reported  by  non-psychotic  patients, 
but  in  almost  all  instances  these  were  mild  and  caused  no  problem. 

Specifically,  the  usefulness  of  Dartal  has  been  established  in  psychoneuroses  with 
emotional  hyperactivity,  in  diseases  with  strong  psychic  overtones  such  as  ulcera- 
tive colitis,  peptic  ulcer  and  in  certain  frank  and  senile  psychoses. 

Usual  Dosage  • In  psychoneuroses  with  anxiety  and 
tension  states  one  5 mg.  tablet  t.i.d. 

• In  psychotic  conditions  one  10  mg.  tablet  t.i.d. 


ORAL 


SUBLINGUAL 


Bottles  of  100. 


For  continuing  prophylaxis  patients  may 
swallow  the  entire  Dilcoron  tablet. 


Average  prophylactic  dose:  1 tablet  four  times  daily. 


Therapeutic  dose:  l tablet  held  under  the  tongue 
until  citrus  flavor  disappears,  then  swallowed. 


new 

“flavor-timed” 
dual-action 
coronary  vasodilator 


TRADEMARK 


for  Sustained  cofowar^  vasodilation  and 
protection  dgainst  anginal  attack 


for  Immediate  relief  from  anginal  pain 


DILCORON  contains  t\vo  highly  efficient  vasodilators 
in  a unique  core-and^jacket  tablet. 

.7  ' ''' 

Glyceryl  trinitrate  (nitroglycerin)— 0.4  mgi.  (1/150  grain) 

is  in  the  outer  jacket— held  under  thq\tongue  until 
the  citrus  flavor  disappears ; provides 
rapid  relief  in  acute  or  anticipated  attack. 

The  ihiddle  layer|bf||the  tablet  is 
jV  ,,  the  citrus7'“fl4vor-timer.” 

Pentaerythritol  tetranitrate— 15  mg.  (1/4  grain)  is  in  the 

inner  core— swallowed  for  slow  enteric 
absorption  and  lasting  protection. 


S.D.J.O.M.  JANUARY  1958  - ADV. 


19 


BUY 
QUALITY 
IN  YOUR 
PRINTING 


An  old  adage  says  "Clothes  make  the  man."  Per- 
haps this  is  not  true  in  a very  strict  sense,  but 
nevertheless  a well-groomed  man  makes  a better 
impression  than  one  who  is  not.  This  same  reason- 
ing may  well  apply  to  the  printed  forms  which 
leave  your  office.  A dignified,  well-printed  state- 
ment or  envelope  can  lend  a great  deal  of  prestige 
to  your  practice.  It  costs  no  more  to  get  QUALITY 
printing  than  poor  printing. 

We've  had  many  years  of  printing  experience  and 
would  like  to  help  you  with  your  printing  require- 
ments. 


MIDWEST-BEACH  COMPANY 

222  South  Phillips  Ave.  • Sioux  Foils,  S.  Dak. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 


IN  ILEITIS 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


^Trademark  ® Registered  Trademark  for  Tridihexelhyl  Iodide  Lederle 

tEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

300  First  National  Bank  Sioux  Falls,  S.  D. 

Subscription  $2.00  per  year  20c  per  copy 

CONTRIBUTORS 

MANUSCRIPTS:  Material  appearing  in  all  publi- 
cations of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not 
the  carbon  should  be  submitted.  Footnotes  should 
conform  with  this  request  as  well  as  the  name  of 
author,  title  of  article  and  the  location  of  the  author 
when  manuscript  was  submitted.  The  used  manu- 
script is  not  returned  but  every  effort  will  be  used 


to  return  manuscripts  not  accepted  or  published 
by  the  Journal  of  Medicine. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings 
will  be  furnished  by  The  South  Dakota  Journal  of 
Medicine  when  satisfactory  photographs  or  draw- 
ings are  supplied  by  the  author.  Each  illustration, 
table,  etc.,  should  bear  the  author’s  name  on  the 
back.  Photographs  should  be  clear  and  distinct. 
Drawings  should  be  made  in  black  India  ink  on 
white  paper.  Used  illustrations  are  returned  after 
publication,  if  requested. 

REPRINTS:  Reprints  should  be  ordered  when 
galley  proofs  are  submitted  to  the  authors.  Type 
left  standing  over  30  days  will  be  destroyed  and 
no  reprint  orders  will  be  taken.  All  reprint  orders 
should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  300  First  Nat’l  Bank,  Sioux 
Falls,  South  Dakota. 
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Committee  on  Civil  Defense 

L.  C.  Askwig,  M.D.,  Chr.  Pierre 

G.  J.  Bloemendaal,  M.D.  Ipswich 

P.  V.  McCarthy,  M.D.  Aberdeen 

Commission  for  Improvement  of  Patient  Care 
R.  Delaney,  M.D.,  Chr.  (1960)  Mitchell 

M.  Sanders,  M.D.  (1960)  Redfield 

C.  L.  Vogele,  M.D.  (1958)  Aberdeen 

C.  F.  Gryte,  M.D.  (1958)  Huron 

J.  A.  Muggly,  M.D.  (1959)  Madison 

R.  A.  Buchanan,  M.D.  (1959)  Huron 

Committee  on  School  Health 

R.  G.  Mayer,  M.D.,  Chr Aberdeen 

W.  A.  Anderson,  M.D.  Sioux  Falls 

N.  R.  Whitney,  M.D Rapid  City 

Committee  on  Budget  and  Audit 

A.  P.  Reding,  M.D.,  Chr Marion 

A.  A.  Lampert,  M.D Rapid  City 

C.  R.  Stoltz,  M.D.  Watertown 

Hunters  Fall  Medical  Meeting 

W.  A.  Delaney,  M.D.,  Chr.  Mitchell 
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Committee  on  Aging 

Warren  Jones,  M.D.,  Chr.  ...Sioux  Falls 

J.  W.  Argabrite,  M.D.  Watertown 

M.  P.  Merryman,  M.D ...Rapid  City 
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Secretary A.  K.  Myrabo,  M.D.,  Sioux  Falls,  S.  D. 
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PULMONARY  EMPHYSEMA  FOLLOWING 
T & A 

C.  L.  Swanson,  M.D.,  Pierre,  S.  D. 


A danger  infrequently  thought  of  or  en- 
countered secondary  to  tonsillectomy  and 
adenoidectomy  is  pulmonary  emphysema. 
The  subcutaneous  air  is  of  little  importance, 
but  indicates  an  associated  and  more  serious 
problem  involving  air  in  the  pericardial  sack. 
This,  in  turn,  may  create  a sudden  cardiac 
tampenade  with  resultant  cardiac  depression 
and  death. 

A two  and  a half  year  old  boy  was  admitted 
the  day  before  surgery,  on  January  8th,  1957, 
for  a tonsillectomy  and  adenoidectomy.  A 
previous  examination  at  the  office  revealed  a 
Grade  3 tonsilar  and  adenoid  hypertrophy. 
There  was  a history  of  recurrent  tonsillitis. 
The  physical  examination  was  otherwise 
negative  — temp.  98.6;  pulse  90;  respiration 
25/per  minute;  blood  work  as  follows:  1-8-57: 
i Hgb.-11.5  gms.  79;  WBC-10,200.  Bleeding  time 
I r55”  and  clotting  time  normal. 

! The  child  received  160  mgm  Na.  pentathol 
I.V.  and  was  intubated.  The  relaxation  was 
good  and  a tonsillectomy  and  adenoidectomy 
I performed  without  difficulty  or  remarkable 
! bleeding  under  endoctracheal  anesthesia. 

! After  the  surgical  procedure,  the  respira- 
1 tions  seemed  shallow  and  weak,  but  improved 
I with  bag  breathing  using  0->  and  CO2.  The 
1 endoctracheal  catheter  was  left  in  place  and 
I the  patient  moved  to  the  Recovery  Room. 

I In  the  Recovery  Room  auscultation  of  the 
J heart  revealed  weak  tones  and  very  rapid 
heart  at  approximately  160/per  minute.  The 
; pulse  began  to  disappear  and  for  a few  sec- 
i onds  no  heart  tones  were  heard.  The  patient 

1'  became  very  cyanotic  and  respirations  ceased. 

,1 


When  artificial  respiration  was  adminis- 
tered, a massive  subcutaneous  emphysema 
was  palpable.  The  patient  was  placed  again 
on  bag  breathing  and  1 cc.  coramine  given 
I.M.  The  heart  beat  again  became  audible 


Film  taken  on  1/9/57  (after  surgery)  shows 
massive  pulmonary  emphyema  with  air  in  peri- 
cardial sack,  is  soft  mediostinal  tissue  and  extend- 
ing upward  into  fascial  planes  of  neck. 
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Film  taken  on  1/10/57  shows  a degree  of  spon- 
taneous clearing.  There  is  a little  air  visible  along 
the  left  upper  cardiac  border  and  in  the  subsutan- 
eous  tissue. 

and  was  shortly  loud  and  strong.  X-rays 
revealed  air  in  the  pericardial  sac,  the  medias- 
tinal and  subcutaneous  tissue. 

The  following  day  the  blood  revealed:  Hgb.~ 
10-68%;  WBC-7,000;  RBC-3,480,000;  PMN-68; 
Lymph-30  Mono. -2.  Urine-occ.  ephth,  sugar- 
neg.,  alb.-neg.  The  patient  was  placed  on  1,000 
mg.  of  Chloromycetin  I.M.  q.  daily. 

Within  two  days  the  pulmonary  em- 
physema had  completely  disappeared  and  the 
chest  x-ray  was  normal. 

This  is  a case  of  pulmonary  emphysema  which 
most  likely  followed  a rupture  of  the  tracheo- 
bronchial tree  following  intubation.  It  is  pre- 
sented only  to  point  out  another  dangerous  ele- 
ment in  the  so-called  “Simple”  tonsillectomy  case. 
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INFORMATION  FOR  DOCTORS  CARING 
FOR  VETERANS  ADMINISTRATION  OUT 
PATIENT  CASES 

It  has  been  called  to  our  attention  by  the 
Veterans  Administration  that  the  “Request 
to  Continue  Treatment”  form,  #10-2690C,  in 
many  cases  is  being  returned  to  them  incor- 
rectly filled  out. 

The  spaces  “Period  to  be  Covered”  should 
include  the  dates  that  you  are  requesting 
authorization  for  additional  treatment  in  the 
future,  not  the  dates  of  the  authorization  in 
force  at  the  present  time. 

It  will  be  greatly  appreciated  if  you  will 
call  this  to  the  attention  of  your  office  girl, 
or  whoever  completes  these  forms. 

We  have  also  been  asked  to  remind  you 
that  all  requests  for  emergency  hospitaliza- 
tions must  be  received  by  the  VA  within  72 
hours  of  admittance  to  the  hospital  of  the 
veteran.  Long  Term  office  treatment  author- 
izations do  not  change  hospitalization  regula- 
tions in  any  way. 


ACS  GROUP  HOLDS  MEETING 
IN  HURON 

The  American  College  of  Surgeons  Sixth 
Annual  Meeting  is  being  held  January  18th 
at  the  Marvin  Hughitt  Hotel  in  Huron.  Presi- 
dent is  W.  H.  Saxton,  M.D.,  Huron  and  Secre- 
tary-treasurer is  L.  C.  Askwig,  M.D.,  Pierre. 
The  program  is  scheduled  with  emphasis  on 
Trauma,  featured  speakers  on  the  program  are; 
Roy  E.  Jernstrom,  M.D.,  Rapid  City;  Edward 
J.  McGreevy,  M.D.,  Sioux  Falls;  C.  R.  Sul- 
livan, M.D.,  Rochester,  Minn.;  John  Dough- 
erty, M.D.,  and  C.  B.  McVay,  M.D.,  Yankton; 
Robert  E.  Nelson,  M.D.,  Sioux  Falls;  Phil  S. 
White,  M.D.  and  F.  R.  Williams,  M.D.,  Rapid 
City. 

The  one-day  program  ends  with  a 7:00  P.M. 
banquet  at  the  hotel. 
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THE  DIAGNOSIS  OF  EMOTIONAL 
DISORDERS  IN  CHILDREN 
Jerman  Rose,  M.D.,  Omaha,  Nebraska 


It  is  the  function  of  the  physician  to  help 
human  beings  adapt  successfully  and,  more 
or  less,  comfortably  to  their  environment.  The 
presence  of  noxious  elements  within  the  hu- 
man organism  usually  results  in  discomfort 
and  interference  with  successful  adaptation. 
The  physician  attempts  to  discover  what 
these  elements  are  and  takes  steps  to  remove 
them.  Medical  science  has  been  quite  suc- 
cessful in  helping  us  to  understand  the  sig- 
nals which  indicate  the  presence  of  too  many 
pneumococci  in  the  body.  The  diagnosis  of 
an  uncomplicated  pneumococcal  pneumonia 
is  relatively  simple,  and  the  very  diagnosis 
implies  known  exology  and  the  presence  of  a 
known  pathological  process.  Furthermore, 
we  can  administer  drugs  which  result  in  the 
death  of  the  pneumococci.  Other  substances 
may  be  administered  to  assist  the  body  in  its 
attempts  to  deal  with  the  presence  of  the 
pneumococci. 

If  the  interference  with  adaptation  is  in  the 
realm  of  human  emotions  and  the  noxious 
elements  are  a manifestation  of  disturbances 
in  interpersonal  relationships,  the  matter  is 
not  so  simple.  The  diagnosis  of  emotional 
disorders  in  children  does  not  consist  of  fitting 
the  child  into  the  usual  psychiatric  syn- 
dromes. Hanging  a psychiatric  tag  on  a child 
merely  indicates  that  he  demonstrates  cer- 
tain behavioral  responses  under  certain  cir- 
cumstances which  other  children  will  demon- 

*Presented  at  the  76th  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association,  Tuesday, 
May  21,  1957. 


strate  under  the  same  circumstances  and  that 
these  behavioral  responses  are  different  from 
the  majority  of  children.  To  say  a child  is 
mentally  retarded  implies  nothing  regarding 
the  etiology  of  the  retardation,  nor  does  it 
suggest  methods  of  treatment  which  will  be 
helpful  to  the  child.  Similarly,  describing  a 
child  as  schizophrenic  suggests  no  specific 
disease  process. 

The  child  is  brought  to  the  doctor’s  office 
because  his  parents,  the  teacher  or  the  com- 
munity considers  his  behavior  to  be  unsatis- 
factory. Even  though  the  child  frequently 
senses  that  his  methods  of  dealing  with  his 
world  are  not  totally  satisfying  to  himself  or 
to  others,  he  usually  does  not  ask  to  be 
brought  to  the  doctor.  Complicating  his  situa- 
tion further,  he  encounters  the  doctor  who 
has  a set  of  ideas,  ideals,  and  prejudices 
which  may  make  it  difficult  for  him  to  under- 
stand people  from  different  backgrounds  who 
have  a different  set  of  prejudices.  The  child 
is  fortunate  if  his  physician  has  a knowledge 
of  the  norms  of  the  culture  of  the  child’s  fam- 
ily and  an  awareness  that  his,  the  physician’s 
own  sense  of  values  may  not  be  the  same  as 
those  of  his  patient.  Perhaps  it  is  more  im- 
portant that  the  doctor  has  developed  toler- 
ance for  deviant  behavior  which  differs  from 
his  own  standards  and,  thus,  is  less  likely  to 
make  his  diagnosis  a judgment  rather  than 
an  attempt  to  understand  and  help  an  un- 
happy situation. 

At  the  present  time,  the  historical  and  de- 
velopmental approach  is  the  most  helpful  in 
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determining  the  existence  of  an  emotional 
problem.  An  individual  is  born  with  certain 
basic  needs  which  are  common  to  all  man- 
kind. These  are  the  need  for  food,  warmth, 
oxygen,  a sex  object,  sleep  and  the  need  to 
excrete  the  waste  products  of  metabolism. 
In  the  early  years  of  life,  the  presence  of  an- 
other human  being  to  care  for  the  child’s 
needs  is  necessary  if  he  is  to  survive.  The 
manner  in  which  an  individual  has  learned 
to  satisfy  these  needs  will  determine  to  a con- 
siderable extent  how  well  he  adapts  to  his 
society.  Our  society  delegates  the  responsi- 
bility for  molding  these  needs  and  their  phys- 
iological expression  to  the  family.  It  should 
also  be  pointed  out  that  society  considers 
different  items  of  behavior  appropriate  at 
different  stages  of  development.  Social  ade- 
quacy has  been  defined  in  terms  of  behavior 
patterns  commensurate  with  culturally  deter- 
mined age  norms.  If  a three  year  old  walks 
into  his  mother’s  bridge  club  meeting  naked, 
his  behavior  is  not  considered  abnormal; 
whereas,  if  a twelve  year  old  does  the  same 
thing,  we  are  sure  something  is  wrong.  Sev- 
eral books  are  available  which  list  the  appro- 
priate skills  and  behavior  at  various  stages. 
Knowledge  of  these  norms  is  essential  for 
the  accurate  assessment  of  a child’s  behavior. 
In  any  individual  situation  we  should  use 
these  books  as  guides  and  not  consider  them 
to  be  rigidly  delineated  rules  which  are  ap- 
plicable to  all  individuals. 

In  the  course  of  taking  the  usual  medical 
history  consisting  of  presenting  complaint, 
history  of  present  illness,  systemic  review, 
etc.,  one  usually  obtains  leads  which  indicate 
that  the  problem  is  either  primarily  emo- 
tional or  that  unhelpful  emotional  expres- 
sions are  complicating  a physical  illness.  If 
this  appears  to  be  the  case,  particular  atten- 
tion should  be  paid  to  parental  attitudes  re- 
garding the  presenting  complaint.  Whether 
or  not  the  child  was  breast  fed  and  the  age 
at  which  weaning  and  toilet  training  occurred 
are  helpful  in  differential  diagnosis.  Special 
attention  should  be  directed  toward  the 
family  structure.  Consideration  of  the  varia- 
bility of  numbers,  the  patient’s  position  in  the 
family  and  how  his  behavior  compares  with 
that  of  the  other  children  is  of  importance. 
The  presence  of  grandparents  in  the  home 
and  how  much  of  the  child  rearing  responsi- 
bility they  assume,  may  give  an  idea  of  the 


variability  of  demands  which  are  made  on 
the  child  to  conform  to  the  standards  of  dif- 
ferent generations.  Attention  should  also  be 
given  to  how  well  the  parents  are  able  to 
satisfy  their  own  and  each  other’s  needs,  and 
how  well  they  are  able  to  accept  the  respon- 
sibilities of  their  respective  roles  of  husband 
and  wife. 

It  goes  without  saying  that  a thorough 
physical  examination  and  indicated  labora- 
tory work  should  be  done.  It  is  well  not  to 
fall  into  the  trap  of  feeling  that  one  more 
laboratory  examination  may  give  us  an  or- 
ganic etiology  for  a condition  when  we  are 
fairly  certain  the  cause  is  emotional.  Multiple 
and  unnecessary  laboratory  examination  may 
merely  serve  to  intensify  the  discomfort  of 
an  upset  child.  Our  medical  training  makes 
us  fearful  that  we  will  miss  some  organic 
diagnosis,  but  does  not  sensitize  us  to  the  fact 
that  lack  of  recognition  of  an  emotional  dis- 
order may  be  equally  as  damaging. 

Conditions  of  which  the  etiology  is  pri- 
marily organic  may  be  considered  to  be  fo- 
cused around  heredity,  congenital  disorders, 
and  birth  injuries.  Cases  of  proven  heredi- 
tary etiology  are  limited  to  a relatively  small 
group  of  neurological  or  metabolic  conditions 
such  as  Tay-Sachs  disease,  or  phenylketo- 
nuria. 

The  diagnosis  of  Mongolian  Idiocy  and 
other  developmental  defects  of  the  central 
nervous  system  is  usually  relatively  simple. 
The  history  of  birth  injury,  prolonged  anoxia 
at  birth,  etc.,  in  conjunction  with  positive 
neurological  signs,  is  helpful  in  delineating 
certain  conditions  which  seem  to  be  primarily 
due  to  deficiencies  in  the  cerebral  cortex. 

Even  though  the  etiology  of  these  con- 
ditions does  not  seem  to  be  in  the  sphere  of 
interpersonal  relationships,  their  manage- 
ment is  frequently  complicated  by  family  at- 
titudes. Successful  dealing  with  these  family 
attitudes  is  a major  part  of  the  treatment. 

Behavior  patterns  which  seem  to  be  an 
attempt  to  adapt  to  interpersonal  relation- 
ships which  are  either,  not  satisfying,  or,  are 
actually  retarding  the  child’s  emotional 
growth  are  usually  focused  around  one  or 
more  of  the  aforementioned  primary  basic 
needs. 

Colic,  thumbsucking,  biting,  overeating  or 
undereating,  are  symptoms  focused  aroimd 
the  need  for  food.  All  of  these  are  closely  re- 
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lated  to  parent  attitudes  regarding  feeding 
and  food. 

The  manner  in  which  the  excretory  need  is 
dealt  with  by  a family  may  result  in  such 
symptoms  as  enuresis,  encopresis,  excessive 
cleanliness,  excessive  dirtiness,  and  consti- 
pation or  diarrhea. 

Behavior  which,  even  in  childhood,  is  in- 
terpreted by  some  as  sexual  may  express  it- 
self in  peeking,  exhibitionism,  transvestitism, 
and  genital  and  anal  exploration.  This  be- 
havior is  to  be  expected  in  the  preschool 
years  and,  depending  on  how  it  is  dealt  with 
at  this  time,  may  express  itself  in  later  years 
as  perversions. 

Problems  in  sleeping  usually  manifest 
themselves  in  the  parents  feeling  that  the 
child  does  not  sleep  enough  or  else  that  sleep 
is  interrupted.  Arguments  over  bedtime  may 
be  a manifestation  of  a power  struggle  be- 
tween parents  and  child.  Unconscious  fears 
may  express  themselves  in  the  form  of  night- 
mares or  night  terrors. 

While  difficulty  with  authority  and  aggres- 
sive expression  may  manifest  itself  in  the 
preschool  years,  it  does  not  usually  become 
a problem  until  the  school  years.  Even  these 
problems  are  usually  related  to  the  manner  in 
which  the  parents  use  their  authority  in  the 
training  of  the  child. 

Speech  problems  are  frequently  related  to 
fear  or  aggressive  expression  as  if  the  child 
“dare  not  express  himself.” 

Educational  problems  such  as  learning  dis- 
abilities may  be  related  to  a basic  intellec- 
tual lack,  to  the  child’s  fear  of  people  in 
authority,  or  to  lack  of  ability  to  use  his  in- 
tellectual potential  because  of  anxieties. 

As  a part  of  the  diagnostic  procedure,  the 
child  should  be  interviewed  alone.  The  be- 
havior of  the  child  and  the  parent  at  the  time 
this  separation  is  suggested,  is  a significant 
part  of  the  diagnosis  in  that  it  may  give 
clues  regarding  parental  overprotection  or 
other  dependency-independency  conflict.  The 
manner  in  which  the  child  relates  to  the  doc- 
tor alone  is  of  great  importance  in  determin- 
ing how  the  child  relates  to  relative  strangers 
or  people  in  authority,  or  how  rapidly  he  can 
differentiate  a circumstance  in  which  he  may 
be  hurt  by  a needle  and  a circumstance  in 
which  the  doctor  “just  wants  to  talk.”  When 
dealing  with  small  children,  it  may  be  wise  to 
have  a supply  of  play  materials  available. 


The  use  of  these  materials  is  a specialized 
technique  which  may  be  learned  readily  if 
the  physician  is  aware  of  the  fact  that  chil- 
dren express  the  way  they  feel  about  them- 
selves and  the  world  around  them  through 
the  medium  of  play.  Play  materials  should 
include  paper  and  pencil,  crayons,  modeling 
clay,  toy  automobiles,  airplanes,  and  cap  pis- 
tols. A complete  family  of  dolls  and  a doll 
house  are  also  helpful.  For  both  younger  and 
older  children,  games  such  as  checkers  may 
be  helpful  to  determine  competitiveness  and 
the  child’s  capacity  to  relate. 

With  a little  patience,  children  of  eight  or 
nine  or  older  may  be  interviewed  in  the  ques- 
tion and  answer  method.  It  is  well  to  realize 
that  the  child  is  a reasonable  human  being 
who  is  quite  capable  of  understanding  you 
if  you  “speak  his  language.”  As  a matter  of 
fact  he  may  understand  our  feelings  better 
than  we  understand  his.  Taking  a history 
from  him  is  more  for  the  purpose  of  taking 
note  of  his  emotional  responses  and  his  feel- 
ings about  various  aspects  of  his  life  than  it 
is  to  find  out  what  has  really  happened  to 
him.  If  the  child  is  so  anxious  that  he  cannot 
participate  in  the  interview  situation,  there 
is  no  need  to  vigorously  attempt  to  get  him 
to  talk,  or  “to  get  his  side  of  the  story.”  In 
such  cases,  observation  of  his  responses  and 
recognition  of  his  fear  is  sufficient.  Topics 
to  be  discussed  are: 

1.  What  does  the  child  believe  is  the  rea- 
son for  being  brought  to  see  you?  For 
example,  does  he  see  you  as  one  who 
will  punish  him? 

2.  History  of  present  illness  as  the  child 
sees  it.  How  long  has  he  had  difficul- 
ties? What  does  he  believe  is  the  cause 
of  his  difficulty  and  what  has  been 
done  about  it? 

3.  How  does  the  child  feel  about  himself? 
What  kind  of  a guy  are  you  do  you 
feel  you  are  pretty  nice  or  pretty  bad? 
Children  frequently  volunteer  that  they 
feel  they  are  bad  or  good. 

4.  How  does  he  view  himself  in  relation- 
ship to  his  mother  and  father  and  to  his 
siblings?  Who  is  his  mother’s  favorite? 
His  father’s  favorite?  Does  he  seem 
rivalrous  with  his  siblings  and  is  he 
more  rivalrous  with  siblings  of  the  same 

(Continued  on  Page  17) 
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SUMMARY  OF  MEDICARE 
IN  SOUTH  DAKOTA* 
Arthur  A.  Lampert,  M.D. 
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Mr.  Koenig  has  discussed  Wisconsins  Med- 
icare and  Dr.  Offerman  has  covered  Ne- 
braska’s. Dr.  Offerman  also  gave  some  of 
the  reasons  for  the  institution  of  Medicare. 
Each  has  cited  some  of  their  problems  and 
made  some  suggestions. 

I propose  to  review  South  Dakota’s  opera- 
tion briefly.  And  if  time  permits  would  like 
to  broach  on  the  boarder  intangibles  of  Med- 
icare bringing  into  focus  some  basic  questions 
which  I believe  we  as  a profession  must  face 
and  answer  before  I reach  age  50.  That  gives 
us  the  rest  of  this  session  of  Congress  and  one 
more. 

Slide  I 

Cliams  Pd.  Adm.  Cost  % Adm.  Cost 
$99,291.17  $3,846.50  3.87% 

Adm.  cost  includes  all  cost  of  establishing 
program 

Present  rate  of  operation  2.5% 

Total  claims  pd.  through  Oct.  ’57 
1304 

Present  cost  formula  per  claim 
$2.02 
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No. 

Total 

Cost 

Fee 

Item 

Cases 

Cost 

/Case 

Allowed 

Obstet. 

428 

45,531 

106 

150 

Caes. 

8 

1,678 

209 

200 

Med.  care 

318 

14,260 

45 

Hernia 

25 

3,570 

143 

150-175 

Appen. 

14 

2,197 

156 

165 
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No. 

Total 

Cost 

Fee 

Item 

Cases 

Cost 

/Case 

Allowed 

Hemmor. 

5 

458 

91 

125 

Fract. 

17 

1384 

81 

Indiv. 

Ovary 
& Tube 

8 

1793 

224 

Consid. 

Hyster. 

5 

1302 

260 

175 

300 

BH  Area 

70.4% 

All 

other  29.6% 
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1956  1957 

Ellsworth 

OB  60/month  30/month 

Dependent 

Hospitalized  Down  20% 

OP  Unable  to  see  all.  See  all.  No  rush. 
Army  Opinion:  Satisfied.  Do  better  med- 
icine. 

Profession  Opinion:  Satis.  Few  fee  dis- 
putes. 

* Presented  at  the  North  Central  Medical  Confer- 
ence, Minneapolis,  Nov.  24,  1957. 


Now  — I propose  to  assume  the  typical 
physical  position  the  Medical  Profession  has 
assumed  on  so  many  occasions  recently  — 
that  of  my  foot  in  my  mouth.  What  are  the 
broad  implications  of  Medicare?  Does  it  rep- 
resent socialized  medicine?  Will  it  expand  to 
include  veterans  with  service  connected  dis- 
abilities, veterans  without  service  connected 
disabilities,  the  dependents  of  either  or  both, 
pensioners,  Federal  employees,  certain  union? 
Will  it  set  fees  for  all  care?  Will  we  lose  the 
right  of  free  choice  both  by  the  physicians 
and  by  the  patient,  will  we  eventually  be 
told  how  and  when  to  practice?  Will  all  in- 
dividual initiative  be  lost? 

Slide  V 

1.  Is  Medicare  Socialized  or  Nationalized 
Medicine? 

2.  Will  it  expand? 

3.  Will  it  set  fees  on  all  cases? 

4.  Will  both  patients  and  Doctors  lose  free 
choice? 

5.  Will  we  be  told  how,  when  and  where 
to  practice? 

6.  Will  individual  initiative  be  impaired? 

To  answer  some  of  the  questions  we  have 
asked,  I believe  we  must  establish  some  back- 
ground and  here  I will  hurry. 

First,  I would  like  to  define  that  which  is 
Socialism  to  me.  Socialism  in  both  a phil- 
osophy and  a movement.  Reduced  to  its 
simplest  practical  expression,  it  means  the 
complete  discarding  of  the  institution  of 
private  property  by  transforming  it  to  public 
property;  and  the  division  of  the  resultant 
public  income  equally  and  indiscriminately 
among  the  entire  population.  In  Socialism, 
private  property  is  a curse  and  income  dis- 
tribution is  the  first  consideration. 

Capitalism,  which  is  about  the  opposite  of 
Socialism,  means  the  establishment  of  private 
or  real  property  to  its  utmost  physical  extent, 
then  leaving  the  distribution  of  income  to 
take  care  of  itself.  In  Capitalism,  private 
property  is  cardinal,  income  distribution  is 
incidental. 

Certainly  in  our  last  30  or  40  years  in  this 
country,  we  have  been  in  an  economic  evolu- 
tion in  which  the  key  factor  is  social  adjust- 
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merit.  Nowdays,  the  state  feels  under  obliga- 
tion to  provide  work  for  all  and  public  assist- 
ance for  many. 

Socialism  never  arises  in  the  earlier  phases 
of  Capitalism.  In  the  earlier  phase  of  Capital- 
ism, land  in  unlimited  amounts  is  available 
and  the  means  of  private  income  are  subject 
only  to  the  influences  of  ambition  and  ability. 
Luck  and  hard  luck  plays  some  factor  but 
minimal.  This  phase  dosen’t  last  long  under 
modern  conditions. 

The  more  favorable  means  of  income  soon 
become  privately  owned.  The  late  comers  are 
then  obligated  to  hire  space  and  equipment 
at  a price  from  its  owners.  The  former,  then 
are  a renter  class  enjoying  unearned  income, 
according  to  the  Socialists  theories,  which  in- 
creases as  the  population  increases.  Soon,  an 
‘owner’  class  develops.  Those  successfully 
hiring  land  equipment  become  a manager 
class  and  all  others  live  as  hired  artisans  or 
laborers  at  a weekly  wage.  Society  then  has 
an  owner  class,  a middle  or  managing  class 
and  a large  wage  proletariat.  The  owner 
group  are  parasitic  and  as  they  become  richer 
luxuries  are  produced  by  hired  help  who 
vote  as  their  source  of  bread  and  butter  dic- 
tates. Competition  develops  and  soon  the 
country  is  in  alternating  overproduction  and 
period  of  bad  trade.  In  other  words,  the 
‘boom  or  bust’  we  have  experienced  here  de- 
velops. When  wages  fall  below  the  point  of 
living  expenses  the  unemployed  have  no 
means  of  subsistence  except  public  or  relief 
rolls. 

In  this  phase  of  Capitalism,  Socialism  rears 
its  head.  Governments  are  forced  to  inter- 
vene and  readjust  distribution  of  income  to 
some  extent  by  confiscating  larger  and  larger 
percentages  of  income  derived  from  private 
property.  It  then  applies  the  proceeds  to  such 
things  as  unemployment  insurance,  social 
security,  health  benefits  as  in  Medicare,  soil- 
bank,  etc. 

This  confiscation  of  private  property  and 
private  income  for  public  purposes  without 
any  pretense  of  compensation  which  is  now 
proceeding  on  a scale  inconceivable  25  years 
ago  has  destroyed  the  integrity  of  private 
property  and  inheritance.  To  the  masses,  the 
success  with  which  confiscated  capital  has 
been  applied  to  communal  programs  contras- 
ted with  the  failure  of  capitalist  controlled 
relief  of  improverishment  has  shaken  the 


masses  belief  that  private  management  is  al- 
ways better  than  public  management. 

This  change  in  public  opinion  has  already 
deeply  penetrated  the  worker  and  the  aver- 
age employer.  Loss  of  faith  in  Capitalism 
has  been  greater  than  growth  of  faith  in  So- 
cialism. We,  in  this  room,  I feel  sure  recog- 
nize social  problems  exist.  Yet,  we  have  a) 
no  grasp  of  constructive  solutions,  b)  loath 
taxation  as  such,  c)  dislike  being  governed 
at  all,  d)  dread  and  resent  any  extension  of 
official  interference  as  an  encroachment  on 
private  liberty  and  personal  liberty. 

Our  lawmakers  are  no  smarter  than  we. 
They  feel  the  same  way.  They  won’t  confront 
you  as  a voter  with  the  truth  of  the  solutions 
of  our  problems  because  it  means  increased 
taxation  and  subsequently  the  loss  of  their 
political  job. 

In  my  mind,  trade  unionism  is  a form  of 
Capitalism.  The  labor  market  is  cornered  by 
a few  and  the  services  of  the  laborer  are  in 
a manner  sold  to  the  highest  bidder  giving 
that  bidder  the  least  possible  in  return. 

One  of  the  mistakes  made  by  Capitalism 
so  far  is  that  it  has  not  educated  the  masses 
that  not  only  do  they  have  an  obligation  to 
work  to  provide  for  those  less  furtunate,  but 
that  they  each  have  an  obligation  to  labor 
for  society  according  to  their  own  powers. 
Over  a hundred  years  ago,  one  of  the  first 
instigators  of  Socialistic  movements  stated 
that  it  was  the  duty  of  the  state  to  plan  and 
organize  the  use  of  the  means  of  production 
such  that  each  individual  in  the  state  had 
more  than  it  took  to  exist.  Could  not  that 
also  be  used  as  a statement  for  the  duty  of  a 
Capitalistic  state.  Compulsory  national  ser- 
vice is  essential  to  Socialism. 

It  is  a historic  fact  that  Capitalism  which 
builds  the  greatest  civilizations  on  earth  also 
wrecks  them  if  persisted  in  beyond  a certain 
point.  It  is  easy  to  demonstrate  on  paper  that 
civilization  can  be  saved  and  developed  by 
discarding  Capitalism  and  changing  the  pri- 
vate property  profiteering  state  into  the  com- 
mon property  distributive  state.  The  moment 
for  change  has  come  again  and  again  but 
never  been  found.  Capitalistic  nations  have 
never  educated  the  masses,  have  never  pro- 
duced the  brains  to  solve  our  social  problem 
and  not  wreck  our  productivity.  Common- 
wealths have  hitherto  been  beyond  the  civic 
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capacity  of  mankind.  But  there  is  always  the 
possibility  that  mankind  will  this  time 
weather  the  storm  by  which  old  civilizations 
have  been  wrecked.  It  is  this  possibility 
which  gives  intense  interest  to  our  present 
times. 

Now,  to  go  back  to  our  slide.  Question  1. 
Is  Medicare  socialized  or  nationalized  med- 
icine? Certainly.  It  is  a form  of  medicine 
paid  for  by  the  state  and  produced  for  the 
state  for  a certain  amount.  It  was  probably 
the  best  we  could  do  under  the  circumstances 
and  could  have  been  a lot  worse.  Whether  or 
not  a series  of  insurance  plans  would  have 
been  better  is  a question  which  could  be 
argued  from  now  until  dooms  day.  I per- 
sonally doubt  that  a series  of  insurance  plans 
could  have  been  instituted  as  rapidly  or  as 
efficiently  as  Medicare  was,  primarily 
through  cooperation  between  government 
and  the  profession  of  medicine. 

Question  2.  Will  it  expand?  Certainly  it  is 
up  to  us  as  doctors  to  attempt  to  prevent  its 
expansion.  Already  bills  have  been  intro- 
duced into  Congress  notably  by  some  gentle- 
man from  Rhode  Island  (Borland  - HB  9467) 
and  some  others  from  Louisiana  to  expand 
this  type  of  Medicare,  this  type  of  medical 
care  to  include  some  old  age  pensioners  and 
even  to  include  some  veterans.  It  seems  pos- 
sible to  me  that  Mr.  Reuther  of  Michigan 
would  look  with  favor  on  the  Michigan  State 
Medical  Society  if  they  would  talk  an  ex- 
panded type  Medicare  plan  to  him  for  his 
unions. 

Question  3.  Will  it  set  fees  on  all  cases?  My 

belief  here  is  this.  As  doctors,  I believe  we 
are  entitled  to  a fair  fee  for  a service.  I do 
not  believe  that  we  are  entitled  in  this  day 
and  age  to  charge  strictly  according  to  a 
man’s  income.  Fee  schedules  or  schedules  of 
allowances  are  more  common  than  they  are 
uncommon,  and  I believe  Medicare  is  just 
one  of  the  many  things  which  will  tend  to 
place  our  services  within  limits.  As  an  in- 
dividual doctor,  if  I’m  given  what  I consider 


a maximum  fair  fee  for  any  one  procedure,  I 
still  feel  that  I am  deciding  what  I’m  going 
to  charge  the  patient  for  the  reason  that  I 
know  all  people  cannot  afford  to  pay  in  ma- 
terial things,  namely  money,  for  that  which 
is  best.  Our  profession  differs  from  any  other 
in  that  we  have  just  one  class  of  product  and 
that  is  the  best  that  we  know  how  to  produce. 
If  we  didn’t  wish  to  give  that  type  of  product, 
we  wouldn’t  be  physicians.  We  cannot  each 
time  expect  the  maximum  fee. 

Question  4.  Will  both  patients  and  doctors 
lose  their  free  choice?  To  me,  that  phase  of 
Medicare  which  preserves  the  right  of  the 
patient  to  choose  his  doctor  and  the  right  of 
the  doctor  to  choose  his  patient,  is  one  of  the 
features  which  was  done  almost  without  any 
error.  I believe  it  has  established  a pattern 
which  will  make  it  easier  for  us  to  preserve 
that  same  right  under  many  of  the  circum- 
stances in  which  that  right  is  threatened  at 
the  present  time. 

Question  5.  Will  we  be  told  how,  when  and 
where  to  practice?  Not  in  the  forseeable 
future. 

Question  6.  Will  individual  initiative  be 
impaired?  Here,  I believe  that  one  of  the 
niost  serious  diseases  of  America  today  is 
not  polio  or  heart  disease,  or  cancer,  but  is 
the  disease  of  complacency.  There  are  en- 
tirely too  many  people  who  believe  that  they 
are  entitled  to  the  Garden  of  Eden  regardless 
of  their  efforts.  We  have  those  men  in  med- 
icine just  as  we  have  them  as  patients  and 
there  will  be  those  among-  us  who  take  the 
course  of  least  resistance.  For  those  of  us 
who  still  are  more  or  less  rugged  individual- 
ists, and  I believe  most  doctors  are  still  in  the 
tobacco  chewing  catagory  as  far  as  their  own 
thoughts  are  concerned  — I can  see  no  danger 
of  the  loss  of  initiative.  I can  see  no  danger 
that  those  of  us  who  want  to  work  and  to 
attempt  to  accumulate  something  in  spite  of 
high  taxes  will  have  anything  limiting  us  ex- 
cept our  physical  capacity  for  work. 
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FROM  THE  GRAY 
FLANNELS 

Detailing  is  a recognized 
part  of  drug  distribution  in 
every  part  of  the  world 
where  manufacturing  phar- 
macy exists,  the  general 
manager  of  a New  York 
pharmaceutical  firm  declared 
here  today. 

Manufacturer’s  representa- 
tives help  speed  the  distri- 
bution of  ethical  drugs  by 
performing  at  least  10  val- 
uable services  for  dispensing 
pharmacists,  Arthur  C.  Eme- 
lin told  a meeting  of  the 
Fourth  Pan-American  Con- 
gress of  Pharmacy  and  Bio- 
chemistry. 


Mr.  Emelin  addressed  the 
section  on  pharmaceutical 
economics  in  the  Hotel  May- 
flower. He  heads  the  J.  B. 
Roerig  and  Company,  di- 
vision of  Chas.  Pfizer  & Co., 
Inc.,  in  New  York. 

While  primarily  salesmen, 
Mr.  Emelin  said,  detail  men 
also  post  pharmacists  on 
trends  in  prescription  writ- 
ing conduct  inventories  for 
them  and  advice  on  prescrip- 
tion item  promotions. 

They  help  out  in  emer- 
gencies “even  at  night  and 
on  Sundays”  and  explain 
their  products  to  store  per- 
sonnel, Emelin  said.  He  enu- 
merated other  valuable  ser- 
vices detail  men  can  perform 
for  pharmacists. 


The  selection  of  John  E. 
McKeen,  president  of  Chas. 
Pfizer  & Co.,  Inc.,  as  one  of 
the  country’s  fifty  foremost 
business  leaders  was  an- 
nounced this  week  by  Forbes 
Magazine.  Medallions  em- 
blematic of  the  achievements 
and  leadership  of  those 
chosen  for  the  honor  were 
presented  to  each  executive 
by  Bruce  C.  Forbes,  presi- 
dent, Forbes,  Inc.,  at  a ban- 
quet held  in  the  grand  ball- 
room of  the  Waldorf-Astoria 
Hotel,  New  York,  on  Novem- 
ber 6. 

The  medals  were  named 
for  Mexico’s  late  Dr.  Miguel 
Jimenez,  who  is  famed  for 
his  clinical  work  in  liver  di- 
seases. 


Falvin,  a complete  hema- 
tinic  containing  a new  intrin- 
sic factor  which  augments 
the  absorption  of  vitamin 
Bi2,  above  normal  levels,  has 
been  introduced  by  Lederle 


Laboratories  Division,  Amer- 
ican Cyanamid  Company. 
The  new  Autrinic  intrinsic 
factor  aids  the  absorption  of 
Bi2  through  the  gastro-in- 
testinal  mucosal  barrier, 
solving  a problem  which  has 
limited  the  usefulness  of 
previously  available  oral 
hematinics,  which  inhibited 
Bi2  absorption. 

Falvin  is  indicated  for  ma- 
croytic  and  microcytic  an- 
emias and  the  treatment  of 
marginal  anemias  and  the  B12 
deficiency  states  which  may 
predispose  a patient  to  en- 
emia.  Since  it  restores  op- 
tinal  Bi2  serum  levels,  Falvin 
is  effective  for  maintenance 
therapy,  prophylaxis  and  on 
relapse. 


Fifty  thousand  medical 
doctors  locate  din  areas  being 
served  by  educational  tele- 
vision stations  are  receiving 
from  Sobering  Corporation 
an  informational  brochure 
aimed  to  increase  interest  in 
“World  of  Medicine,”  a series 
of  emidcal  programs. 

The  “World  of  Medicine” 
series  of  13  half  hour  kine- 
scopes, was  produced  by  the 
Organization  for  the  National 
Support  of  Educational  Tele-  ' 
vision  (ONSET)  under  a pub-  ^ 
lie  service  grant  from  Scher-  i 
ing  Corporation.  i 

Early  response  from  edu-  j | 
cational  tlevision  stations  in-  ? 
dicates  enthusiastic  accept- » 
ance  of  the  series  as  a public  ^ 
service  venture  on  behalf  of  J 
the  medical  professions.  The  ij 
programs  have  earned  the 
endorsement  of  medical  so- ' 
cieties  and  many  medical  col- 
leges. The  series  represent  a 
pioneering  effort  on  the  part 
of  industry  to  aid  educational 
television. 

i 
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REPORT  ON  ACTIONS  OF  THE  HOUSE 
OF  DELEGATES 

AMERICAN  MEDICAL  ASSOCIATION 
ELEVENTH  CLINICAL  MEETING 
DEC.  3-6.  1957 
PHILADELPHIA 


Fluoridation  of  public  water  supplies,  free 
choice  of  physician,  the  Heller  Report  on  or- 
ganization of  the  American  Medical  Associa- 
tion, the  Forand  Bill  providing  hospital  and 
surgical  benefits  for  Social  Security  bene- 
ficiaries, guides  for  occupational  health  pro- 
grams covering  hospital  employees,  distri- 
bution of  Asian  Influenza  vaccine  and  guides 
for  the  medical  rating  of  physical  impair- 
ment were  among  the  variety  of  subjects 
acted  upon  by  the  House  of  Delegates  at  the 
American  Medical  Association’s  Eleventh 
Clinical  Meeting  held  Dec.  3-6  in  Philadel- 
phia. 

Dr.  Cecil  W.  Clark  of  Cameron,  Louisiana, 
was  named  1957  General  Practitioner  of  the 
Year  after  his  selection  by  a special  commit- 
tee of  the  Board  of  Trustees  for  outstanding 
community  service.  Dr.  Clark,  33-year-old 
country  doctor  who  was  a medical  hero  dur- 
ing Hurricane  Audrey  last  June,  was  present 
at  the  meeting  to  receive  the  gold  medal 
which  goes  with  the  annual  award. 

Speaking  at  the  opening  session  on  Tues- 
day, Dr.  David  B.  Allman  of  Atlantic  City, 
A.M.A.  President,  called  for  “more  freedom, 
not  less,  in  America  and  in  the  medical  pro- 
fession.” Dr.  Allman  urged  the  delegates  to 
embark  on  local  action  campaigns  to  enlist 
full  community  support  in  opposition  to  the 
Forand  Bill,  a pending  Congressional  pro- 
posal which  would  provide  hospital  and  sur- 
gical benefits  for  persons  who  are  receiving 
or  are  eligible  for  Social  Security  retirement 
and  survivorship  payments.  The  Forand  Bill, 
he  said,  is  “cut  from  the  same  cloth”  as  na- 
tional compulsory  health  insurance  and 
“enamates  from  the  same  minds.” 

Total  registration  at  the  end  of  the  third 
day  of  the  meeting,  with  half  a day  still  to 
go,  had  reached  5,375,  including  2,562  phys- 
ician members. 

Fluoridation  of  Water 

In  settling  the  most  controversial  issue  at 
the  Philadelphia  meeting,  the  House  of  Dele- 
gates approved  a joint  report  of  the  Council 


on  Drugs  and  the  Council  on  Foods  and  Nu- 
trition which  endorsed  the  fluoridation  of 
public  water  supplies  as  a safe  and  practical 
method  of  reducing  the  incidence  of  dental 
caries  during  childhood.  The  27-page  report 
on  the  study  which  was  directed  by  the 
House  at  the  Seattle  Clinical  Meeting  one 
year  ago  contained  these  conclusions: 

“1.  Fluoridation  of  public  water  supplies  so 
as  to  provide  the  approximate  equivalent  of 
1 ppm  of  fluorine  in  drinking  water  has  been 
established  as  a method  for  reducing  dental 
caries  in  children  up  to  10  years  of  age.  In 
localities  with  warm  climates,  or  where  for 
other  reasons  the  ingestion  of  water  or  other 
sources  of  considerable  fluorine  content  is 
high,  a lower  concentration  of  fluoride  is 
advisable.  On  the  basis  of  the  available  evi- 
dence, it  appears  that  this  method  decreases 
the  incidence  of  caries  during  childhood.  The 
evidence  from  Colorado  Springs  indicates  as 
well  a reduction  in  the  rate  of  dental  carries 
up  to  at  least  44  years  of  age. 

“2.  No  evidence  has  been  found  since  the 
1951  statement  by  the  Councils  to  prove  that 
continuous  ingestion  of  water  containing  the 
equivalent  of  approximately  1 ppm  of  fluor- 
ine for  long  periods  by  large  segments  of  the 
population  is  harmful  to  the  general  health. 
Mottling  of  the  tooth  enamel  (dental  fluor- 
osis) associated  with  this  level  of  fluoridation 
is  minimal.  The  importance  of  this  mottling 
is  outweighed  by  the  caries-inhibiting  effect 
of  the  fluoride. 

“3.  Fluoridation  of  public  water  supplies 
should  be  regarded  as  a prophylactic  measure 
for  reducing  tooth  decay  at  the  community 
level  and  is  applicable  where  the  water 
supply  contains  less  than  the  equivalent  of 
1 ppm  of  fluorine.” 

Free  Choice  of  Physician 

Acting  on  the  issue  of  free  choice  in  rela- 
tion to  contract  practice,  the  House  passed  a 
resolution  which  reaffirmed  approval  of  pre- 
vious interpretations  of  the  Principles  of 
Medical  Ethics  by  the  Association’s  Judicial 
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Council  and  directed  that  they  be  called  to 
the  attention  of  all  constituent  associations 
and  component  societies.  One  Council  opin- 
ion, issued  in  1927  and  reaffirmed  in  Phila- 
delphia, stated  that  the  contract  practice  of 
medicine  would  be  determined  to  be  un- 
ethical if  “a  reasonable  degree  of  free  choice 
of  physician  is  denied  those  cared  for  in  a 
community  where  other  competent  physicians 
are  readily  available.”  The  resolution  also 
cited  a Council  opinion,  published  in  the  Oc- 
tober 19,  1957,  issue  of  The  Journal  of  the 
A.M.A.,  which  stated  that  the  basic  ethical 
concepts  in  both  the  1955  and  1957  editions 
of  the  Principles  of  Medical  Ethics  are  iden- 
tical in  spite  of  changes  in  format  and  word- 
ing. This  opinion  added  that  “no  opinion  or 
report  of  the  Council  interpreting  these  basic 
principles  which  were  in  effect  at  the  time 
of  the  revision  has  been  rescinded  by  the 
adoption  of  the  1957  principles.” 

The  1927  Council  report  also  pointed  out 
that  “there  are  many  conditions  under  which 
contract  practice  is  not  only  legitimate  and 
ethical,  but  in  fact  the  only  way  in  which 
competent  medical  service  can  be  provided.” 
Judgment  of  whether  or  not  a contract  is 
ethical,  the  report  said,  must  be  based  on  the 
form  and  terms  of  the  contract  as  well  as  the 
circumstances  under  which  it  is  made. 

In  another  action  related  to  the  issue  of 
free  choice,  the  House  adopted  a resolution 
condemning  the  current  attitude  and  method 
of  operation  of  the  United  Mine  Workers  of 
American  Welfare  and  Retirement  Fund  “as 
tending  to  lower  the  quality  and  availability 
of  medical  and  hospital  care  to  its  bene- 
ficiaries.” The  resolution  also  called  for  a 
broad  educational  program  to  inform  the  gen- 
eral public,  including  the  beneficiaries  of  the 
Fund,  concerning  the  benefits  to  be  derived 
from  preservation  of  the  American  right  to 
freedom  of  choice  of  physicians  and  hospitals 
as  well  as  observance  of  the  “Guides  to  Re- 
lationships Between  State  and  County  Med- 
ical Societies  and  the  UMWA  Welfare  and 
Retirement  Fund”  which  were  adopted  by 
the  House  last  June. 

The  Heller  Report 

Acting  on  the  report  of  the  Committee  to 
Study  the  Heller  Report  on  Organization  of 
the  American  Medical  Association,  the  House 
reached  the  following  decisions  on  ten 
specific  recommendations: 


1.  The  office  of  Vice-President  will  be  con- 
tinued as  an  elective  office. 

2.  The  offices  of  Secretary  and  Treasurer 
will  be  combined  into  one  office  to  be  known 
as  Secretary-Treasurer,  and  that  officer  will 
be  selected  by  the  Board  of  Trustees  from 
one  of  its  number. 

3.  The  duties  of  the  Secretary-Treasurer 
will  be  separated  from  those  of  the  Execu- 
tive Vice-President. 

4.  The  office  of  General  Manager  will  be 
discontinued,  and  the  new  office  of  Executive 
Vice-President  will  be  established.  The  lat- 
ter, appointed  by  the  Board  of  Trustees,  will 
be  the  chief  staff  executive  of  the  Associa- 
tion. 

5.  The  Council  on  Medical  Education  and 
Hospitals  and  the  Council  on  Medical  Service 
will  continue  as  standing  committees  of  the 
House  of  Delegates,  but  their  administrative 
direction  will  be  vested  in  the  Executive  Vice- 
President. 

6.  The  voting  members  of  the  Board  of 
Trustees  will  be  limited  to  eleven  — the  nine 
elected  Trustees,  the  President  and  the  Presi- 
dent-Elect. The  Vice-President  and  the 
Speaker  and  Vice-Speaker  of  the  House  of 
Delegates  will  attend  all  Board  meetings, 
including  executive  sessions,  with  the  right 
of  discussion  but  without  the  right  to  vote. 

7.  The  House  disapproved  of  the  proposal 
to  elect  the  Trustees  from  each  of  nine  phys- 
ician-population regions. 

8.  The  office  of  Assistant  Secretary  will  be 
discontinued,  and  a new  office  of  Assistant 
Executive  Vice-President  will  be  established. 

9.  The  Committee  on  Federal  Medical  Ser- 
vices will  be  retained  as  a committee  of  the 
Council  on  Medical  Service  and  will  not  be- 
come a part  of  the  Council  on  National  De- 
fense. 

10.  The  Speaker  of  the  House  will  appoint 
a joint  and  continuing  committee  of  six 
members,  three  from  the  Board  of  Trustees 
and  three  from  the  House,  to  redefine  the 
central  concept  of  A.M.A.  objectives  and 
basic  programs,  consider  the  placing  of 
greater  emphasis  on  scientific  activities,  take 
the  lead  in  creating  more  cohesion  among  na- 
tional medical  societies  and  study  socio- 
economic problems. 

The  accepted  recommendations  were  re- 
ferred to  the  Council  on  Constitution  and  By- 
laws with  a request  to  draft  appropriate 
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amendments  for  consideration  by  the  House 
at  the  1958  annual  meeting  in  San  Francisco. 

The  Forand  Bill 

The  House  condemned  the  Forand  Bill  as 
undesirable  legislation,  approved  the  firm 
position  taken  in  opposition  to  it  and  ex- 
pressed satisfaction  that  the  Board  of  Trus- 
tees has  appointed  a special  task  force  which 
is  taking  action  to  defeat  the  bill.  In  a related 
action,  giving  strong  approval  to  Dr.  Allman’s 
address  at  the  opening  session,  the  House 
adopted  a statement  which  said: 

“It  is  particularly  timely  that  our  President 
has  so  forcefully  sounded  the  clarion  call  to 
the  entire  profession  for  emergency  action. 
With  complete  unity,  definition  and  single- 
ness of  purpose,  closing  of  ranks  with  all  age 
groups  and  elements  of  our  organization  we 
must  at  this  time  stand  and  be  counted.  Thus 
we  can  exert  the  physician’s  influence  in 
every  possible  direction  against  invasion  of 
our  basic  American  liberties  in  the  form  of 
proposed  legislation  alleged  to  compulsorily 
insure  one  segment  of  the  population  against 
health  hazards  at  the  expense  of  all.” 

Health  Programs  for  Hospital  Employees 

A set  of  “Guiding  Principles  for  an  Occupa- 
tional Health  Program  in  a Hospital  Em- 
ployee Group”  was  approved  by  the  House. 
The  guides  were  developed  by  a joint  com- 
mittee of  the  American  Medical  Association 
and  the  American  Hospital  Association  and 
already  had  been  formally  approved  by  the 
A.H.A.  They  include  these  statements: 

“Employees  in  hospitals  are  entitled  to  the 
same  benefits  in  health  maintenance  and  pro- 
tection as  are  industrial  employees.  There- 
fore, programs  of  health  services  in  hospitals 
should  use  the  techniques  of  preventive  med- 
icine which  have  been  found  by  experience  in 
industry  to  approach  constructively  the 
health  requirements  of  employees. 

“It  is  essential  that  employee  health  pro- 
grams in  hospitals,  as  in  industry,  be  estab- 
lished as  separate  functions  with  independent 
facilities  and  personnel.  The  fact  that  hos- 
pitals are  engaged  in  the  care  of  the  sick  as 
their  primary  function  does  not  alter  the 
necessary  organizational  plan  for  an  effective 
occupational  health  program.” 

Asian  Influenza  Vaccine 

The  House  considered  three  resolutions 
dealing  with  the  Asian  influenza  immuniza- 
tion program  and  then  adopted  a substitute 


resolution  calling  attention  to  “certain  in- 
adequacies and  confusions  in  the  distribution 
of  vaccines”  and  directing  the  Board  of  Trus- 
tees to  seek  conferences  through  existing 
committees  “with  a view  to  establishing  a 
code  of  practices  regulating  the  future  dis- 
tribution of  important  therapeutic  products, 
so  that  the  best  interest  of  all  the  people  may 
be  served.”  The  resolution  pointed  out  that 
the  American  Medical  Association  already 
has  a joint  committee  with  the  American 
Pharmaceutical  Association  and  the  National 
Association  of  Retail  Druggists,  in  addition 
to  a liaison  committee  with  the  Drug  Manu- 
facturers Association. 

Medical  Rating  of  Physical  Impairment 

The  House  accepted  a 115-page  “Guide  to 
the  Evaluation  of  Permanent  Impairment  of 
the  Extremities  and  Back”  which  was  de- 
veloped by  the  Committee  on  Medical  Rating 
of  Physical  Impairment  as  the  first  in  a pro- 
jected series  of  guides.  The  delegates  com- 
mended the  committee  for  doing  “a  superb 
job  on  this  difficult  subject”  and  expressed 
pleasure  that  the  guides  will  be  published  in 
The  Journal  of  the  A.M.A.  The  guides  are  ex- 
pected to  be  of  particular  help  to  physicians 
in  determining  impairment  under  the  new 
disability  benefits  program  of  the  Social 
Security  Act. 

Miscellaneous  Actions 

Among  a wide  variety  of  other  actions,  the 
House  also: 

Directed  that  a new  committee  be  estab- 
lished in  the  Council  on  Industrial  Health  to 
study  neurological  disorders  in  industry; 

Noted  with  approval  the  establishment  of 
the  American  Medical  Research  Foundation, 
which  will  initiate  and  encourage  necessary 
medical  research  and  correlate  and  dissem- 
inate the  results  of  studies  already  under 
way; 

Decided  that  informational  materials  which 
are  sent  to  A.M.A.  delegates  should  also  be 
sent  to  all  alternate  delegates; 

Affirmed  that  it  is  within  the  limits  of 
ethical  propriety  for  physicians  to  join  to- 
gether as  partnerships,  associations  or  other 
lawful  groups  provided  that  the  ownership 
and  management  of  the  affairs  thereof  re- 
main in  the  hands  of  licensed  physicians; 

(Continued  on  Page  17) 
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Several  discussions  have  recently  been 
aired  in  Medical  Journals,  medical  meetings, 
and  the  like,  indicating  a ground  swell  of  in- 
dignation over  the  operation  of  “Medicare,” 
Medical  Care  for  Military  Dependents.  By 
and  large  the  arguments  and  complaints  fall 
into  the  following  categories: 

1.  Medicare  is  socialized  medicine  and 
therefore  sets  a pattern  for  the  full  pro- 
gram. 

2.  The  government  requires  that  the  Med- 
icare fee  be  accepted  as  payment  in  full 
for  the  service  rendered  — it  should  be 
an  indemnity  payment. 

3.  Government  will  regulate  and  control 
the  administration  of  the  program  in- 
creasingly as  time  goes  on. 

Lets  take  a look  at  the  “three  fears”  as 
they  appear  above. 

Referring  to  Number  1.  — Medicare  is 
Socialized  Medicine.  If  your  definition  of  so- 
cialized medicine  includes  government  pay- 
ment to  physicians  on  a set  fee  schedule  from 
tax  funds  — you  are  right.  But,  how  afraid 
of  this  should  the  medical  profession  be?  The 
answer?  Afraid  enough  to  be  wary  — wary 
of  expension  to  other  groups,  wary  of  further 
centralization,  but  certainly  not  so  wary  as  to 
bury  our  heads  in  the  sand.  Fight  it  in  the 
halls  of  Congress,  but  don’t  refuse  to  have 
your  own  people  administer  what  is  now  the 
law  of  the  land.  Medicare,  operated  by  you 
in  your  Medical  Association  office,  has  less 
chance  of  becoming  centralized  government 
medicine  than  when  operated  by  a central- 
ized insurance  company  or  any  agency  of 
government  over  which  you  have  no  control. 


Don’t  be  so  anxious  to  avoid  stepping  on  a 
pebble  that  you  fall  into  the  ocean.  Only  by 
controlling  the  incipient  monster  now  can  we 
keep  it  under  control  later. 

Referring  to  Number  2 . — We  have  a 
quarrel  with  the  physician  who  demands  the 
freedom  to  charge  what  he  feels  his  services 
are  worth.  At  the  same  time  no  physician 
should  receive  a blank  check  on  our  tax  dol- 
lars. A schedule  of  maximum  benefits  is  in- 
dicated to  smooth  over  this  administrative 
difficulty.  The  present  program  provides  for 
higher  charges  on  special  report.  It  appears 
that  the  major  objections  to  a schedule  of 
maximum  allowances  are  voiced  by  people 
who  don’t  do  any  Medicare  work  or  those 
who  routinely  charge  above  maximum  limits. 
For  public  relations  purposes,  it  would  ap- 
pear that  they  could  write  off  the  difference 
as  they  would  do  if  that  particular  patient 
had  an  indemnity  program.  It  is  doubtful 
that  a Pfc.  would  ever  get  much  of  a $700.00 
bill  paid  for  removal  of  his  wife’s  gall  bladder 
if  he  had  to  meet  the  difference  out  of  his 
pocket. 

A realistic  negotiated  fee  schedule  is  not 
harmful  if  abuses  of  the  government  are  met 
head  on  by  the  doctors  through  their  associa- 
tions. So  far,  our  experience  in  South  Dakota 
has  been  better  working  with  the  Army  than 
many  other  governmental  agencies. 

As  to  Number  3.  — We’re  pleased  as  punch 
that  other  program  administrations  and  phys- 
icians are  fearful  of  government  controls  of 
their  fiscal  operations.  Everyone  wonders 

(Continued  on  Page  16) 
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LEPTOSPIROSIS 

The  choice  of  this  topic  was  occasioned  by 
a recent  experience  with  this  disease.  Butch, 
a small  terrior  dog  and  a member  of  my 
household  became  ill,  refusing  to  eat  and 
what  was  more  significant,  seemed  unable  to 
wag  his  tail  and  was  extremely  sensitive  to 
touch  in  the  iregion  of  his  lower  back,  around 
the  kidneys.  Dr.  Stalheim,  the  local  vet- 
erinarian, diagnosed  his  case  as  leptospirosis 
and  Dr.  Charles  Cox,  the  Head  of  our  Micro- 
biology Dept,  confirmed  this  thru  a blood  test. 
After  a few  doses  of  penicillin  and  strepto- 
mycin, Butch  recovered.  Urine  tests  are  now 
being  taken  at  intervals  to  determine  whether 
or  not  he  is  a “shedder”  and  likely  to  trans- 
mit the  disease  to  other  dogs  or  even  people 
of  the  community.  Some  dogs  have  been 
known  to  be  carriers  for  as  long  as  a year 
with  the  virus  being  shed  in  the  urine. 

Dr.  Cox  has  done  considerable  research  on 
this  disease.  The  Sept. -Oct.  1957  issue  of 
Journal  of  Infectious  Diseases  contains  two 
articles  on  this  subject  one  written  by  Dr. 
Cox  and  the  other  by  him  in  collaboration 
with  A.  D.  Alexander  and  L.  C.  Murphy  of 
the  Division  of  Veterinary  Medicine  of  Walter 
Reed  Institute  of  Research.  The  first  article 
is  entitled,  “Standardization  and  Stabiliza- 
tion of  an  Extract  from  Leptospira  Biflexa 
and  Its  Use  in  the  Hemolytic  Test  for  Lep- 
tospirosis.” This  report  covers  the  prepara- 
tion, standardization  and  stabilization  of  Lep- 
tospirosis biflexa  antigen  for  use  in  the  HL 
reaction.  The  following  is  a summary  of  this 
article: 

“The  extraction  of  highly  reactive  extracts 
of  Leoptospira  biflexa.  and  their  use  in  the 
HL  (hemolytic  reaction)  procedure,  is  des- 


cribed. Standardization  of  the  reagents  in 
the  HL  procedure  has  been  accomplished 
initially  by  block  titrations,  followed  by 
periodic  linear  titrations,  which  effect  repro- 
ducible HL  titrations  of  serum.  HL  antigens 
have  been  stabilized  with  constant  activity 
for  long  periods,  which  decreases  the  neces- 
sity foir  frequent  titrations.” 

The  second  article  found  in  this  journal,  of 
which  Dr.  Cox  is  the  co-author,  evaluates  the 
use  of  the  antigen  in  the  serodiagnosis  of  hu- 
man leptospirosis.  The  hemolytic  test  (HL) 
was  subjected  to  an  extensive  evaluation 
with  46  different  serotype  rabbit  antiserums 
and  455  serums  from  cases  of  human  leptos- 
pirosis representing  at  least  24  different  sero- 
type infections.  The  conclusion  drawn  was 
that  the  currently  used  microscopic  agglu- 
tination tests  could  be  advantageously  sup- 
planted by  the  HL  test  in  the  serologic  diag- 
nosis of  human  leptospirosis. 

The  history  of  this  disease  is  described  in 
Thomas  G.  Hull’s  Diseases  Transmitted  From 
Animals  to  Man.  4th  ed.  Thomas,  1955.  It  is 
generally  accepted  that  Weil’s  classical  des- 
cription of  four  cases  of  the  disease  in  Europe 
in  which  there  was  a sudden  onset,  chills, 
prostration,  and  jaundice  described  lepto- 
spirosis. This  was  on  the  basis  that  L.  icttero- 
haemorragiae  was  the  first  etiological  agent 
identified  from  patients  diagnosed  as  having 
Weil’s  disease.  The  name  Weil’s  disease  is 
therefore  considered  applicable  for  the  more 
typical  syndrome  of  leptospirosis  irrespective 
of  what  strain  or  species  is  involved.  This  di- 
sease was  for  many  years  confused  with  yel- 
low fever  because  jaundice  occurred  in  both 
diseases  until  it  was  proved  that  yellow  fever 
was  caused  by  a filterable  virus.  The  com- 
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mon  hosts  are  cattle,  dogs  and  rodents. 

Along  with  the  “sputnik,”  credit  for  the 
recognition  of  leptospirosis  as  a disease  in 
cattle  goes  to  the  Russian  scientists.  In  North 
America  the  diagnosis  of  bovine  leptospirosis 
is  credited  to  Jungherr,  who  found  typical 
organisms  in  the  tissue  sections  of  three  milk 
cows  from  two  separate  farms  in  Connecticut. 
Presumably  the  first  human  case  attributed 
to  L.  pomona  was  reported  by  P.  B.  Beeson  et 
al  in  the  J.A.M.A.  v.  145:229,  1951.  The  pa- 
tient was  a meat-cutter  in  an  Atlanta  abat- 
toir handling  raw  beef  and  pork. 

According  to  Hull’s  description  of  the  di- 
sease in  man,  after  an  incubation  period  of 
3-9  days  the  disease  is  initiated  by  a sudden 
onset  with  chills,  high  fever,  gastro-intestinal 
symptoms,  including  nausea  and  vomiting, 
and  muscular  pain  especially  in  the  calf 
muscles.  During  this  febrile  period  which 
lasts  until  the  5th  day,  spirochetes  are  pres- 
ent in  the  blood  stream.  As  these  early  symp- 
toms are  characteristic  of  many  other  di- 
seases this  specific  infection  may  not  be 
recognized.  It  isn’t  until  the  second  stage 
(6th-13th  day)  that  icterus  hemoglobinuria 
and  tissue  hemorrhage  appear  and  by  this 
time  the  tissues  have  already  been  damaged; 
therapy  including  the  antibiotics  may  fail  and  ^ 
the  patient  may  die  even  if  the  fever  and 


EDITORIAL  PAGE— 

(Continued  From  Page  14) 
where  the  end  will  be  when  Uncle  starts  tell- 
ing us  to  operate  below  a certain  cost  per 
case  figure.  We  agree  that  things  are  pretty 
rough  (particularly  if  we  were  over  that 
figure)  when  that  happens.  But  as  a taxpayer 
we  question  an  $11.00  per  case  cost  on  a 
$71.00  per  case  payment  (about  15%)  when 
South  Dakota  does  it  for  about  V-k  per  cent 
and  Nebraska  even  less. 

Realistic  fiscal  administration  is  just  as 
much  in  order  within  certain  limits  as  is  good 
medical  care. 

Good  planning  — smooth  operation  — and 
reasonably  happy  relations  between  med- 
icine and  government  are  possible  if  we  ap- 
proach all  problems  with  proper  wariness  — 
without  fear. 

Its  like  bringing  an  uninvited  child  into  the 
world.  We  didn’t  ask  for  it,  but  we’ve  got  it. 
If  we  bring  it  up  right,  it  won’t  disgrace  or 
control  us. 


other  acute  symptoms  have  subsided.  Con- 
valesence  with  the  appearance  of  antibodies 
in  the  blood  begins  the  15th  day  and  recovery 
is  often  slow. 

Clinical  infection  in  laboratory  animals  and 
dogs  may  be  cured  with  the  antibiotics. 
Aureomycin  has  been  found  to  have  good 
therapeutic  value  and  for  carriers  likely  to 
shed  the  organism  in  their  urine  will  act  as 
a preventative. 

A good  article  on  leptospirosis  in  animals 
is  found  in  Animal  Diseases,  ihe  Yearbook  of 
Agriculture.  U.  S.  Dept,  of  Agriculture,  1956: 
226.  The  last  paragraph  indicates  the  mean- 
ing of  leptospirosis  to  the  health  of  the  com- 
munity. To  quote  “Persons  who  have  contact 
with  infected  animals  and  contaminated  ma- 
terials may  contact  the  disease.  Streams 
draining  from  infected  premises  may  carry 
the  organism  for  several  miles  and  be  a po- 
tential source  of  infection.”  A rodent  control 
program  is  highly  important  because  they  are 
carriers  of  this  disease. 

Mrs.  Esther  Howard 

Medical  Librarian 
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THE  DIAGNOSIS  OF  EMOTIONAL 
DISORDERS  IN  CHILDREN— 

(Continued  From  Page  5) 
or  the  opposite  sex?  How  is  he  pun- 
ished and  for  what?  Which  parent  does 
the  punishing?  What  activities  does  the 
family  participate  in  together? 

5.  Does  he  like  school  and  how  does  he 
feel  about  his  teachers?  What  are  his 
favorite  subjects?  What  are  his  grades 
and  how  does  he  feel  about  them?  In 
what  extracurricular  school  activities 
does  he  participate? 

6.  Does  he  have  many  friends  and  what 
are  their  favorite  play  activities? 

7.  Are  favorite  play  activities  of  the  group 
variety  or  does  he  prefer  to  play  alone? 
How  does  he  feel  about  winning  and 
losing  in  competitive  games? 

8.  Does  he  have  many  fights,  and  for  what 
reasons  does  he  fight?  What  are  his 
subjective  feelings  when  he  is  angry 
and  what  does  he  do  about  them? 

9.  Rather  than  a direct  question  regard- 
ing masturbation  or  other  sexual  ac- 
tivity, it  is  better  to  ask,  “Do  you  have 
a girl  friend?” 

10.  What  does  he  want  to  be  when  he 
grows  up?  This  will  give  clues  regard- 
ing the  child’s  feelings  about  his  par- 
ents. 

11.  If  the  child  seems  quite  comfortable  in 
the  interview  situation  he  may  be  asked 
to  tell  his  most  pleasant  and  most  un- 
pleasant dream. 

The  report  of  the  diagnostic  findings  and 
the  need  for  help  should  be  made  in  the 
presence  of  both  parents  and  child.  This 
should  prevent  the  child  from  feeling  that 
you  have  betrayed  his  confidence. 

Perhaps  the  utilization  of  the  principles 
outlined  above  will  be  helpful  to  the  general 
physician  who  wishes  to  help  emotionally 
disturbed  children  and  their  parents. 


REPORT  ON  ACTIONS  OF  THE  HOUSE 
OF  DELEGATES— 

(Continued  From  Page  13) 

Instructed  that  the  appropriate  committee 
or  council  should  engage  in  conferences  with 
third  parlies  to  develop  general  principles 
and  policies  which  may  be  applied  to  the  re- 


lationship between  third  parties  and  mem- 
bers of  the  medical  porfession; 

Urged  state  medical  society  committees  on 
aging  and  insurance  to  make  continuing 
studies  of  pre-retirement  financing  of  health 
insurance  for  retired  persons; 

Endorsed  a suggestion  that  the  Committee 
on  Federal  Medical  Services  sponsor  a na- 
tional conference  on  veterans'  medical  care 
during  1958; 

Asked  the  Board  of  Trustees  to  study  the 
feasibility  of  having  the  Association  finance 
a thorough  investigation  of  the  Social  Secur- 
ity system  by  a qualified  private  agency; 

Suggested  that  physicians  and  their  friends 
make  a vigorous  effort  to  obtain  Congres- 
sional enactment  of  the  Jenkins-Keogh  Bills: 

Approved  the  “Suggested  Guides  to  Rela- 
tionships Between  Medical  Societies  and 

Voluntary  Health  Agencies"; 

Strongly  recommended  that  a completely 
adequate  and  competent  medical  department 
be  established  in  the  Civil  Aeronautics  Ad- 
ministration directly  responisble  to  the  CAA 
Administrator,  and 

Congratulated  the  General  Electric  Com- 
pany for  its  medical  television  presentations 
on  the  subject  of  quackery. 

Opening  Session 

At  the  Tuesday  opening  session  Rear  Ad- 
miral B.  W.  Hogan,  Surgeon  General  of  the 
U.  S.  Navy,  presented  the  Navy  Meritorious 
Public  Service  Citation  to  Dr.  Dwight  H. 
Murray  of  Napa,  Calif.,  immediate  past  presi- 
dent of  the  Association.  Contributions  to  the 
American  Medical  Education  Foundation,  for 
financial  aid  to  the  nation’s  medical  schools, 
were  presented  by  four  state  medical  so- 
cieties: California,  $143,043.25;  Utah,  $10,390; 
New  Jersey,  $10,000,  and  Arizona,  $8,040.  The 
Interstate  Post  Graduate  Medical  Association 
of  North  America  gave  $1,000,  and  the  Ill- 
inois State  Medical  Society  announced  that 
it  was  adding  $10,000  to  the  $170,450  pre- 
sented at  the  New  York  meeting  last  June. 

A.  A.  Lampert,  M.D. 

Delegate 
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For  many  years  some  of  our  surgeons  have  twitted  roentgenologists,  internists,  and  other 
diagnosticians  by  stating  that  the  “all-revealing  scalpel”  is  still  one  of  the  most  accurate  and 
scientific  of  all  diagnostic  procedures.  In  many  cases  the  knife  has  been  the  best  and  only 
diagnostic  instrument  which  finally  did  reveal  the  true  underlying  pathology.  And  at  this 
point  one  can  also  state  that  it  is  far  different  being  at  the  pointed  end  of  the  all-revealing 
scalpel  than  to  have  control  of  the  handle.  This  is  particularly  true  when  you  are  the  patient 
and  the  surgeon  tells  you  that  he  found  an  inoperable  squamus-cell  carcinoma  of  the  right 
lung.  One  does  not  feel  quite  so  happy  about  the  all-revealing  scalpel  at  such  a time.  How- 
ever, when  one  remembers  all  of  the  thousands  of  patients  who  have  had  their  pathological 
diseased  tissue  removed  and  have  been  cured,  one  realizes  that  after  all,  it  is  still  worthwhile 
to  have  exploratory  surgery.  So  whatever  one’s  personal  result,  one  has  to  take  what  comes 
in  life,  trying  to  be  as  optimistic  about  the  situation  as  possible  knowing  that  God  has  given 
the  human  race  the  ability  to  withstand  whatever  suffering  comes  one’s  way. 

I have  had  a life  that  has  been  full  and  enjoyable  so  far.  I’ve  enjoyed  a family  and  my 
professional  life  and  the  friendships  of  many.  I have  also  enjoyed  my  church  and  my  work 
in  fraternal  orders,  as  well  as  the  time  and  energy  spent  working  for  organized  medicine. 
My  interests  in  numerous  avocations  have  led  to  much  satisfaction  and  enjoyment  in  such 
fields  as  the  editor  of  the  South  Dakota  Journal  of  Medicine  and  Pharmacy,  and  such  groups  as 
the  American  Medical  Writers’  Association.  Other  interests  such  as  sports,  medicine,  public 
health  officer  and  my  work  as  school  physician  have  helped  to  widen  the  work  of  my  profes- 
sion. My  interests  in  athletics  such  as  baseball,  basketball,  football  and  playing  golf  have  led 
me  from  Miami  and  Atlantic  City  across  the  nation  to  Seattle  and  San  Francisco  and  even  as 
far  as  Honolulu.  Hunting  and  occasional  fishing  have  also  been  very  enjoyable,  so  all  in  all, 
one  cannot  help  but  look  forward  to  Life’s  Greatest  Adventure. 

One  leaves  the  scene  with  hope  that  the  medical  profession,  and  especially  the  younger 
men  will  continue  to  fight  the  encroachment  of  socialized  medicine,  even  though  the  battle 
seems  to  be  futile. 

To  those  many  friends  who  have  cheered  me  with  flowers  and  cards,  many  thanks.  To 
those  whom  I have  been  unable  to  acknowledge,  and  all  the  rest  of  my  friends  in  the  medical 
profession  throughout  South  Dakota,  all  I can  say  is  “Hail  and  Farewell.”  But  please  — no 
more  flowers.  I would  much  prefer  small  memorials  to  my  church  or  contributions  to  the 
research  division  of  the  South  Dakota  chapter  of  the  American  Cancer  Society. 

R.  G.  Mayer,  M.D. 

* This  special  editorial  was  dictated  by  Dr.  Mayer  to  his  daughter  at  his  bedside  in  St.  Luke’s  Hospital 
in  Aberdeen.  It  arrived  too  late  to  schedule  in  the  regular  editorial  page  and  to  be  listed  in  the  table 
of  contents. 
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TB  X-RAY  DRIVES 
NIXED  BY  USPHS 

Public  Health  Service,  act- 
ing on  advice  of  a committee 
of  medical  and  public  health 
leaders  called  in  to  re- 
evaluate recent  changes  in 
the  nature  of  the  tuberculosis 
problem,  is  recommending 
against  community-wide 
chest  X-ray  campaigns  for 
detetion  of  TB.  Instead  PHS 
recommends  that  commun- 
ities use  tuberculin  skin 
testing  as  a first  step  in  case- 
finding, followed  up  with  X- 
ray  examinations  for  those 
with  positive  reactions. 

The  service  suggests,  that 
X-ray  examinations  be  con- 
tinued on  selective  groups, 
those  with  greatest  risk,  such 
as  persons  confined  to  hos- 
pitals and  other  institutions, 
low-income  groups,  migrant 
workers  and  people  known 
to  have  been  exposed  to  the 
disease.  It  was  emphasized 
that  groups  to  be  given  X- 
rays  should  be  selected  lo- 
cally, with  the  choice  based 
on  the  local  tuberculosis 
problem,  the  expected  yield 
of  new  cases  and  the  ade- 
quacy of  diagnostic  and  treat- 
ment facilities  and  of  follow- 
up services. 

One  factor  given  consid- 
ration  in  reaching  the  de- 
cision, PHS  says,  is  “the 
problem  of  low-level  radia- 
tion exposure  from  X-rays.” 
To  further  reduce  radiation 
exposure,  both  of  the  opera- 
tors and  the  public,  PHS 
urges  periodic  inspection  of 
all  X-ray  equipment,  and  in- 
stallation of  further  protec- 
tive devices  were  indicated. 

Of  the  new  tuberculosis 
picture,  PHS  says:  “In  the 
last  15  years  . . . the  tuber- 
culosis problem  has  changed 


radically.  Some  areas  of  the 
country  are  now  practically 
free  of  active  cases  of  the 
disease.  In  other  areas, 
tuberculosis  continues  to  be 
a serious  problem,  particu- 
larly among  certain  groups. 
While  the  number  of  active 
cases  has  declined  almost  30 
percent  in  the  last  5 years, 
it  is  estimated  that  there  are 
still  about  250,000  persons 
with  active  tuberculosis  in 
the  United  States  today.” 

The  committee  that  ad- 
vised PHS  to  make  the 
recommendations  was  com- 
posed of:  Drs.  Russell  H. 
Morgan,  chief  radiologist, 
Johns  Hopkins  University 
Hospital,  and  special  consult- 
ant to  the  surgeon  general  on 
the  public  health  aspects  of 
radiation;  Ralph  Dwork,  di- 
rector of  health,  Ohio  State 
Department  of  Health;  Floyd 
Feldman,  medical  director. 
National  Tuberculosis  Asso- 
ciation; Joseph  Stocklen, 
tuberculosis  control  officer, 
Cleveland  and  Cuyahoga 
County  Health  Department. 


SEVENTH  DISTRICT 
MEDICAL  SOCIETY 
MEETS 

The  Seventh  District  Med- 
ical Society  met  in  Sioux 
Falls  at  Giovann’s  December 
3rd  at  6:30  P.M.  Guest 
speaker  was  Dr.  Frederick  C. 
Goetz  of  Minneapolis,  Minn- 
esota, who  spoke  on  “Current 
and  Future  Status  of  Oral 
Hypoglycemic  Drugs.”  Dr. 
Goetz  also  spoke  at  the  Vet- 
eran’s Hospital  on  the  “The 
Treatment  of  Acute  Renal 
Shutdown.” 
down.” 


INCOME  TAX  DEPT. 

CHANGES  RULES 

ON  GROUPS 

The  Internal  Revenue  Ser- 
vice announced  October  10th 
that  it  is  modifying  its  posi- 
tion with  respect  to  classifi- 
cation for  Federal  income 
tax  purposes  of  organized 
groups  of  doctors  practicing 
medicine. 

In  Rev.  Rul.  56-23,  C.B. 
1956-1,  598,  it  was  held  that 
a group  of  doctors  who  adopt 
the  form  of  an  association  in 
order  to  obtain  the  benefits 
of  corporate  status  for  pur- 
poses of  section  401(a)  of  the 
Internal  Revenue  Code  of 
1954  is  in  substance  a part- 
nership for  all  purposes  of 
the  Internal  Revenue  Code. 

It  is  now  the  position  of 
the  Service  that  the  fact  that 
an  association  establishes  a 
pension  plan  under  section 
401(a)  of  the  Internal  Rev- 
enue Code  of  1954  corres- 
ponding to  section  165(a)  of 
the  1939  Code  is  not  deter- 
minative of  whether  such  or- 
ganization will  be  classified 
as  a partnership  or  an  asso- 
ciation taxable  as  a corpora- 
tion. The  usual  tests  will  be 
applied  in  determining 
whether  a particular  organ- 
ization of  doctors  or  other 
professional  groups  has  more 
of  the  criteria  of  a corpora- 
tion than  a partnership. 


G.  P.  ACADEMY 
MEETS  IN  DALLAS 
MARCH  24-28 

The  tenth  annual  meeting 
of  the  American  Academy  of 
General  Practice  will  be  held 
in  Dallas  at  the  Memorial 
Auditorium  from  March  24 
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through  the  28th. 

The  Academy’s  Congress 
of  Delegates  will  convene  at 
2:00  P.M.  Saturday,  March 
22.  This  and  many  social 
functions  will  be  held  at  the 
Stattler-Hilton  Hotel. 


NEWS  NOTES 
Dr.  Robert  Van  Demark, 

Sioux  Falls,  attended  the 
meeting  of  the  American 
Academy  of  Cerebral  Palsy 
on  November  24,  25,  26  and 
27.  For  the  past  two  years 
he  has  been  a member  of  the 
program  committee  for  the 
national  meeting  and  in 
charge  of  the  scientific  ex- 
hibits. 


Ronald  E.  Guy  is  the  newly 
appointed  Rapid  City  sales 
representative  for  Lederle 
Laboratories  Division  of  the 
American  Cyanamid  Com- 
pany. He  is  a native  of  Sco- 
bey,  Mont. 


Sioux  Valley  Hospital  per- 
sonnel were  hosts  at  a dinner 
December  2nd  held  in  the 
cafeteria  of  the  hospital  for 
the  S.  F.  Med.  Assts.  Society. 
A excellent  program  ensued, 
as  well  as  a very  informative 
meeting.  It  proved  to  be 
beneficial  to  both  factions, 
hospital  and  the  medical 
assistants.  The  theme  of  the 
evening  was  “How  Can  We, 
Sioux  Valley  Hospital,  Help 
the  Medical  Assistants”  and 
“How  Can  You,  the  Medical 
Assistants,  Help  the  Hos- 
pital”? 


Dr.  Robert  Thompson, 

Yankton,  was  admitted  to  the 
American  College  of  Phys- 
icians at  the  November  9-10, 
1957,  meeting  of  the  Board  of 
Regents  at  the  College  head- 
quarters in  Philadelphia,  Pa. 


Dr.  Raymond  Boyce  was 
elected  president  of  the  inde- 
pendent Rapid  City  Medical 
Society. 

* * * 

Meeting  dates  for  the 
Sioux  Valley  Medical  Society 
in  Sioux  Falls  are  February 
25-26-27.  Dr.  Arnold  Myrabo, 
of  Sioux  Falls,  is  in  charge. 


AMERICAN  BOARD  OF 
OBSTETRICS  AND 
GYNECOLOGY 

The  next  scheduled  exam- 
ination (Part  II),  oral  and 
clinical  for  all  candidates 
will  be  conducted  at  the 
Egdewater  Beach  Hotel, 
Chicago,  Illinois,  by  the  en- 
tire Board  from  May  1 
through  17,  1958.  Formal 

notice  of  the  exact  time  of 
each  candidate’s  examination 
will  be  sent  him  in  advance 
of  the  examination  dates. 

Candidates  who  partici- 
pated in  the  Part  I examina- 
tions will  be  notified  of  their 
eligibility  for  the  Part  II  ex- 
aminations as  soon  as  pos- 
sible. 


S.  D.  JOURNAL 
HITS  N.  Y.  TIMES 

The  New  York  Times  of 
November  20th  quoted  at 
length  from  the  South  Da- 
kota Journal  of  Medicine. 
With  tongue  in  check,  John 
W.  Randolph  of  the  sports 
department,  tells  New 
Yorkers  about  the  hazards  of 
Pheasant  Hunter’s  Gout  as 
covered  in  a paper  by  Dr. 
Robert  Van  Demark  of  Sioux 
Falls.  The  two-column  treat- 
ment of  Dr.  Van  Demark’s 
paper  was  presented  as  a 
sports  feature  but  gave  ex- 
cellent reference  to  both  the 
author  and  publication. 


BLACK  HILLS 
ELECT  SHERRILL 
Sion  F.  Sherrill,  M.D., 

Belle  Fourche,  was  elected 
president  of  the  Black  Hills 
District  Medical  Society  at 
its  regular  meeting  Decem- 
ber 12th.  Raymond  Boyce, 
M.D.,  Rapid  City,  was  named 
vice-president  and  Wayne 
Geib,  M.D.,  Rapid  City,  was 
reelected  secretary-treasurer. 

Forty  one  physicians  at- 
tended the  meeting  in  Dead- 
wood.  Dr.  Charles  Cox,  U.  of 
South  Dakota  Medical  School 
was  the  speaker. 


ABERDEEN  ELECTS 
DR.  AGNES  KEEGAN 

The  Aberdeen  District 
Medical  Society  elected  of- 
ficers at  its  regular  monthly 
meeting  December  4th.  The 
new  president  is  Dr.  Agnes 
Keegan,  Vice-president,  Dr. 
G.  H.  Steele,  and  secretary- 
treasurer,  Dr,  W.  E.  Gorder. 

Dr.  Irina  Driver  trans- 
ferred from  the  Black  Hills 
District. 
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Dr.  Geib  directing  a step  in  performing  blood  dilutions  by  two  of 
the  students. 


“Some  22  technicians  from  throughout  the  state,  together 
with  a number  of  visiting  physicians  and  certified  technicians, 
contributed  to  make  what  apparently  was  a very  successful 
Blood  Bank  Workshop  held  at  the  Medical  School  November 
13-16.  The  program  which  was  the  direct  result  of  studies 
conducted  by  the  Blood  Bank  Committee  of  the  State  Medical 
Association  under  the  direction  of  Dr.  Geib  was  organized  by 
Dr.  Amos  C.  Michael,  Professor  of  Pathology  at  the  Univer- 
sity. Course  instruction  was  offered  by  Dr.  Charles  Cox,  Pro- 
' fessor  of  Microbiology,  and  through  the  fine  cooperation  of 
the  following  pathologists  in  the  state:  Drs.  Rank,  Aberdeen; 
I Carefoot,  Huron;  Gein,  Rapid  City;  Mitchell  and  Myrabo  from 
1 Sioux  Falls.  Other  pathologists  were  responsible  also  for  sub- 
! mitting  specimens  for  use  in  the  instructional  program.” 


Dr.  Rank  supervising  an  agglutination  procedure  as  performed  by 
several  technicians. 


P.  G.  DIABETES 
COURSE  OFFERED 

The  American  Diabetes 
Association  will  offer  its 
Sixth  Postgraduate  Course 
in  Diabetes  and  Basic  Meta- 
bolic Problems  in  Atlanta, 
Georgia,  January  22,  23  and 
24,  1958.  The  lectures  will  be 
held  in  the  auditorium  of  the 
Academy  of  Medicine,  Ful- 
ton County  Medical  Society. 

For  further  information 
and  registration  forms,  write 
to:  American  Diabetes  Asso- 
ciation, 1 East  45th  Street, 
New  York  17,  New  York. 


PHYSICIANS  WORK 
WITH  TECHNICIANS 

One  of  the  best  indications 
of  cooperation  between  tech- 
nicians and  physicians  is  evi- 
denced by  the  membership 
of  twenty-five  South  Dakota 
doctors  in  the  South  Dakota 
Society  of  X-Ray  Tech- 
nicians. 

Doctors  are  invited  to  be- 
long if  they  have  any  inter- 
est in  x-ray  work.  Dues  are 
$3.00  and  requests  for  infor- 
mation may  be  directed  to: 
Sister  Mary  Simplicita  R.  T. 
St.  Anthony’s  Hospital 
Martin,  South  Dakota 
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TEENAGERS  WORK 
FOR  POLIO 

Sixty-one  March  of  Dimes 
high  school  volunteers  from 
9 Eastern  South  Dakota 
counties  now  engaged  in  the 
organization’s  annual  drive 
plans  were  guests  in  Sioux 
Falls  Friday.  The  day’s  activ- 
ities consisted  of  a noon  lun- 
cheon at  which  time  Miss 
Nan  Davies,  Watertown,  1958 
State  March  of  Dimes  TAPS 
(Teens  against  Polio)  Chair- 
man, welcomed  the  teen- 
agers. 

Following  the  luncheon 
was  a conducted  tour  of  the 
Crippled  Children’s  Hospital 
and  School.  Dick  Olson,  As- 
sistant Director  at  the  school, 
spoke  briefly  of  his  actual 
experience  as  a polio  victim. 
The  young  March  of  Dimes 
volunteers  had  the  oppor- 
tunity of  seeing  a physical 
therapist  working  with  a 
polio  patient.  The  day’s  ac- 
tivities were  concluded  with 
the  appearance  of  the  TAPS 
March  of  Dimes  students  on 
Time  for  Teens,  TV  program 
— KELO  TV. 


COMMITTEES  ACTIVE 
AS  YEAR  ENDS 

Committee  activity  in  the 
Medical  Association  picked 
up  as  programs  proceed  into 
the  new  year.  The  Commit- 
tee on  Workmans  Compen- 
sation met  in  Pierre,  Decem- 
ber 8th.  The  Committee  on 
Medical  Economics  met  De- 
cember 15th  and  are  sched- 
uled for  January  18th  and  the 
Committe.e  on  Indigent  Care 
is  scheduled  for  January  17th 
meeting  with  hospital  admin- 
istrators and  county  commis- 
sioners. 


PREVIEW  OF  THE  1958 
MLA  MEETING 

The  Fifty-seventh  annual 
meeting  of  the  Medical  Li- 
brary Association  will  be 
held  in  Rochester,  Minnesota 
from  June  2 through  June  6, 
1958  with  headquarters  at 
the  Hotel  Kahler.  The  theme 
of  the  Rochester  meeting  will 
be  “Advances  in  Medical  Li- 
brary Practice.”  Mr.  Thomas 
E.  Keys,  Librarian  of  the 
Mayo  Clinic,  is  Convention 
Chairman  and  letters  of  in- 
quiry should  be  addressed  to 
him. 


INTERNISTS  MEET 
INTERNATIONALLY 

The  Fifth  International 
Congress  of  Internal  Med- 
icine will  be  held  in  Phila- 
delphia April  23-26,  1958. 
World  reknowned  medical 
authorities  will  appear  on  the 
program. 

This  is  the  first  meeting  of 
the  Society  to  be  held  in  'iithe 
United  States.  It  was  ar- 
ranged on  invitation  of  the 
American  College  of  Phys- 
icians and  is  intended  to  en-  ; 
courage  greater  participation 
of  American  Physicians  in  j 
the  International  Society  and  j 
to  give  foreign  members  an  J 
opportunity  to  learn  more  i 
about  developments  in  the  j 
Medical  sciences.  | 

The  Society  has  over  4,000 
members  in  34  countries. 

Information  and  applica- 
tions can  be  secured  by  writ-  } 
ing  the  Secretary  — General, 
4200  Pine  Street,  Phila-  i, 
delphia  4,  Pa. 


MAYO  PROGRAM  i 

SET  FOR  APRIL 

Staff  members  of  the  Mayo  | 
Clinic  and  the  Mayo  Founda-  | 
tion  for  Medical  Education  | 
and  Research  will  present 
again  this  year  a three-day  t 
program  of  lectures  and  dis-  | 
cussions  on  problems  of  cur-  ■ 
cent  interest  in  general  med-  'i 
icine  and  surgery.  Dates  of  ; 
the  meeting  are  April  14-15-  i 
16.  •( 
There  are  no  fees  for  this  jl 
program.  |i 

The  number  of  physicians  |j 
who  can  be  accommodated  is  li 
necessarily  limited.  Those  t 
wishing  to  attend  should  J 
communicate  with  Mr.  R.  C.  | 
Roesler,  Mayo  Clinic,  Roches-  i; 
ter,  Minnesota.  | i 
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THE  PRESCRIPTION  PHARMACIST 
TODAY* 
by 

Wallace  Croatman  and  Paul  B.  Sheatsley** 
New  York  City,  New  York 


How  often  does  the  general  public  go  to 
the  retail  druggist  for  medical  advice? 

To  what  extent  do  practicing  physicians 
rely  on  pharmacists  for  information  about 
new  drugs? 

What  does  a druggist  usually  say  to  a cus- 
tomer who  complains  about  the  cost  of  a 
prescription? 

This  paper  will  attempt  to  answer  these 
and  other  key  questions  about  a little-under- 
stood person  in  the  health  field  — the  retail 
pharmacist. 

How  the  Survey  Was  Made 

The  report  is  based  on  one  of  three  sets  of 
basic  tabulations  of  the  health  attitude  sur- 
vey conducted  by  The  National  Opinion  Re- 
search Center  during  1955  under  a grant  from 
the  Health  Information  Foundation.  Other 
sets  of  tabulations  presented  the  responses 
of  a cross-section  of  the  general  public  and 
of  a national  sample  of  physicians  to  a large 
number  of  questions  about  health  and  med- 
ical care.  This  study  deals  with  the  replies 

*This  is  the  first  of  a series  of  articles  presenting 
a factual  study  of  the  pharmacists  role  in  the 
health  field.  The  study  was  made  possible  by  a 
grant  from  the  Health  Information  Foundation. 
**Wallace  Croatman  is  a free-lance  writer  in  the 
health  field  and  Paul  B.  Sheatsley  is  a research 
worker,  National  Opinion  Research  Center,  Uni- 
versity of  Chicago. 


of  a national  sample  of  pharmacists  to  ques- 
tions of  a similar  or  parallel  nature. 

The  pharmacists  whose  replies  are  here 
reported  are  the  owners,  managers,  or  senior 
pharmacists  of  drug  stores  which  were  named 
by  the  general  public  in  the  course  of  earlier 
interviews.  Each  of  the  2,379  individuals  in- 
terviewed in  that  survey  was  asked,  “Where 
do  you  usually  go  to  get  a prescription 
filled?”  The  names  of  approximately  1,100  j 
drug  stores  were  volunteered,  and  from  these 
a sample  of  496  were  selected  systematically, 
with  the  probability  of  any  particular  store 
being  drawn  made  proportionate  to  the  num- 
ber of  times  it  was  mentioned.  In  most  cases 
the  owner  or  manager  of  the  store  was  the 
person  interviewed.  But  when  the  owner  or 
manager  was  not  himself  a registered  phar- 
macist (as  was  the  case  in  11  per  cent  of  the 
stores),  the  interview  was  held  with  the  per- 
son he  designated  as  his  senior  pharmacist. 

It  is  apparent  that  this  sampling  design  , 
does  not  produce  a representative  cross-sec- 
tion either  of  retail  drug  stores  or  of  regis-  i 
tered  pharmacists.  Rather  it  represents  the  : 
pharmacist-half  of  a sample  of  customer-  i 
pharmacist  relationships.  As  a result,  the 
sample  is  heavily  weighted  toward  stores  ' 
which  do  a large  prescription  business  (aside 
from  sales  of  proprietaries,  cosmetics,  food,  ♦ 
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sundaries),  and  it  includes  only  those  phar- 
macists who  exercise  chief  responsibility  for 
the  management  of  the  prescription  business 
in  retail  stores. 

This  type  of  sample  design  was  dictated  by 
the  two  major  objectives  of  the  interviews 
with  pharmacists.  The  pharmacist  was  re- 
garded as  a person  with  whom  the  public  gen- 
erally has  close  contact  in  matters  of  health 
and  medical  care.  In  his  role  of  informant 
and  sometimes  adviser  to  his  customers,  and 
of  professional  observer  of  a part  of  the  pub- 
lic’s health  behavior,  the  pharmacist  was  ex- 
pected to  provide  valuable  supplementary 
information  to  that  already  obtained  from 
physicians  and  the  public  itself,  concerning 
people’s  attitudes  and  practices  with  respect 
to  health  and  medical  care.  The  sample  was 
so  designed,  therefore,  that  only  pharmacists 
employed  in  retail  stores,  and  thus  in  fre- 
quent contact  with  the  public,  would  be  in- 
terviewed, and  that  those  employed  in  stores 
serving  large  numbers  of  regular  prescription 
customers  would  have  a greater  chance  of 
being  interviewed  than  those  in  stores  with  a 
smaller  prescription  business. 

Secondly,  the  pharmacist,  through  his  re- 
lations with  the  doctors  in  the  local  commun- 
ity and  with  the  manufacturers  and  dis- 
tributors of  prescription  drugs,  was  regarded 
as  an  important  link  in  the  chain  of  medical 
care.  The  pharmacist’s  conceptions  of  his 
own  professional  role,  and  his  satisfactions 
and  dissatisfactions  with  his  relationships 
with  other  health  professionals,  were  as- 
sumed to  have  some  bearing  on  the  effective- 
ness of  the  total  establishment.  For  this  rea- 
son, in  stores  where  more  than  one  phar- 
macist was  employed,  the  interview  was  al- 
ways conducted  with  the  one  responsible  for 
managing  the  prescription  business  and  thus 
in  closest  relationship  with  physicians,  drug 
distributors,  and  detail  men. 

The  sample  may  thus  be  described  as  rep- 
resentative of  the  opinions  and  behavior  of 
those  pharmacists  with  whom  the  public  has 
closest  contact.  As  such,  it  has  unique  value 
for  a study  of  the  pharmacist’s  role  in  health 
education,  and  for  the  information  these  re- 
spondents provide  as  a result  of  their  own 
observation  of  the  public’s  attitudes  and 
practices. 

In  the  basic  tabulations  of  survey  data. 


the  percentaged  distribution  of  responses  to 
most  of  the  questions  is  presented  for  the 
total  group  of  pharmacists  interviewed,  and 
also  for  eight  different  sub-classifications  of 
the  total.  The  eight  variables  selected  for 
routine  cross-tabulation  are  defined  as  fol- 
lows: 

Age:  Self-explanatory. 

Region:  “Northeast”  refers  to  pharmacists 
practicing  in  the  states  within  the  New  Eng- 
land and  Middle  Atlantic  regions,  as  defined 
by  the  U.  S.  Census.  “North  Central”  includes 
the  East  North  Central  and  West  North  Cen- 
tral regions.  “South”  combines  the  South 
Atlantic,  East  South  Central,  and  West  South 
Central  regions.  “West”  refers  to  the  Moun- 
tain and  Pacific  regions. 

Size  of  Community:  “Large  Metropolitan 
Areas”  refers  to  pharmacists  practicing  with- 
in the  14  largest  metropolitan  areas,  as  de- 
fined by  the  1950  U.  S.  Census.  Each  of  these 
metropolitan  areas  has  a population  of  one 
million  or  more.  “Small  Metropolitan  Areas” 
are  those  with  less  than  one  million  popula- 
tion. “Urban  counties”  are  non-metropolitan 
counties  having  within  them  a city  of  10,000 
or  more  population.  “Rural  counties”  are  non- 
metropolitan counties  having  no  city  as  large 
as  10,000. 

Total  Volume  of  Business:  The  owner  or 
manager  was  asked  to  report  the  approximate 
amount  of  the  store’s  total  gross  sales  during 
the  12  months  prior  to  the  interview.  The 
figure  includes,  of  course,  not  only  prescrip- 
tion sales,  but  total  sales  of  all  items. 

Proportion  of  Total  Business  Contributed 
by  Prescriptions:  The  owner  or  manager  was 
asked:  “About  what  proportion  of  your  store’s 
total  business  comes  from  the  filling  of  pres- 
criptions — about  two-thirds,  about  half, 
about  one-third  or  less?” 

Attitude  Toward  Pharmacist  as  Medical 
Adviser  to  Public:  Each  respondent  was 
asked:  “Do  you  think  the  general  public  ought 
to  be  encouraged  to  ask  the  pharmacist  ques- 
tions about  health  and  medical  care,  or  should 
the  public  not  be  encouraged  to  ask  phar- 
macists such  questions?”  Those  who  quali- 
fied their  answers  (certain  questions,  under 
certain  conditions,  etc.)  are  combined  with 
the  small  group  who  had  no  opinion. 

Attitude  Toward  Pharmacy  as  Field  for 
Young  Man:  Pharmacists  are  classified  ac- 
cording to  their  answers  to  the  following 
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New  authoritative  studies  show  that  Kynex  dosage  can  be  reduced  even  further  than  that 
recommended  earlier.^  Now,  clinical  evidence  has  established  that  a single  (0.5  Gm.)  tablet 
maintains  therapeutic  blood  levels  extending  beyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm.  (1  tablet)  daily  in  the  usual  patient  for 
maintenance  of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentrations  within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional  effectiveness  in  urinary  tract  infections 

• Convenience— the  low  dose  of  0.5  Gm.  (1  tablet)  per  day  offers  optimum  convenience 
and  acceptance  to  patients 

1.  Nichols,  R.  L.  and  Finland,  M.:  L Clin.  Med.  49:410,  1957. 


NEW  DOSAGE.  The  recommended  adult  dose  is  1 Gm.  (2  tablets  or  4 teaspoonfuls  of  syrup) 
the  first  day,  followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls  of  syrup)  every  day  thereafter, 
or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe  infections  where  prompt, 
high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every 
24  hours.  Dosage  in  children,  according  to  weight;  i.e.,  a 40  lb.  child  should  receive  14  of  the 
adult  dosage.  It  is  recommended  that  these  dosages  not  be  exceeded. 

TABLETS:  Each  tablet  contains  0.5  Gm.  (714  grains)  of  sulfamethoxypyridazine.  Bottles  of 
24  and  100  tablets. 

SYRUP;  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfa- 
methoxypyridazine. Bottle  of  4 fl.  oz. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
*Reg.  U.  S.  Pat.  Off. 
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question:  “Do  you  consider  pharmacy  a very 
good  field  for  a young  man  to  enter,  or  only 
a fairly  good  field,  or  not  good  at  all  as  a 
career?” 

Attitude  Toward  Coverage  of  Drug  Costs 
by  Insurance:  After  three  earlier  questions 
on  hospital,  surgical,  and  general  medical  in- 
surance, all  pharmacists  were  asked:  “Would 
you  yourself  favor  or  oppose  the  idea  of  in- 
cluding prescription  costs  in  the  contracts 
written  by  health  insurance  companies?” 
They  are  classified  according  to  their  reply 
to  this  question. 

Detailed  statistical  data  from  this  survey 
of  pharmacists,  broken  down  by  age,  region, 
community  size,  volume  of  store’s  business, 
and  other  variables,  are  available  to  persons 
interested  in  doing  further  research  in  this 
area.  The  following  pages  give  the  high 
spots  of  the  study. 

Pharmacists  as  They  See  Themselves 

The  personal  side  — By  and  large,  the 
pharmacists  in  this  survey  are  well  estab- 
lished in  their  business  and  in  the  commun- 
ities where  they  live  and  work.  Seven  out  of 
every  ten  are  40  years  of  age  or  older;  six  out 
of  ten  have  been  licensed  to  practice  phar- 
macy for  at  least  20  years. 

Almost  half  of  them  never  worked  in  a 
drug  store  outside  the  county  or  metropolitan 
area  where  they  are  now  situated.  A comfort- 
able majority  — three  out  of  five  pharmacists 
— have  spent  25  years  or  more  in  the  same 
area.  More  than  half  — 54  per  cent  — have 
worked  in  three  stores  or  less  throughout 
their  professional  careers,  and  about  the  same 
percentage  have  been  with  the  same  store 
for  ten  years  or  more. 

Where  trade  and  social  organizations  are 
concerned,  the  pharmacists  stand  out  as  a 
group  of  “joiners.”  Nine  out  of  ten  belong 
to  at  least  one  trade  or  pharmaceutical  or- 
ganization, and  many  belong  to  more  than 
one.  (Eight  per  cent  hold  office  in  at  least 
one  such  group.)  National,  state,  regional, 
county,  and  local  pharmaceutical  associations 
claim  77  per  cent  of  the  men  surveyed.  The 
National  Association  of  Retail  Druggists 
claims  49  per  cent,  and  local,  state,  and  re- 
gional drug  associations  20  per  cent. 

In  addition,  more  than  seven  out  of  ten 
pharmacists  belong  to  one  or  more  civic  or- 
ganizations, and  one  man  in  every  three  be- 
longs to  three  or  more  such  groups.  Lodges 


and  fraternal  orders  (Elks,  Masons,  etc.)  lead 
in  popularity,  followed  by  civic  and  service 
clubs  (eg..  Lions,  Kiwanis),  and  business  or 
commercial  groups  (Chamber  of  Commerce, 
Board  of  Trade,  etc.).  About  17  per  cent  of 
all  pharmacists  hold  office  in  one  or  more 
civic  or  social  groups. 

“Are  you  ever  asked  to  take  a prominent 
part  in  any  of  the  local  functions  sponsored 
by  community  groups?”  When  asked  this 
question,  57  per  cent  of  the  druggists  said 
“yes.”  As  a rule,  the  smaller  the  community, 
the  more  likely  the  pharmacist  was  to  answer 
“yes.”  While  only  45  per  cent  of  the  druggists 
in  large  metropolitan  areas  take  an  active 
part  in  community-group  functions,  72  per 
cent  of  the  men  in  rural  counties  do  so. 

Literally  99  per  cent  of  the  pharmacists  in 
the  study  are  males,  and  the  same  percentage 
are  white.  As  for  religious  preference,  62 
per  cent  are  Protestant,  21  per  cent  Catholic, 
14  per  cent  Jewish,  and  3 per  cent  “none.” 

About  95  per  cent  of  the  druggists  were 
born  in  this  country,  and  two  out  of  three 
indicate  that  their  fathers  were  also  born  in 
the  United  States.  Only  about  one  out  of  five 
pharmacists  says  that  his  father’s  occupa- 
tion was  directly  connected  with  the  health 
field.  Specifically,  17  per  cent  of  the  men 
surveyed  had  fathers  who  were  pharmacists 
or  in  some  other  way  connected  with  a drug 
store;  in  another  5 per  cent  of  the  cases  the 
fathers  were  physicians,  dentists,  or  other- 
wise associated  with  the  health  field. 

All  but  7 per  cent  of  the  druggists  attended 
a school  of  pharmacy.  Midwestern  schools 
claimed  31  per  cent  of  the  group,  Southern 
Schools  28  per  cent.  Eastern  schools  23  per 
cent,  and  Far  Western  schools  9 per  cent.  A 
handful  of  men  went  to  schools  outside  the 
United  States. 

Financially,  the  pharmacists  in  this  study 
seem  to  be  doing  as  well  or  better  than  men 
in  comparable  fields.  Roughly  half  of  them 
report  an  annual  personal  income  from  phar- 
macy, before  taxes  of  $7,500  or  more.  The 
bottom  15  per  cent  make  less  than  $5,000  a 
year,  while  the  top  17  per  cent  take  home 
$12,500  or  more. 

The  great  majority  of  them  say  they  are 
satisfied  with  their  incomes.  Some  39  per 
(Continued  on  Page  36) 
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THE  NEW  ERA  IN  MEDICAL  RESEARCH* 
by 

John  T.  Connor** 

Rahway,  New  Jersey 


The  New  Era  In  Medical  Research,  about 
which  I shall  talk,  is  only  just  beginning.  It 
was  born  when  the  Congress,  reflecting  a 
growing  hope  of  the  American  people,  de- 
cided that  it  would  henceforth  be  the  policy 
of  the  United  States  to  try  to  conquer  disease 
through  research,  whatever  the  cost. 

To  carry  out  this  new  policy,  the  Con- 
gress turned  to  its  own  postwar  creation,  the 
National  Institutes  of  Health,  research  arm 
of  the  Public  Health  Service.  It  had  grown 
— almost  unnoticed  by  the  public  — from 
only  one  small  Institute  — Cancer  — in  1946, 
to  seven  institutes  and  a budget  of  $98  mil- 
lion ten  years  later. 

In  June  1956  the  Congress,  ignoring  both 
an  economy  wave  and  the  President’s  bud- 
get, nearly  doubled  the  appropriation  for 
NIH,  raising  it  from  $98  million  to  $183  mil- 
lion in  one  stroke,  and  to  $211  million  this 
year.  The  result  of  this  act  was  eloquently 
described  last  Spring  by  Dr.  James  Shannon, 
Director  of  the  NIH,  when  he  testified  before 
the  Senate  Appropriations  Subcommittee. 

“For  the  first  time  in  the  history  of  med- 
ical research,  either  in  this  country  or 
abroad,”  he  said,  “the  limitation  on  progress 
is  due  more  to  manpower  facilities  than  to 
moneys  available  for  current  support  or  re- 
search.” 

* Speech  delivered  before  The  Association  of 
Military  Surgeons  at  the  Hotel  Statler,  Washing- 
ton, D.  C.,  October  29,  1957. 

**President,  Merck  & Co.,  Inc. 


In  these  words.  Dr.  Shannon  has  aptly  de- 
fined the  new  era  in  medical  research,  which 
is  a development  of  the  first  magnitude.  It 
may  significantly  change  the  lives  of  most 
of  the  people  in  this  room. 

How  did  it  come  about?  Perhaps  the  an- 
swer to  that  question  had  better  be  left  to 
the  historians.  But  I think  it  is  safe  to  pre- 
dict that  one  of  the  causes  will  be  traced  back 
to  the  effect  on  the  average  citizen  when, 
twelve  years  ago,  he  saw  the  first  pictures  of 
the  mushroom  cloud  over  Alamogordo.  How, 
he  immediately  wanted  to  know,  had  man- 
kind been  able  to  jump  so  far  into  the  future 
in  one  leap?  What  he  was  also  told,  but  has 
forgotten,  is  that  all  the  gold  in  Fort  Knox 
could  not  have  done  the  job  without  the  basic 
equation  of  mass  and  energy,  namely,  e=mc2, 
which  came  out  of  the  remarkable  brain  of 
Albert  Einstein  and  didn’t  cost  anything  at 
all  — in  dollars,  that  is. 

What  he  remembers  of  the  answer  is  that 
it  was  planned  that  way.  The  scientists  had 
said  they  could  make  the  atom  bomb,  all  they 
needed  was  lots  of  money;  the  more  the 
money,  the  faster  the  bomb.  It  took  $2  billion 
to  get  it  on  time.  He  came  to  believe  that 
time  was  divisible  by  research  dollars. 

Next,  our  average  citizen  became  aware 
of  the  fact  that  the  research  laboratories  of 
the  universities  and  pharmaceutical  com- 
panies, sometimes  with  government  assist- 
ance, had  been  turning  out  a dazzling  series 
of  discoveries:  vitamins,  the  sulfa  drugs, 
penicillin,  cortisone,  streptomycin,  the  broad 
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spectrum  antibiotics,  drugs  for  mental  health, 
and,  finally,  a protection  against  the  dreaded 
polio.  How  about  speeding  up  this  process? 
he  asked.  With  characteristic  enthusiasm  and 
generosity  he  set  about  to  find  the  money  to 
do  so,  operating  on  the  attractive  hypothesis 
that  research  in  adequate  quantities  would 
enable  us  to  cure  or  prevent  cancer,  heart 
disease,  mental  illness,  and  a host  of  other 
ancient  scourges;  the  more  research,  the  fas- 
ter we  would  finish  the  job. 

$400  Million  For  Research 

The  results,  measured  in  dollars,  are  quite 
impressive.  The  federal  government  is  foot- 
ing better  than  half  the  bill  — in  the  neigh- 
borhood of  a quarter  of  a billion  dollars.  But 
the  pharmaceutical  industry,  with  $127  mil- 
lion this  year,  is  not  far  behind.  The  total 
expenditures  in  1957  for  medical  research, 
which  also  include  sizeable  contributions  by 
the  universities,  foundations,  and  citizen 
health  groups,  such  as  the  American  Cancer 
Society  and  the  American  Heart  Association, 
will  come  pretty  close  to  $400  million. 

A good  up-to-date  American  is  scarcely 
frightened  by  such  a sum.  He  would  rather 
see  tax  money  go  into  a test  tube  than  into  a 
pork  barrel.  He  may  sometimes  balk,  a little 
at  paying  over  the  prescription  counter  for 
research  by  the  pharmaceutical  industry.  But 
when  he  watches  the  new  drug  go  to  work 
on  the  disease  that  is  frightening  his  sick 
wife  or  child,  he  finds  this,  perhaps,  the, least 
painful  way  to  buy  medical  research. 

It  is  now  pretty  clear  from  the  evidence 
that  the  average  citizen  is  determined  to  pur- 
chase a longer  and  a healthier  life  with  what- 
ever dollars  it  takes.  His  determination  is 
pretty  powerful,  and  the  money  he  has  ad- 
vanced to  date  is  likely  to  be  a mere  token 
of  what  is  to  come. 

The  job  ahead  of  us  now  is  not  to  decide 
whether  this  job  is  to  be  done.  It  is  to  decide 
how.  We  have  boosted  the  total  expenditure 
for  medical  research  in  the  past  ten  years  at 
a rate  twice  that  of  the  gross  national  income, 
with,  as  I said,  very  little  criticism.  There 
has  been  far  too  little,  even  of  the  construc- 
tive variety.  This  is  not  a healthy  situation. 

Last  summer  we  at  Merck  decided  that  it 
might  be  a useful  public  service  to  take  an 
overall  look  at  this  picture.  This  new  era  is 
in  an  early  enough  stage  so  that  change,  if 
change  is  called  for,  would  come  a lot  easier 


now  than  later.  It  just  makes  good  sense,  we 
thought,  to  try  to  identify  and  solve  major 
conflicts  and  difficulties  before  they  became 
too  big  to  handle. 

Opinion  Survey  of  Medical  Research  Leaders 

We  commissioned  the  firm  of  Douglas  Wil- 
liams Associates,  which  had  conducted  sev- 
eral successful  surveys  in  the  scientific  field, 
to  ask  a nationwide  sample  of  medical  re- 
search leaders  to  identify  and  comment  on 
the  major  problems  that  had  arisen  as  a re- 
sult of  the  recent  dramatic  increases  in  funds. 
These  leaders  were  chosen  by  the  Williams 
organization  from  government,  the  pharma- 
ceutical industry,  universities,  research  in- 
stitutes, foundations,  and  the  fundraising  or- 
ganizations in  the  health  field.  Over  100  in- 
terviews were  conducted,  ranging  from  one 
hour  to  half  a day. 

I have  just  received  the  preliminary  re- 
sults of  the  survey,  and  this  is  one  of  the 
things  I want  to  discuss  with  you  today.  Al- 
though there  was  intense  interest  in  the  sur- 
vey, there  was  no  real  consensus  of  opinion 
on  any  major  problem.  There  was  even  a 
noticeable  lack  of  considered  judgment. 
People  recognized  this  and  said  that  critical 
studies  are  well  overdue.  They  welcomed  the 
appointment  by  Secretary  Folsom  of  a group 
of  Consultants  on  Medical  Research  and  Edu- 
cation under  the  chairmanship  of  Dr.  Stan- 
hope Bayne- Jones.  The  appointment  of  this 
group  was  announced  as  our  survey  was 
getting  under  way.  Recently,  Dr.  Bayne- 
Jones  asked  whether  we  would  make  the  re- 
port available  to  his  group,  and  I told  him  we 
would  be  glad  to  do  so. 

Specific  Survey  Findings 

Now  to  the  specific  findings: 

The  unprecedented  amount  of  available 
money  has  made  a real  impact. 

There  is  skepticism  about  the  wisdom  of 
the  Federal  Government  becoming,  through 
appropriations,  the  dominant  factor  in  this 
field. 

There  is  widespread  suspicion  that  big 
sums  are  being  wasted  on  projects  that  had 
no  better  excuse  for  existence  than  that 
they  were  invented  to  get  a piece  of  that  easy 
federal  money.  But  there  is  also  delight  in 
many  quarters  that  Congress  is  finally  spend- 
ing for  the  conquest  of  disease  something  in 
the  neighborhood  of  the  cost  of  the  U.  S.  S. 
Forrestal. 
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There  is  some  real  concern,  however,  that 
the  public  is  being  misled  into  believing  that 
we  can  buy  discovery  with  money;  that  nine 
times  as  much  money  in  medical  research 
will  cure  nine  times  as  many  diseases  or  one 
disease  in  one-ninth  the  time.  As  one  of  those 
interviewed  put  it:  “You  can’t  produce  a baby 
in  one  month  simply  by  making  nine  women 
pregnant.” 

Most  persons  said  that  one  key  to  the  fu- 
ture is  the  attraction  and  development  of 
superior  research  talent.  There  appear  to  be 
more  opportunities  than  qualified  people  to 
handle  them.  This  has  led  to  the  pirating  of 
good  men.  One  research  director  told  the  in- 
terviewers this:  “I  have  the  greatest  spy  ser- 
vice in  the  Western  Hemisphere.  We  scout 
people  all  the  time.  It’s  a dangerous  game  to 
play,  but  the  stakes  are  high.” 

The  survey  shows  clearly  that  many  acad- 
emic people  believe  the  NIH  has  done  an  ex- 
cellent job  of  handing  out  all  this  new  money 
without  directly  trespassing  on  the  freedom 
of  the  universities  to  do  research  when, 
where,  and  how  they  want.  There  is  a wide- 
spread feeling  that  the  NIH  deserves  recog- 
nition for  its  organization  genius,  particularly 
its  wisdom  in  setting  up  outside  study  groups 
to  pass  on  research  grants. 

Federal  funds  have  not,  however,  been  an 
unmixed  blessing  to  the  medical  schools. 

Several  thoughtful  persons  asked  the  in- 
terviewers this  pertinent  question:  Are  we 
relying  on  federal  research  budgets  to  keep 
the  medical  schools  going? 

So  much  for  a brief  look  at  some  of  the 
findings.  There  are  two  major  ones  that  I 
have  not  yet  mentioned:  the  status  of  basic 
research  and  the  need  for  better  relations  be- 
tween government  and  the  pharmaceutical 
industry.  They  seemed  to  me  to  deserve  ful- 
ler treatment. 

The  Status  of  Basic  Research 

One  of  the  important  findings  of  the  survey 
was  the  one  regarding  “basic  research,”  I 
mean  the  pursuit  of  new  scientific  knowledge 
for  its  own  sake,  with  no  advance  guarantee 
how  this  knowledge,  once  gained,  can  be  of 
use  in  treating  specific  diseases.  This  is  the 
way  research  scientists  believe  we  have  fash- 
ioned the  building  blocks  out  of  which  most 
significant  discoveries  in  every  field  have 
been  constructed. 

Unfortunately,  much  of  this  work  is  quite 


unspectacular  and  is  usually  invisible  to  the 
layman,  who  sees  only  the  final  culminating 
triumph,  like  Dr.  Salk’s  spectacular  vaccine. 
Most  laymen  are  interested  merely  in  useful 
end  products  and  with  research  pointed  di- 
rectly toward  such  products.  They  would 
agree  with  that  colorful  Washington  admin- 
istrator who  was  often  quoted  as  saying  that 
he  didn’t  believe  public  funds  should  be 
spent  to  find  out  what  makes  the  grass  green 
or  fried  potatoes  brown. 

The  survey  brought  out  quite  clearly  the 
firm  belief  that,  until  public  understanding 
and  attitudes  change.  Congress  will  never  ap- 
propriate more  than  a handful  of  dollars  for 
the  essential  task  of  pushing  back  the  fron- 
tiers of  knowledge  in  the  medical  and  bio- 
logical sciences.  Apparently,  if  we  want  to  do 
basic  research  as  a prerequisite  for  curing, 
alleviating,  or  preventing  disease,  we  shall 
have  to,  it  is  said,  engage  in  a kind  of  subter- 
fuge; we  shall  have  to  raise  money  from  the 
public  for  one  avowed  purpose  — to  fight 
cancer,  for  instance — and  give  it  to  the  scien- 
tists for  another  purpose,  such  as  fundamen- 
tal research  in  the  biochemistry  of  steroids, 
which  may  or  may  not  lead  to  a cancer  cure, 
or  a drug  for  arthritis,  or  for  something  else. 

The  result  has  been  a proliferation  of  In- 
stitutes of  Health  in  Bethesda,  each  one  ded- 
icated to  a different  category  of  disease,  or 
group  of  diseases,  such  as  the  National  Can- 
cer Institute,  with  an  appropriation  this  year 
of  $56  million,  the  National  Institute  of  Men- 
tal Health,  with  $40  million,  the  National 
Heart  Institute  with  $36  million,  and  so  forth. 
Down  at  the  bottom  of  the  list  is  a relatively 
small  item  labeled  “non-categorical  research.” 
Presumably  this  can  be  used  for  basic  re- 
search projects  that  cannot  be  squeezed  into 
the  definition  of  one  or  another  of  the  di- 
seases. 

Although  the  NIH  is  acutely  aware  of  this 
problem  and  has  worked  hard  to  alleviate  it, 
the  survey  showed  that  it  was  causing  great 
confusion  in  the  universities,  where  there 
were  widespread  complaints  that  basic  re- 
search was  being  starved.  One  medical 
school,  on  the  other  hand,  understands  the 
system  thoroughly.  It  has  a staff  man  who 
devotes  most  of  his  time  to  rewriting  all  the 
research  projects  his  institution  wants  to 
carry  out,  so  they  will  fit  into  one  disease 
category  or  another.  But  many  scientists  feel 
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uneasy  about  spending  public  money  when 
they  are  not  quite  sure  they  are  working 
toward  the  conquest  of  the  disease  for  which 
Congress  appropriated  funds. 

The  universities,  medical  schools,  and  re- 
search institutes  are  being  forced  to  go  along 
with  what  amounts  to  a fifth  of  a billion  dol- 
lar “wink”  in  order  to  be  able  to  carry  on 
basic  research  within  the  limits  imposed  by 
the  Congress.  The  implications  of  this  go 
beyond  the  realm  of  medicine;  they  reach 
down  to  the  roots  of  national  security,  which, 
in  our  age,  are  imbedded  in  science. 

The  Need  of  Frank  Support  For  Basic 
Research 

The  time  has  come  for  both  the  Adminis- 
tration and  the  Congress  to  face  up  to  the 
imperatives  of  science  — which  the  Soviet 
Union  has  apparently  learned  to  do.  High 
among  these  imperatives  is  frank  and  wide- 
spread support  for  basic  research. 

Sputnik  is  no  accident.  It  is  a warning 
against  the  general  notion  that  scientific  re- 
search needs  to  be  “useful”  to  deserve  our 
support.  This  is  a popular  delusion  that  can 
lure  us  off  the  road  to  survival. 

Let’s  stop  playing  a “shell  game”  with  basic 
research  in  the  medical  and  related  biological 
and  chemical  sciences.  Let’s  put  its  vital  ker- 
nel in  an  environment  where  it  will  grow,  and 
reproduce,  and  in  its  own  due  course  produce 
fruitful  results.  Let’s  recognize  frankly  that 
in  the  medical  field  this  type  of  research  is 
absolutely  essential  to  the  public  interest. 
Let’s  change  the  obsolete  method  of  appro- 
priations, under  which  basic  research  vital  to 
the  country  can  get  adequate  funds  only  by 
subterfuge. 

Let’s  face  the  fact  that  the  Federal  Gov- 
ernment, through  the  National  Institutes  of 
Health  and  the  National  Science  Foundation, 
must  finance  basic  medical  research  if  it’s  to 
be  done  to  the  extent  needed.  Most  of  it 
should  be  done  in  the  universities  and  non- 
profit organizations  because  most  of  the  best 
people  interested  in  basic  research  are  found 
there,  and  these  institutions  just  don’t  have 
the  funds  necessary  to  support  the  needed 
programs  themselves.  But  let’s  not  overlook 
the  many  excellent  research  scientists  who 
are  most  competent  in  basic  work  and  who 
are  now  employed  in  the  laboratories  of  pri- 
vate industry. 

Above  all,  let’s  use  all  our  persuasive  and 


other  abilities  with  the  general  public  and 
the  members  of  Congress  to  the  end  that  the 
Federal  Government’s  financial  support  of 
basic  medical  research  is  on  a far-sighted, 
long-term  and  broad-gauged  basis. 

Government-Industry  Relations 

This  brings  me  to  my  final  point  on  the 
survey  findings:  the  need  for  better  relations 
between  government  and  the  pharmaceutical 
industry.  The  survey  report  indicates  that 
both  groups  were  somewhat  critical  of  each 
other  during  the  interviews.  Each  was  a 
little  suspicious  of  the  other’s  motives,  poorly 
informed  about  what  he  was  up  to,  and  not 
too  sympathetic  with  his  problems.  This  is  a 
typical  picture  of  industry-government  rela- 
tions when  the  industry  is  new  to  Washington 
of  when  the  federal  government  makes  a 
significant  move  into  a new  area  of  activity. 

No  industry  is  more  associated  with  the 
public  interest  than  the  pharmaceutical  in- 
dustry, which  bears  a heavy  share  of  the 
burden  in  our  society  for  maintaining  and 
improving  the  health  of  the  American  people. 
In  view  of  this,  both  the  industry  and  the 
government,  in  my  opinion,  would  be  derelict 
in  their  duties  if  they  did  not  make  patient 
and  persistent  efforts  to  understand  one  an- 
other and  co-operate  closely  in  the  solution  of 
major  problems. 

Cancer  Research  Program 

One  time-honored  method  of  creating  closer 
understanding  is  to  bring  problems  out  into 
the  open  and  discuss  them  with  frankness  and 
with  a genuine  desire  to  reach  a meeting  of 
minds.  One  specific  problem  with  which  the 
industry  and  the  NIH  have  been  wrestling 
over  the  past  few  months  arises  because  of  a 
new  program  of  the  government  to  screen 
tens  of  thousands  of  chemical  compounds  for 
anti-cancer  activity.  Because  of  some  initial 
successes.  Congress  has  asked  the  NIH  to 
accelerate  the  program  drastically.  This  is 
being  done. 

The  next  step  was  to  work  out  an  agree- 
ment acceptable  to  the  firms  in  the  pharma- 
ceutical industry  willing  to  co-operate.  These 
firms  are  needed  because  of  their  unique 
ability  to  create  entirely  new  chemical  com- 
pounds by  the  thousands,  or  to  produce  old 
ones  in  adequate  quantities  for  extensive 
testing  purposes.  When  we  started  working 
on  this  problem,  we  immediately  ran  head  on 
into  an  entirely  new  problem.  Simply  stated, 
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it  is  this:  Suppose  this  program,  supported  by 
government  funds,  comes  up  with  a preven- 
tive, an  effective  treatment  or  a cure  for  one 
of  the  many  types  of  cancer,  say  leukemia. 
Who,  then,  will  produce  and  distribute  the 
new  drug?  Under  what  conditions? 

The  responsible  officials  in  the  Department 
of  Health,  Education,  and  Walfare  have 
shown  skill,  imagination,  and  courage  in  fac- 
ing up  to  this  one.  They  have  devised  a 
proposal  that,  in  my  opinion,  is  a workable 
solution  to  the  problem  of  how  to  recognize 
private  rights  and  at  the  same  time  safeguard 
the  public  interest.  In  essence,  if  the  new 
screening  program  results  in  a marketable 
drug,  the  company  that  made  the  successful 
compound  will  have  the  initial  responsibility 
for  manufacture  and  distribution.  On  the 
other  hand,  the  product  must  be  sold  royalty- 
free  to  the  government  for  its  own  needs  and 
the  producer  must  assure  a supply  of  the 
new  drug  adequate  to  the  public’s  needs.  If 
the  company  fails  to  live  up  to  its  side  of  this 
bargain,  the  Surgeon  General  of  the  United 
States  Public  Health  Service  has  what  are 
called  “march-in”  rights.  That  is,  he  can 
march  in  and  force  compulsory  licensing  of 
the  product. 

So  far,  so  good.  But  this  is  merely  a be- 
ginning. We  are  talking  about  a drug  for 
leukemia,  remember.  Can  you  imagine  the 
public  excitement  this  would  create?  Stop 
for  a moment  and  picture  what  it  would  be 
like  if  your  own  son  or  daughter  were  under 
sentence  of  death  with  leukemia.  Even 
though  you  are  trained  as  a physician  to  be 
most  cautious  about  the  early  claims  for  a 
new  remedy,  when  would  you  want  this  drug 
for  your  child?  How  about  the  many  parents 
who  don’t  understand  why  they  should  be 
patient? 

Production  of  a New  Drug 

The  manufacturer  who  had  made  the  com- 
pound would  be  under  enormous  pressure. 
Once  the  new  drug  had  been  approved  by 
the  Food  and  Drug  Administration,  he  would 
be  expected  to  produce  enough  of  it  to  satisfy 
the  national  demand  almost  immediately.  If 
I seem  to  overstate  the  case,  ask  yourselves 
this:  How  many  people  this  autumn  thought 
they  ought  to  be  able  to  get  protection  against 
Asian  flu  within  only  a few  weeks  of  the 
time  this  new  virus  was  isolated  for  the  first 
time? 


Now,  let  us  see  whether  we  can  define  some 
of  the  questions  that  would  arise  at  the  time 
of  our  hypothetical  drug  for  leukemia,  keep- 
ing in  mind  the  emotional  atmosphere  within 
which  we  would  have  to  work  out  the  an- 
swers. And  let  me  say  parenthetically  that 
no  one  — least  of  all  I — has  adequate  an- 
swers. In  fact,  there  has  been  little  more 
than  the  most  casual  thinking  about  the  prob- 
lem even  among  the  hundred  or  so  leaders 
of  medical  research  who  were  interviewed 
during  our  survey.  It  is  the  hope  of  stimula- 
ting a little  overdue  thinking  and  public  dis- 
cussion of  the  problem  that  I raise  it  with  you 
today. 

First,  let  us  look  at  the  problems  from  the 
point  of  view  of  the  government,  specifically 
from  that  of  the  Surgeon  General,  for  it  will 
be  on  him  that  all  the  public  impatience  will 
be  focused.  How  is  he  going  to  decide 
whether  or  when  to  exercise  his  march-in 
rights?  Should  he  insist  that  the  company 
that  discovered  the  compound  must  license 
its  competitors,  so  that  there  will  be  several 
alternative  sources  of  supply?  If  so,  how 
many?  Should  he  do  this,  even  though  it  is 
quite  clear  that  the  first  company  alone  can 
produce  enough  to  satisfy  national  demand 
just  as  soon  as  an  additional  three  or  four 
would  be  able  to  do  it?  Suppose  the  Surgeon 
General  does  march  in,  which  of  the  many 
interested  competitors  should  be  licensed  and 
on  what  basis. 

Now  let  us  turn  over  the  coin  and  look  at 
the  problem  from  the  point  of  view  of  the 
manufacturer  who  discovered  the  compound. 
This  pharmaceutical  company  probably  was 
able  to  make  the  compound  in  the  first  place 
because  of  years  of  experience  with  related 
chemicals.  It  may  have  been  investing  sev- 
eral hundred  thousand  research  dollars  an- 
nually on  this  group  of  chemicals  over  a long 
period  of  time  without,  as  yet,  any  financial 
reward.  Now,  as  part  of  the  joint  industry- 
government  program,  it  has  finally  uncovered 
a useful  product  that  promises  a return  on 
these  years  of  investment. 

First,  the  company  builds  a pilot  plant  to 
make  enough  of  the  compound  for  extensive 
nation-wide  tests  and  to  learn  how  to  manu- 
facture it  on  a large  scale.  It  drafts  plans  for 
the  building  of  a mass  production  plant,  in 
case  the  tests  prove  successful.  Suppose  they 
are  successful,  but,  before  a patent  is  issued, 
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other  manufacturers,  not  burdened  by  years 
of  research,  testing,  and  pilot  production,  de- 
cide to  move  in  to  share  the  few  remaining 
risks,  and,  incidentally,  the  prospects  of  more 
substantial  monetary  rewards.  Things  like 
this  happen  often  in  this  highly  competitive 
industry.  Will  the  creator  of  the  compound 
then  be  forced  to  license  those  adventurers, 
willy-nilly,  for  fear  of  public  criticism  or  be- 
cause the  Surgeon  General,  under  the  glare 
of  public  impatience,  might  exercise  his 
march-in  rights? 

Public  Impatience  And  Industry  Output 

It  looks  as  if  we  can  trace  many  of  these 
problems  back  to  public  impatience.  The  con- 
fusion this  creates  can  be  eliminated  only  by 
better  information,  more  understanding,  and 
time.  For  the  enormous  productivity  of  the 
American  pharmaceutical  industry  can  al- 
ways be  counted  upon  to  meet  the  demand, 
given  a reasonable  amount  of  time.  This  is 
the  way  it  worked  out  with  penicillin,  and, 
after  that,  with  streptomycin,  cortisone,  and 
Salk  vaccine.  This  is  what  we  see  happening 
in  the  case  of  Asian  flu  vaccine,  too,  and  with- 
in a very  few  weeks.  The  six  manufacturers 
of  Asian  flu  vaccine  have  already  produced 
over  27,000,000  doses  up  through  last  October 
23.  Merck,  alone,  produced  and  got  gov- 
ernment clearance  for  3,000,000  doses  from 
Monday  through  Friday  of  last  week,  a new 
record  that  we  expect  to  better  in  succeeding 
weeks. 

This  fine  accomplishment  was  made  pos- 
sible by  the  far-sighted  planning  of  Surgeon 
General  Burney  and  his  staff,  by  the  team- 
work of  the  federal  government  and  our  own 
scientists,  and  by  production  people  in  indus- 
try, who  worked  night  and  day,  seven  days  a 
week.  Those  of  us  closest  to  the  situation 
feel  a deep  sense  of  gratitude  toward  these 
men  and  women  who  isolated  this  new  flu 
virus,  developed  a vaccine,  tested  it  for  safety 
and  effectiveness,  set  up  specifications, 
worked  out  a mass  production  process,  and 
got  us  up  to  the  present  level  of  output  — all 
within  less  than  five  months. 

The  flu  vaccine  experience  is  a good  ex- 
ample of  what  the  pharmaceutical  industry 
can  do  in  a short  time.  The  general  public 
must  be  made  to  understand,  however,  that 
even  in  a leukemia  situation  it  takes  some 
time  to  produce  the  quantities  needed.  I sub- 
mit that  it  would  not  be  in  the  public  interest. 


and  in  fact  would  be  harmful,  to  take  the 
production  responsibility  away  from  the 
manufacturer  or  manufacturers  who  make 
the  initial  “breakthrough,”  even  if  the  prod- 
uct involved  is  for  the  treatment  of  some 
form  of  cancer. 

Drug  Distribution  Question 

One  more  question:  distribution.  This  will 
arise  most  clearly  if,  instead  of  a treatment 
or  a cure  for,  let’s  say  leukemia,  the  govern- 
ment screening  program  comes  up  with  a 
preventive.  This  might  be  a vaccine  that, 
after  proper  testing,  most  doctors  would  con- 
clude should  be  given  to  all  children  in  a cer- 
tain age  group.  Should  we  then  go  outside 
the  normal  drug  distribution  channels,  and 
have  the  government  purchase  supplies  to  be 
injected  on  a mass  scale  through  public  health 
agencies? 

I should  like  to  raise  two  questions  about 
such  a policy.  First,  is  it  sensible  to  bypass 
the  wisdom  and  skill  of  our  200,000  physicians 
and  their  judgment  about  what  would  be  best 
for  their  individual  patients?  Will  we  gain 
as  much  as  we  will  lose  as  a result  of  what 
would,  in  effect,  be  a mass  prescription?  Sec- 
ond, how  about  the  desirability  of  ignoring 
our  vast  and  efficient  drug  distribution  net- 
work? Its  cornerstone  is  that  small  business- 
man, the  local  druggist,  who  is  able  to  fill  any 
one  of  a thousand  prescriptions  on  a few 
minutes’  notice,  any  time  of  day  or  night. 

Quite  clearly,  in  my  opinion,  we  should  use 
to  their  full  advantage  the  great  skills  and 
resources  of  the  pharmacists,  wholesale  drug- 
gists, the  people  in  the  manufacturers’ 
branches,  and,  above  all,  our  trained  phys- 
icians in  distributing  and  using  any  new  med- 
icine or  drug,  whether  it  be  a preventive  or 
a treatment. 

Conclusion 

I realize  that  this  has  been  a rather  lengthy 
discussion.  Perhaps  I can  bring  it  back  into 
focus  by  offering  the  major  recommendation 
that,  it  seems  to  me,  flows  directly  from  the 
survey.  It  is  this: 

Let  us  do  whatever  needs  to  be  done  to 
get  wide  public  recognition  of  the  vital  need 
for  basic  research  in  the  medical  field  so 
that  Congress  no  longer  has  to  play  a “shell 
game”  when  appropriating  funds  for  this  pur- 
pose. This  is  the  only  sure  way  to  make  the 
kind  of  progress  toward  the  conquest  of  di- 
(Continued  on  Page  36) 
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YOUR  OFFICE,  DOCTOR,  is  the  “cancer  detection  center”  which  we  urge  all  adults 
to  visit  once  a year,  and  where  early  diagnosis  of  cancer  can  help  save  many  thou- 
I sands  of  lives.  It  is  upon  you  that  we  largely  rely  for  the  carrying  out  of  many 
aspects  of  our  education,  research  and  service  programs.  As  members  of  our  Boards 
of  Directors  — on  the  National,  Division  and  Unit  levels  — it  is  your  thinking  and 
your  guidance  which  are  such  vital  factors  in  creating  and  executing  our  policies 
and  programs. 

You,  of  course,  are  concerned  with  all  the  ills  affecting  the  human  body.  The 
American  Cancer  Society  deals  specifically  with  cancer.  But  our  mutual  concern  — 
the  tie  that  binds  us  inextricably— is  the  saving  of  human  lives.  Through  your  efforts, 
we  may  soon  say~“one  out  of  every  two  cancer  patients  is  being  saved.”  Indeed, 

^ with  your  help,  cancer  will  one  day  no  longer  be  a major  threat. 

Ik 


ROMILAR  CF  CAPSULES 
Description:  Romilar  CF  (Romilar  Cold 
Formula)  is  a multiple-action  medication 
for  relief  of  the  discomforts  of  colds  and 
other  acute  upper  respiratory  disorders. 
Introduced  recently  in  syrup  form,  it  is 
now  also  available  in  capsules.  Each  cap- 
sule provides:  Romilar  Hydrobromide  (non- 
narcotic antitussive)  15  mg.,  Clorphenira- 
mine  maleate  (antihistamine)  1.25  mg.. 
Phenylephrine  hydrochloride  (decongest- 
ant) 5 mg.,  and  N-acetyl-p-aminophenol 
(analgesic-antipyretic)  120  mg. 

Indications:  Each  of  the  active  ingredients  in 
Romilar  CF  contributes  to  the  relief  of  one 
or  more  of  the  most  frequently  encountered 
symptoms  of  colds.  Romilar  is  a non- 
narcotic cough  specific.  Chlorpheniramine 
relieves  allergic  manifestations  of  the  res- 
piratory tract  by  antihistaminic  action. 
Phenylephrine  is  a sympathomimetic  agent, 
orally  effective  in  reducing  nasal  and  bron- 
chial congestion.  N-acetyl-p-aminophenol 
provides  analgesic  and  antipyretic  effects. 

Romilar  capsules  are  indicated  in  the  re- 
lief of  cough,  excessive  secretions,  conges- 
tion, fever,  headache  and  myalgia  asso- 
ciated with  respiratory  disorders,  such  as 
coryza,  influenza,  rhinitis,  sinusitis,  pharyn- 
gitis, tracheitis,  bronchitis,  laryngitis,  asth- 
ma, grippe  and  pneumonitis. 

Dosage:  Adults  and  older  children  — one  to 
two  capsules  every  four  hours;  children 
8-12  years  — one  capsule  every  four  hours. 
Dosage  Form:  Bottles  of  100. 

Source:  Roche  Laboratories. 

TRICOFURON  IMPROVED  VAGINAL 
SUPPOSITORIES  AND  POWDER 
Description:  Tricofuron  Vaginal  Supposi- 
tories Improved  contain  Furoxone,  brand  of 
furazolidone : N -(5-nitro~2-f urf urylidene)-3- 


amino-2-oxazolidone  0.25%,  and  Micofur, 
brand  of  nifuroxime:  anti  5-nitro-2-furald- 
oxime  0.375%,  in  a watermiscible  base 
which  melts  at  body  temperature.  Trico- 
furon Vaginal  Powder  Improved  contains 
Furoxone  0.1%  and  Micofur  0.525%  in  a 
powder  base  composed  of  dextrose,  lactose, 
citric  acid  and  cornstarch. 

Indications:  Furoxone  is  a specific  tricho- 
monacide;  Micofur  is  a fungicide  highly 
effective  against  Candida  (Monilia)  albi- 
cans. Furoxone  and  Micofur  are  nitrofur- 
ans  — different  from  antibiotics  and  sul- 
fonamides. 

Dosage  Forms:  Suppository  of  2 Gm.,  her- 
metically sealed  in  green  foil,  in  box  of  12. 
Powder  is  plastic  insufflator  of  15  Gm. 
with  3 disposable  tips,  and  glass  bottle  of 
30  Gm. 

Source:  Eaton  Laboratories,  Norwich,  N.  Y. 

ZACTIRIN 

Description:  A potent,  non-narcotic  analgesic 
containing  the  new  chemical  compound, 
ethoheptazine.  Each  distinctive  yellow  and 
green  Zactirin  tablet  contains  75  mg.  etho- 
heptazine citrate  (yellow  layer)  and  5 gr. 
acetylsalicylic  acid  (green  layer). 

Indications:  Zactirin  has  been  found  particu- 
larly effective  in  the  relief  of  low  back  pain 
and  pain  of  minor  traumatic  injuries,  joint 
pains  and  related  disorders  (arthritis,  bur- 
sitis, neuralgia,  synovitis,  etc.),  abdominal, 
perineal,  and  menstrual  pains,  and  post- 
operative and  dental  pains.  It  is  non- 
addicting and  does  not  have  any  of  co- 
deines’ undesirable  side  effects. 

Dosage:  For  moderate  to  moderately  severe 
pain,  2 Zactirin  tablets,  3 or  4 times  daily, 
is  the  suggested  routine  dose.  For  mild 
pain,  1 Zactirin  tablet  3 or  4 times  daily, 
may  suffice.  The  total  daily  dosage  should 
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not  exceed  8 tablets. 

Dosage  Form:  Tablets,  bottles  of  48. 

Source:  Wyeth  Laboratories. 

LEVOPHED  0.02% 

Description:  A new  dosage  form  of  the  potent 
vasoconstrictor  Levophed  (levarterenol) 
containing  0.02%  of  the  drug. 

Indications:  For  emergency  use  specifically 
as  an  intravenous  or  intracardiac  injection 
in  cases  of  sudden  heart  standstill. 

Dosage:  Heart  beat  has  been  restored  in  some 
cases  through  an  injection  of  from  one-half 
to  three-quarters  cc.  of  the  solution,  un- 
diluted. The  drug  is  injected  intravenously 
and  massaged  toward  the  heart.  If  the 
heart  beat  is  not  restored  almost  immed- 
iately, the  chest  is  opened  for  manrol  mas- 
sage. During  massage  a second  injection  of 
Levophed  into  the  right  ventricle  may  be 
given. 

Dosage  Form;  Two  cc.  ampuls  Levophed  is 
also  supplied  in  4 cc.  ampuls  of  0.2%  solu- 
tion which  are  administered  by  intraven- 
ous diffusion  after  dilution  to  1000  cc.  with 
5%  dextrose  solution. 

Source:  Winthrop  Laboratories. 

SUL-SPANTAB 

Description:  Sustained  release  tablets  of 
0.65  gm.  sulfaethylthiadiazole. 

Indications:  Indicated  in  the  treatment  of  a 
wide  range  of  respiratory,  urinary  and 
other  infections. 

Dosage:  In  severe  infections,  three  tablets 
every  twelve  hours,  in  all  urinary  tract  in- 
fections and  moderate  infections,  two  tab- 
lets every  twelve  hours;  in  prophylaxis, 
one  tablet  every  twelve  hours.  The  initial 
dose  should  be  twice  the  maintenance  dose. 

In  children  up  to  75  lbs.  the  companion 
preparation  Sul-Spansion  Liquid  should  be 
used. 

Dosage  Form:  Bottles  of  50  tablets  — Sul- 
Spansion  Liquid  in  8 fluid  oz.  bottles. 
Source:  Smith,  Kline  and  French. 

KANAMYCIN 

The  new  Japanese  antibiotic  kanamycin, 
reported  experimentally  effective  against 
tuberculosis  and  other  infections,  is  being 
produced  by  Bristol  Laboratories  for  clinical 
trial  in  the  United  States. 

Kanamycin  was  described  in  November  by 
its  discoverer.  Dr.  Hamao  Umezawa  of  Tokyo 
University  and  Japan’s  National  Institute  of 
Health,  in  an  address  before  the  Pasteur  Fer- 


mentation Centennial  held  at  the  Waldorf- 
Astoria  Hotel  by  Charles  Pfizer  & Co. 

Dr.  Umezawa  told  scientists  attending  the 
Centennial  that  preliminary  tests  had  shown 
kanamycin  to  be  less  toxic  than  either  neo- 
mycin or  streptomycin,  the  latter  of  which  is 
the  standard  antibiotic  now  used  in  tuber- 
culosis. 

The  Japanese  scientist  reported  that  in  ad- 
dition to  protecting  animals  against  tuber- 
culosis germs  resistant  to  other  drugs,  kana- 
mycin provided  protection  against  infection 
with  staphylococcus,  pneumococcus  (pneu- 
monia), and  typhoid  bacteria.  He  also  dis- 
cussed other  antibiotics  isolated  in  his  Tokyo 
laboratories,  which  are  credited  with  a large 
number  of  antibiotic  discoveries. 

In  announcing  U.  S.  production,  of  kana- 
mycin for  test  purposes,  Bristol  Laboratories 
noted  that  Dr.  Umezawa’s  comments  on  the 
new  antibiotic  were  based  on  tests  conducted 
in  Japan.  Kanamycin  is  at  present  under  in- 
tensive U.  S.  clinical  investigation  for  the 
treatment  of  a number  of  diseases. 

DARTAL  TABLETS 

Description:  Dartal  dihydrochloride  is  a new, 
single  chemical  substance,  with  the  generic 
name  of  thiopropazate  dihydrochloride  and 
the  chemical  description  of  l-(2-acetoxye- 
t h y 1 ) - 4 - [3-(2-chloro-10-phenothiazinyl)pro- 
pyljpiperazine  dihydrochloride. 

Indications:  On  low  dosages  Dartal  produces 
tranquilizing  effects  without  sedation  in  the 
following  disorders:  agitated  and  anxiety 
states  associated  with  insomnia,  anorexia, 
abnormal  excitement,  the  psychosomatic 
symptoms  of  organic  disorders  such  as  pep- 
tic ulcer,  cerebral  arteriosclerosis,  catatonic 
or  paranoid  schizophrenia,  neuroses,  psy- 
choses, acute  mania,  Huntington’s  chorea, 
barbiturate  addiction  and  alcoholism. 
Dosage:  The  recommended  dosage  for  anxiety 
tension  states,  psychosomatic  disorders  and 
other  neurosis  is  5 mg.  three  times  daily, 
and  for  psychotic  conditions  it  is  10  mg. 
three  times  daily.  These  respective  dosages 
should  be  individually  adjusted  upward  or 
downward,  according  to  the  needs  and  re- 
sponse of  the  patient,  in  units  of  5 or  10 
mg.  at  intervals  of  three  or  four  days. 
Dosage  Form:  Tablets,  5 mg.,  bottles  of  50  and 
500  and  Tablets,  10  mg.,  bottles  of  50  and 
500. 

Source:  G.  D.  Searle  and  Company. 


— 35  — 


SOUTH  DAKOTA 


THE  PRESCRIPTION  PHARMACIST 
TODAY— 

(Continued  from  Page  26) 
cent  are  “very  well”  satisfied,  and  another  49 
per  cent  are  “fairly  well”  satisfied.  Moreover, 
most  of  the  pharmacists  are  optimistic  about 
their  financial  futures.  Only  22  per  cent 
expect  to  be  making  under  $7,500  five  years 
from  now,  while  62  per  cent  expect  to  be 
making  more  than  that  amount.  The  other 
16  per  cent  either  will  be  retired  in  five  years 
or  don’t  choose  to  make  a prediction  so  far 
in  advance. 


THE  NEW  ERA  IN  MEDICAL  RESEARCH— 

(Continued  from  Page  32) 
sease  that  the  American  people  expect. 

One  last  word.  Let  us  remember,  as  we 
think  about  some  of  these  problems,  that  I 
have  plucked  them  out  of  their  context  in 
order  to  get  an  objective  look  at  them  for 
policy  considerations.  Now  for  a moment  I 
would  like  to  ask  you  to  put  them  back.  You 
will  see  that  what  I have  been  talking  about, 
really,  are  better  ways  to  avert  human  suf- 
fering and  death,  not  just  for  those  other 
people  in  the  morbidity  and  mortality  tables, 
but  for  your  wife  and  mine,  your  children 
and  mine;  maybe  for  you  and  for  me. 


mams  //ymm 

INSURANCE  COMPANY  OF  IOWA 


MARKS  ANOTHER  YEAR 

In  Our  MutualAssociation 

For  Progress  Together 

1958  As  we  at  Druggists'  Mutual  look  forward  to  our  'half-century'  milestone  next  year, 
_ are  able  to  point  with  satisfaction  to  the  many,  many  policyholders  we  have 

I VDO  served  over  our  49  years  as  a specialized  druggists'  and  professional  men's  insurance 

1958  company. 

_ In  fact,  there  are  literally  hundreds  of  splendid  drug  store  establishments  who  have 

I ✓ JO  been  'with  us'  over  these  years. 

1958  So  as  the  year  1958  unfolds,  we  at  Druggists'  Mutual  renew  our  pledge  to  supply 
_ you  with  efficient  insurance  protection,  coupled  with  welcome  dividend  savings  and 

I yjO  the  personal  type  of  service  that  has  always  called  to  mind:  "Druggists'  Mutual". 

HOME  OFFICES 
ALGONA,  IOWA 


All  Policies  Non-Assessable 
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PROFESSIONAL 
FRATERNITY  CHAPTER 
BEING  ORGANIZED  AT 
STATE  COLLEGE 

A chapter  of  the  Kappa  Psi 
Pharmaceutical  Fraternity  is 
being  organized  by  students 
of  the  Division  of  Pharmacy, 
South  Dakota  State  College. 
Kappa  Psi  is  one  of  the  na- 
tional professional  frater- 
nities in  pharmacy.  Currently 
there  are  forty-nine  col- 
legiate chapters,  twenty-two 
graduate  chapters  and  a 
membership  of  over  twenty 
thousand  pharmacists  and 
pharmacy  students. 

Charter  members  of  the 
State  College  chapter  are 
Donald  A.  Christopherson, 
Bath;  Harold  L.  Doeden,  Ful- 
da, Minn.;  Merlin  R.  Juene- 
man,  Adrian,  Minn.;  Richard 
M.  King,  Rapid  City;  Larry 
B.  Leighton,  Rutland;  Nor- 
val  G.  Luke,  Brookings;  An- 
ton E.  Melin,  St.  Paul,  Minn.; 
Paul  E.  Noll,  Aberdeen;  Cor- 
nelius C.  O’Hearn,  Worthing- 
ton, Minn.;  Vernon  Olson, 
Brookings;  Glenn  R.  Reecy, 
Brewster,  Minn.;  Richard  L. 
Robbins,  Howard;  Jim  W. 
Roemen,  Rock  Rapids,  Iowa; 
Stanley  M.  Shaw,  Parkston; 
Darryl  D.  Steering,  Water- 
ville,  Minn.;  James  A.  Thor- 
son,  Brookings;  John  R.  Ul- 
stad,  Brookings;  Kenneth  W. 


Urquhart,  Brookings;  Jack 
D.  Winder,  Britton;  Dean 
Floyd  J.  LeBlanc;  Professor 
Clark  T.  Eidsmoe;  and  Pro- 
fessor Guilford  C.  Gross. 

Also,  present  members  of 
Kappa  Psi  who  are  sponsor- 
ing the  organization  of  the 
chapter  are  Jack  Vesely, 
Junior  pharmacy  student 
from  Algonquin,  Illinois,  and 
Professors  Harold  Bailey, 
Kenneth  Redman  and  Ner- 
val Webb.  Dr.  Webb  has 
been  selected  as  faculty  ad- 
visor to  the  new  group. 

Founded  in  1879,  the  or- 
ganization was  at  first  a joint 
medical-pharmaceutical  fra- 
ternity with  chapters  being 
chartered  in  both  medical 
and  pharmacy  schools  and 
colleges.  In  1924,  by  mutual 
agreement,  members  of  both 
professions  decided  that  the 
Fraternity  should  separate 
into  two  distinct  organiza- 
tions, one  for  the  medical 
students  and  one  for  the 
pharmacy  students.  The 
pharmacy  division  retained 
the  name  “Kappa  Psi”  and 
the  medical  division  adopted 
the  name  “Theta  Kappa  Psi.” 

In  announcing  the  organ- 
ization of  the  chapter  at 
State  College,  Dr.  Webb  said, 
“We  feel  that  the  establish- 
ment of  a chapter  of  Kappa 
Psi  at  the  Division  of  Phar- 


macy, South  Dakota  State 
College  will  bring  about 
closer  professional  relation- 
ships among  the  men  en- 
rolled in  pharmacy.  The  ob- 
jectives of  the  fraternity  in- 
clude the  support  and  active 
participation  in  all  projects 
which  will  advance  the  pro- 
fession and  the  development 
of  industry,  sobriety  and  fel- 
lowship among  pharmacy 
students  while  fostering  high 
ideals,  scholarship  and  phar- 
maceutical research.” 


LUNSFORD 
RICHARDSON 
PHARMACY  AWARDS 

The  Vick  Chemical  Com- 
pany has  announced  that 
applications  may  be  made 
for  the  Lunsford  Richardson 
Pharmacy  Awards  for  senior 
and  graduate  students  in 
pharmacy. 

Eight  $500  awards  and  six- 
teen $100  awards  will  be 
given  to  senior  and  graduate 
students  of  pharmacy  in  each 
of  four  different  regions  of 
the  United  States  for  the  best 
papers  on  any  of  the  selected 
subjects  listed. 

Cash  awards  of  equal 
amounts  will  be  given  to 
schools  attended  by  winning 
students  in  each  region. 
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SOUTH  DAKOTA 


Honorable  mention  awards 
of  $100  each  will  be  made  to 
two  undergraduate  and  two 
graduate  students  in  each  of 
four  regions  who  submit  the 
next  best  papers. 

The  awards  were  estab- 
lished in  honor  of  Lunsford 
Richardson  (1854-1919),  foun- 
der of  the  Vick  Chemical 
Company,  and  his  son  Luns- 
ford (1891-1953),  who  became 
President  and  later  Chair- 
man of  the  Board  of  Direc- 
tors of  the  Company.  The 
winners  of  the  awards  will 
be  announced  about  June  1, 
1958. 

The  purpose  of  the  Luns- 
ford Richardson  Pharmacy 
Awards  is  to  encourage  and 
stimulate  the  senior  and 
graduate  student: 

1.  To  explore  and  investi- 
gate current  problems  of 
pharmacy. 

2.  To  summarize  and  pre- 
sent their  findings  for  the 
benefit  of  other  students  and 
investigators. 

3.  To  broaden  the  scope  of 
their  interest  in  the  profes- 
sion of  pharmacy. 

Students  may  submit  a 
paper  on  one  of  the  following 
subjects: 

UNDERGRADUATES 

What  can  L as  a phar- 
macist, do  to  practice  and  to 
promote  pharmaceutical 
ethics?  This  subject  may  in- 
clude a part  or  all  of  the  fol- 
lowing topics  or  related 
topics  not  included  here  .... 
extent  and  use  of  the  phar- 
macisfs  professional  knowl- 
edge; the  pharmacist’s  obli- 
gation to  recruit  students  in- 
to pharmacy;  membership, 
participation,  and  responsi- 
bility in  organization  activ- 
ities; duty  to  compound  and 
dispense  prescriptions  as 
written;  need  for  cooperating 


with  colleagues  and  censur- 
ing unethical  practices. 

How  can  I,  as  a pharmacist, 
improve  my  professional 
status  as  a member  of  the 
health  team?  This  subject 
may  include  a part  of  all  of 
the  following  topics  or  re- 
lated topics  not  included 
here  ....  working  with  the 
allied  health  professions  (re- 
fusal to  prescribe,  to  diag- 
nose, or  to  discuss  therapeu- 
tic effect  of  the  prescription 
with  patients,  unfair  pres- 
cription pricing);  participat- 
ing in  programs  to  inform 
the  public  of  health  needs 
and  disease  control;  and 
helping  local  agencies  to  en- 
fore  laws  related  to  health 
and  sanitation. 

GRADUATES 

Any  paper  submitted  as  a 
thesis  or  a portion  thereof  in 
partial  fulfillment  of  the  re- 
quirements leading  to  a grad- 
uate degree  in  Pharmaceu- 
tical Chemistry,  Pharma- 
cology, Pharmacognosy, 
Pharmacy,  or  Pharmaceu- 
tical Administration;  or  a 
paper  written  on  the  basis  of 
original  research. 

All  manuscripts  will  be 
considered  by  the  judges  on 
the  basis  of:  (1)  New  thoughts, 
concepts  or  ideas  pertaining 
to  the  subject  selected.  (2) 
Originality  of  viewpoint  of 
the  material  submitted  and 
its  appropriations.  (3)  Clar- 
ity of  expression  and  effec- 
tive arrangement  of  material 
presented. 

The  following  judges,  each 
prominent  in  the  field  of 
pharmacy,  will  impartially 
select  the  prize-winning 
manuscripts:  Undergraduate 
Papers  — George  F.  Archam- 
bault,  D.Sc.,  Past  President, 
American  Society  of  Hos- 
pital Pharmacists;  Madeline 


Oxford  Holland,  D.Sc.,  Ed- 
itor, American  Professional 
Pharmacist;  Thomas  D. 
Rowe,  Ph.D.,  Dean,  College 
of  Pharmacy,  University  of 
Michigan.  Graduate  Papers 
— Samuel  W.  Goldstein, 
Ph.D.,  Director,  American 
Pharmaceutical  Association 
Laboratory;  Melvin  W. 
Green,  Ph.D.,  Director  of 
Educational  Relations,  Amer- 
ican Council  on  Pharmaceu- 
tical Education;  and  Louis  C. 
Zopf,  D.Sc.,  Dean,  College  of 
Pharmacy,  State  University 
of  Iowa. 

PHARMASCOOPS 

Ray  Mazourek  formerly 
manager  of  the  Danks  Phar- 
macy at  Lake  Andes  has  ac- 
cepted a position  as  adminis- 
trator of  the  hospital  at  Wag- 
ner, South  Dakota.  The 
Danks  Pharmacy  was  closed 
December  1 as  a Registered 
Pharmacy  and  will  be  oper- 
ated by  Mrs.  Danks  in  the 
future  as  the  Danks  Sundry 
Store. 

The  Canistota  Drug  Store 
has  been  sold  to  Gerald 
Smith.  Mr.  Smith  formerly 
managed  the  Sioux  Valley 
Hospital  Pharmacy  and  had 
owned  stores  at  Hecla  and 
Veblen.  Bob  Meyer  will 
assist  in  the  management  of 
the  pharmacy. 

The  Sioux  Falls  Pharma- 
ceutical Association  held  its 
regular  monthly  meeting 
Nov.  13  at  the  Y.M.C.A. 
Among  other  topics  brought 
up  was  a Christmas  Party 
which  would  include  hus- 
bands, wives,  and  dates.  Also 
discussed  was  the  giving  of 
Copies  between  Drug  Stores. 
Pat  Lind  was  elected  Treas- 
urer. The  Association  will 
now  meet  regularly  on  the 
[ second  Wed.  of  each  month. 
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• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteciin-V  is  sodium-free 


i 

I 


Capsules  (250  mgr./250,000  u.),  bottles 
of  16  and  100.  Half-Strength  Capsules 
(125  mg./125,000  u.).  bottles  of  16 
and  100.  Suspension  (125  mg’./125,000 
u.),  2 02.  bottles.  Pediatric  Drops  (lOO 
in?./100,000  u.),  10  cc.  dropper  bottles. 


Squibb 

m 


Squibb  Quality— 
the  Priceless  Ingredient 


for  “built-in”  safety,  Mysteclin -V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  w'ho  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


25  PATIENTS  ON 

TETRACYCLINE  ALONE 

25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 

Before  therapy 

After  seven  days 
of  therapy 

Before  therapy 

After  seven  days 
of  therapy 

« # # ® # 

• « « • « 

♦ # ® ® 

• • • • 

• • • # • 

• » # • • 

# « @ ® @ 

• • • • • 

• • # » 0 

« • ® • • 

• • • o • 

e • • ^ • 

» » • # # 

• • • • • 

• • • • • 

• • • • • 

• • • • • 

Monilial  overgrowth  (rectal  swab)  S None  S Scanty  S Heavy 

Childs,  A.  J.:  British  M.  J.  1:660  1956. 


•MYSTECLIN, ••  'MYCOSTATIN AND  •SUMYCIN' 


<aOEMARKS 


why  Oiihetaneis  the  best  reason  yet  for  you  to  re-examine 
the  antihistamine  you’re  now  using  »Milligram  for  milligram, 


DIMETANE  potency  is  unexcelled,  dimetane  has  a therapeutic  index  unrivaled  by  an] 
other  antihistamine— a relative  safety  unexceeded 
by  any  other  antihistamine,  dimetane,  even  in  very 
low  dosage,  has  been  effective  when  other  antihis- 
tamines have  failed.  Drowsiness,  other  side  effects 
have  been  at  the  very  minimum. 


» unexcelled  antihistaminic  action 


Diagnosis 

No.  of 
Patients 

Response 

Side  Effects  II 

Excellent 

Good 

Fair 

Negative 

Allergic 

rhinitis  and  vaso* 
motor  rhinitis 

30 

14 

9 

5 

2 

Slight  Drowsiness  (3)  ■ 

Urticaria  and 
angioneurotic 
edema 

3 

t 

I 

I 

Dizzy  (1)  1 

Allergic 

dermatitis 

2 

1 

1 

Slight  Drowsiness  (2)  1 

Bronchial  aslhma 

1 

1 

Pruritus 

I 

1 

Total 

37 

15 

13 

7 

2 

Drowsiness  (5)  w W 
Dizzy  (1) 

Dimetaj^^xteMab^ludie^Hhre^nvesUgators^^rlhei^Iinicannvesti^lion^il^^reporledascompI^ 


OIMETANE  IS  PARABROMDYLAMINE  MALEATE  - EXTENTABS  12  MG., TABLETS  4 MG.,  ELIXIR  2 MG.  PER  5 CC. 


I blanket  of  allergic  protection,  covering  10-12 
lours  — with  just  one  Dimetane  Extentab  »dimetane 
iJxtentahs  protect  patient  for  10-12  hours  on  ons  tablet. 

Periods  of  stress  can  be  easily  han- 
dled with  supplementary  DIMETANE 
Tablets  or  Elixir  to  obtain  maxi- 
mum coverage. 

A.  H.  ROBINS  CO.,  INC. 


Dosage: 

Adults— One  or  two  i-mg.  tabs, 
or  two  to  four  teaspoonfuls 
Elixir,  three  or  four  times  daily. 
One  Extentab  q.8-12  h. 

or  twice  daily. 
Children  over  6— One  tab, 
or  two  teaspoonfuls  Elixir  t.i.d. 
or  q.i.d.,  or  one  Extentab  q.l2h. 

Children  S-6—V2  tab. 
or  one  teaspoonful  Elixir  t.i.d. 


Richmond,  Virginia  | Ethical  Pharmaceuticals  of  Merit  Since  1878 


14 


Reviews  of  ataraxic  therapy  commonly  divide  the  available  tranquilizers  into  three 
main  categories:  the  rauwolfia  derivatives;  the  phenothiazine  compounds;  and  a 
smaller  group  of  agents  which  are  lumped  together  for  the  sake  of  convenience 
rather  than  because  of  any  common  characteristic. 


As  a result,  one  significant  fact  is  often  overlooked:  ATARAX  (hydroxyzine)  does 
not  fit  into  any  of  these  three  categories.  Indeed,  by  any  logical  criterion,  it 
belongs  in  a class  by  itself. 


1.  ATARAX  is  chemically  unique.  It  differs  from  any  other  tranquilizer  now  avail- 
able, not  in  minor  molecular  rearrangements  but  in  basic  structure. 


2.  ATARAX  is  therapeutically  different.  ATARAX  is  characterized  by  unique  cerebral 
specificity.  On  ATARAX,  the  patient  retains  full  consciousness  of  incoming  stimuli 
—their  nature  and  their  intensity-but  his  reactions  are  those  of  a well-adjusted 
person.  He  is  neither  depressed  nor  torpid,  and  his  reflexes  remain  normal,  as  does 
cortical  function.  Thus  ATARAX  induces  a calming  peace-of-mind  effect  without 
disturbing  mental  alertness. 


3.  ATARAX  is,  perhaps,  the  safest  ataraxic  known.  It  is  outstandingly  well  tolerated. 
Every  clinical  report  confirms  this  fact.*  After  more  than  150  million  doses,  there 
has  not  been  a single  report  of  toxicity,  blood  dyscrasia,  parkinsonian  effect,  liver 
damage,  or  habituation. 


4.  ATARAX  is  unusually  flexible.  This  lack  of  toxicity  makes  it  possible  to  adjust 
ATARAX  dosage  to  virtually  any  patient  need.  In  the  lowest  range,  children  respond 
well  to  10  mg.  or  one  teaspoonful  of  syrup  t.i.d.,  while  anxious  adults  usually  are 
treated  with  25  mg.  q.i.d.  Yet,  if  needed,  the  dosage  can  safely  be  raised:  in  more 
severe  disturbances,  dosages  up  to  1,000  mg.  daily  have  been  administered  without 
adverse  reactions. 


In  reviewing  your  own  experience  with  tranquilizers,  remember  that  ATARAX  is  in 
a class  by  itself;  that  you  cannot  judge  it  by  your  results  with  any  other  drug.  To  get 
to  know  ATARAX  at  first  hand,  prescribe  it  for  the  next  four  weeks  whenever  a 
tranquilizer  is  indicated.  See  for  yourself  how  it  compares. 


‘Documentation  on  request 


ATARAX 


pe;ice  OF  MIND  ;it;ir;ix' 


(brand  of  hydroxyzine) 


in  any 

hyperemotive 

state 


for  childhood  behavior  disorders 

10  mg.  tablets— 3-6  years,  one  tab- 
let t.i.d.;  over  6 years,  two  tablets 
t.i.d.  Syrup— 3-6  years,  one  tsp. 
t.i.d.;  over  6 years,  two  tsp.  t.i.d. 

for  adult  tension  and  anxiety 

25  mg.  tablets -one  tablet  q.i.d. 
Syrup— one  tbsp,  q.i.d. 


Medical  Director 


for  severe  emotional  disturbances 

100  mg.  tablets— one  tablet  t.l.d. 


for  adult  psychiatric  and  emotional 
emergencies 

Parenteral  Solution— 25-50  mg. 
(1-2  cc.)  intramuscularly,  3-4 
times  daily,  at  4-hour  intervals. 
Dosage  for  children  under  12  not 
established. 


Supplied;  Tablets,  bottles  of  100.  Syrup, 
pint  bottles.  Parenteral  Solution,  10  cc. 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


■ Relieves  cough  quickly  and  thor- 
oughly ■ Effect  lasts  six  hours  and 
longer,  permitting  a comfortable 
night’s  sleep  ■ Controls  useless 
cough  without  impairing  expecto- 
ration ■ rarely  causes  constipation 

■ And  pleasant  to  take 


Syrup  and  oral  tablets.  Each  teaspoon- 
ful or  tablet  of  Hycodan*  contains  5 mg. 
dihydrocodeinone  bitartrate  and  1.5  mg. 
Mesopin.t  Average  adult  dose;  One  tea- 
spoonful or  tablet  after  meals  and  at 
bedtime.  May  be  habit-forming.  Avail- 
able on  your  prescription. 
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THESE  DIETS  CAN 

HEEP  YOU  MANAGE 
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Upon  your  request,  The 
Armour  Laboratories  will 
be  pleased  to  send  you  a 
complimentary  supply  of 
1800  and  2400  calorie  diets 
. . . low  in  carbohydrate  and 
high  in  unsaturated  fats  . . . 
intended  for  use  in  conjunc- 
tion with  ARCOFAC,  the 
Armour  preparation 
designed  to  lower  elevated 
blood  cholesterol. 


Arcofac  need  be 

taken  only  once  a day  . . . 
in  relatively  small 
amounts  . . . and  allows 
the  patient  to  eat 
a balanced,  nutritious 
and  palatable  diet. 


Each  tablespoonful  of 
ARCOFAC  emulsion 
contains: 

Linoleic  acid*.  . . . 6.8  Gm. 

Vitamin  Be 0.6  mg. 

Mixed  tocopherols 

(Vitamin  E) . . . . 11.5  mg. 

*derived  from  safflower  oil  which 
contains  the  highest  concentra- 
tion of  unsaturated  fatty  acids 
of  any  commercially  available 
vegetable  oil. 


Arcofac 


is  available 


in  bottles  of  12  fluid  ounces. 


THE  ARMOUR 


LABORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 
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Ask  to  see  the  new 


WELCH  ALLYN 


No.  777  "Professional" 

FLASHLIGHT 


A Better  Case  for 
Better  Instruments  by 

WELCH  ALLYN 

This  is  Welch  Allyn’s  new  No.  23  polyethy- 
lene one  piece  molded  case  for  otoscope-ophthal- 
moscope sets.  Can  be  washed  or  sterilized  with 
standard  germicides,  extremely  compact  and 
practically  indestructible.  Holds  Welch  Allyn 
operating  or  diagnostic  otoscope  attached  to 
medium  battery  handle  ready  for  use,  plus  any 
WA  ophthalmoscope  head,  spare  lamps  and  5 
otoscope  specula.  Available  separately  for  use 
with  existing  Welch  Allyn  sets  with  medium 
handle  or  as  part  of  complete  new  sets. 

No.  23  Polyethylene  Cose  only $5.00 

KREISER’S  INC. 

SURGICAL  DIVISION 

Minnesota  Ave.  & 21st  St.  Sioux  Falls 


When  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 

in  spastic 
and  irritabie  coion 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Mcprobamat©  {400  mg.)  the  most  widely  prescribed  tranquilizer. . . helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

•Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
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NEW 

ISUPREL 


orally  for 

dependable  prophylaxis- 
sublingually  for 
fast  relief 
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FRANOt"' 


ASTHMATIC- 

but  cheerful  instead  of  fearful 

New  Isuprel-Franol  tablets  bring 
round-the-clock  relief  plus  emergency 
help  against  sudden  attack.  Anxiety 
stops  when  patients  know  they’ll  get 
relief  in  60  seconds  — relief  that  con- 
tinues for  four  hours  or  more. 

Isuprel  HCl  (10  mg.  for  adults,  5 mg. 
for  children) , the  most  potent  broncho- 
dilator  known,  makes  up  the  outer 
coating.  In  a sudden  attack,  the  patient 
puts  the  tablet  under  his  tongue.  Relief 
starts  in  60  seconds.  A unique  feature 
is  the  “flavor-timer.”  As  the  Isuprel  is 
absorbed  a lemon  flavor  appears.  When 
it  disappears — about  five  minutes  later 
— the  patient  swallows  the  tablet. 

An  unexcelled  combination  for  pro- 
longed bronchodilatation  makes  up  the 
Isuprel-Franol  core:  benzylephedrine 
HCl  (32  mg.).  Luminal®  (8  mg.)  and 
theophylline  (130  mg.) . Swallowed,  the 
tablet  works  for  four  hours  or  more. 

Isuprel-Franol  tablets  are  “. . . effec- 
tive in  controlling  over  80%  of 
patients  with  mild  to  moderate 
attacks  of  asthma.”^ 

1.  Fromer,  J.  L..  and  DeRisio, 

V.  J. : Lakey  Clin.  Bull.  10 :45, 

Oct.-Dcc.,  1956. 


LABORATORIES 
New  York  18,  N.  Y. 


ISUPREL-FRANOL 

tablets  (Isuprel  HCl  10  mg.) 
for  adults; 

ISUPREL-FRANOL 

Mild  tablets  (isuprel  HCl 
5 mg.)  for  children: 

One  tablet  every  three  or 
four  hours  taken  orally  for 
continuous  control  of  bron- 
chospasm  in  chronic  asthma. 
One  tablet  taken  sublingual- 
ly for  sudden  attack.  “Fla- 
vor-timer” signals  when 
patient  should  swallow. 
Bottles  of  100  tablets. 


*‘Flavor-timer'*  signals  patients 
when  to  swallow  tablets 


ISUPREL 

Immediate  effect  sublingually- 
for  emergency  use 


LEMON  “FLAVOR-TIMER" 

Disappearance  of  flavor  is  the 
signal  to  swallow 

( Theophylline 
FRANOL  J Luminal 

( Benzylephedrine 
Sustained  action  — reduces  fre- 
quency and  intensity  of  attacks 


ISUPREL  (BRAND  OF  ISOPROTERENOL),  FRANOL  AND  LUMINAL  (BRAND  OF  PH  ENOB  ARBI  T AL) , TRADEMARKS  REG.  U.  S.  PAT.  OFF. 
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See  anybody  here  you  know,  Doctor? 


Fm  just  too  much 


AM  PLUS’ 


for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


Fm  too  little 


STIMAVITE’ 

stimulates  appetite  and  growth 

vitamins  Bi,  Be,  B12,  C and  L-lysine 


I’m  simply  two 


OBRON® 

a nutritional  buildup  for  the  OB  patient 

OBRON® 

HEMATINIC 

when  anemia  complicates  pregnancy 


And  I’m  getting  brittle 


rm 


NEOBON^ 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 
Fll  never  make  it  up 
that  high 


ROETINIC 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA®  PLUS 

when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


(Prescription  information  on  request) 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc, 
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I 

1 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

MARCH  4,  5,  6 and  7, 1958 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on  subjects  of  interest  to  both 
general  practitioner  and  specialist 

Panels  on  Timely  Topics  Daily  Teaching  Demonstrations 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Exhibits 

Medical  Color  Telecasts 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on 
the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservations 
at  the  Palmer  House. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE' 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  {^00  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .with  PATHILON  {25  Tng.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

•Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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For  Speedier  Return  To  Normal  Nutrition 


and  the  Protein  Need 


in  Renal  Disease 


opinion  holds  that  during  the  nephrotic 


state — provided  the  kidneys  are  capable  of  excreting 
nitrogen  in  a normal  manner — the  patient  should  be 
given  a diet  high  in  protein  (1.5  to  2 grams  per  kilogram 
of  body  weight  daily) . The  purpose  of  such  a diet  is  to 
replace  depleted  plasma  protein  and  to  increase  the 
colloidal  osmotic  pressure  of  the  blood. 

Sharp  restriction  of  dietary  salt  appears  indicated 
only  in  the  presence  of  edema,  but  moderate  restriction 
is  usually  recommended. 

Lean  meat  is  admirably  suited  for  the  diets  pre- 
scribed in  most  forms  of  renal  disease.  It  supplies  rela- 
tively large  amounts  of  high  quality  protein  and  only 
small  amounts  of  sodium  and  chloride.  Each  100  Gm. 
of  unsalted  cooked  lean  meat  (except  brined  or  smoked 
types)  provides  approximately  30  Gm.  of  protein,  and 
only  about  100  mg.  of  sodium  and  75  mg.  of  chloride. 

In  addition  to  its  nutritional  contributions  meat 
fulfills  another  advantageous  purpose:  It  helps  make 
meals  attractive  and  tasty  for  the  patient  who  must 
rigidly  adhere  to  a restricted  dietary  regimen. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 
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. . . and  may  we 
remind  you  that 
a glass  of  beer 
can  make  high 
protein  diets 
more  palatable? 


The  High 

Protein  Diet 


Meat,  of  course,  is  an  outstanding  source  of 
protein,  but  it  can  easily  be  reinforced  with 
other  protein  foods.  For  instance,  a fluffy 
omelet  folded  over  penny-sliced  frankfurters, 
ground  cooked  meat,  flaked  fish  or  cheese  is 
both  tempting  and  economical. 

A green  salad  topped  generously  with  shoe- 
strings of  meat  and  cheese  carries  its  weight  in 


protein.  Cottage  cheese  for  extra  protein  is 
especially  tasty  in  a salad  or  as  a spread  on 
dark  bread.  An  egg  white  whipped  into  fruit 
juice  makes  a frothy  flip— and  fruit  and  cheese 
for  dessert  give  a big  protein  boost.  For 
variety’s  sake  a frosty  glass  of  beer*  adds  zest 
to  any  meal  as  well  as  protein  to  the  diet. 

^Protein  0.8  Gm.;  Calories  104/8  oz.  glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 


If  you’d  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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respiratory 


relief  in  minutes 


congestion 
. . lasts  for 


(!ra[ly 

hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

•Morrison,  L.  F.;  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 

Each  double-dose  “timed-release”  triaminic 

Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 


Pyrilamine  maleate 25  mg. 

Pheniramine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  afternoon,  and 
in  the  evening  if  needed. 


Each  double-dose  *‘timed-release** 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours — 
provides  *‘around-the-clock** 
freedom  from  congestion  on 
just  three  tablets  a day 


disintegrates  to  give  3 to  4 
more  hours  of  relief 


Also  available;  Triaminic  Syrup,  for  children  and 
those  adults  who  prefer  a liquid  medication. 


Triaminic 


timed-release" 

tablets 


running  noses . . 


0''n>d  open  stuffed  noses  orally 


SMITH-DORSEY  . a division  of  The  Wander  Company  . Lincoln,  Nebraska  • Peterborough,  Canada 


n6W  for  angina 


ATARA)& 


(PEKTACftYTHRITOL  TETRAfUTRATE)  <KrOROXV2INt) 


links 

freedom  from 
anginal  attacks 


with  a shelter  of 
tranquility 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac 
invalidism.  These  are  the  pathways  of 
angina  patients.  For  fear  and  pain  are  inexorably 
linked  in  the  angina  syndrome. 


New  York  17,  New  York 

Division,  Chas.  Pfizer  if  Co.,  Inc. 


For  angina  patients —perhaps,  the  next  one  who 
enters  your  office— won’t  you  consider  new 
CARTRAx?  This  doubly  effective  therapy  combines 
PETN  (pentaerythritol  tetranitrate)  for  lasting 
vasodilation  and  atarax  for  peace  of  mind. 

Thus  CARTRAX  relieves  not  only  the  anginal  pain 
but  reduces  the  concomitant  anxiety. 

Dosage  and  supplied:  begin  with  1 to  2 yellow  cartrax 
“10”  tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times 
daily.  When  indicated,  this  may  be  increased  for  more 
optimal  effect  by  switching  to  pink  cartrax  “20”  tablets 
(20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience,  write 
“cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 
cartrax  should  be  taken  30  to  60  minutes  before  meals,  on 
a continuous  dosage  schedule.  Use  petn  preparations 
with  caution  in  glaucoma. 

“Cardiac  patients  who  show  significant  manifestations  of 
anxiety  should  receive  ataractic  treatment  as  part  of  the 
therapeutic  approach  to  the  cardiac  problem."^ 

1.  Waldman,  S.,  and  Pelner,  L.:  Am.  Pract.  & Digest  Treat.  5:1075  (July)  1957. 
•trademark 
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FROM  THE  GRAY  FLANNELS 

Twin  gold  medals  citing  the  laboratory  and 
physician  which  have  done  the  most  during 
the  year  to  further  public  health  in  Mexico 
have  been  awarded  to  Mead  Johnson  de 
Mexico,  S.  A.,  and  the  founder  of  the  Mexican 
Academy  of  surgery,  Dr.  Jose  Aguilar  Al- 
varez. 

EVERY  WOMAN 

The  pharmaceutical  house  and  Dr.  Alvarez 
were  the  first  to  win  these  new  annual 
awards,  known  as  the  Dr.  Jimenez  medals, 
of  the  Fundacion  Medico-Farmaceutica.  Presi- 

WHO  SUFFERS 

dent  Ruiz  Cortines  of  Mexico  made  the  pre- 
sentations to  A.  J.  Torrey,  president  of  Mead 
Johnson  de  Mexico,  an  dthe  physician  at  an 

IN  THE 

awards  dinner  this  month  (November)  in 
Mexico  City. 

MENOPAUSE 

. DESERVES 

A new  synthetic  corticosteroid  hormone 
with  greater  potency  and  with  less  tendency 
to  produce  undesirable  side  effects  is  now 
available  to  the  medical  profession,  it  was 

"premarin: 

announced  by  The  Upjohn  Company. 

A derivative  of  prednisolone,  indications 

widely  used 

for  the  new  steroid  are  the  same  as  those 
for  the  parent  compound.  These  include 
rheumatic  diseases,  allergic  diseases,  general- 

natural^  oral 

ized  dermatoses  with  an  allergic  component, 
acute  occular  inflammatory  disease  and  other 
diseases  responsive  to  anti-inflammatory  cor- 
ticosteroids such  as  adrenogenital  syndrome, 
nephrosis,  ulcerative  colitis  and  leukemia. 

estrogen 

Chronic  constipation  was  successfully  alle- 
viated and  a return  to  normal  bowel  habits 
initiated  by  a new  combination  of  a peristal- 
tic stimulant  and  a stool  softener  in  70  per 
cent  of  patients  included  in  a recent  clinical 
study. 

The  study,  conducted  by  Dr.  A.  Compton 
Broders,  Jr.  of  the  Scott  and  White  Clinic, 
Temple,  Tex.,  was  reported  in  the  American 
Journal  of  Digestive  Diseases. 

The  new  agent  is  Peri-Colace,  a synergistic 
combination  of  Colace  (dioctyl  sodium  sul- 
fosuccinate.  Mead  Johnson)  and  Peristim 
(purified  and  standardized  glycosides  of  cas- 
cara.  Mead  Johraon). 

AYERST  LABORATORIES 

New  York,  N.  Y.  • Montreal,  Canada 

5645 
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How  +o  wiv^ 'friends  ... 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
25^  Bottle  of  48  tablets  (IM  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAY  EH  COMPANY  DIVISION 

of  sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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in  bronchial  asthma  and  respiratory  allergies 


specify  the  buffered  ‘‘predni-steroids” 
to  minimize  gastric  distress 


I 


combined  steroid-antacid  therapy . . 


‘Co-Deltra’  or  ‘Co-Hydel- 
tra’  provides  all  the  bene- 
fits of  “predni-steroid” 
therapy  and  minimizes  the 
likelihood  of  gastric  distress 
which  might  otherwise  im- 
pede therapy.  They  provide 
easier  breathing — and 
smoother  control — in  bron- 
chial asthma  or  stubborn 
respiratory  allergies. 

SUPPLIED:  Multiple  Compressed 
Tablets  ‘Co-Deltra’  or  ‘Co-Hy- 
deltra’  in  bottles  of  30,  100,  and 
500. 


Multiple 

Compressed 

Tablets 


2.5  mg.  or  5.0  mg. 
of  prednisone  or 
prednisolone,  plus 
300  mg.  of  dried 
aluminum 
hydroxide 
gel  and  50  mg. 
of  magnesium 
trisilicate. 


(Prednisone  buffered) 


(Prednisolone  buffered) 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO..  INC. 
PHILADELPHIA  J.  PA. 


•CO-DELTRA’  and  ’CO-HYDELTRA’  are 
reoislered  trademarks  of  Merck  & Co..  iNC. 
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“WRAP  UP” 


DOESN'T  COST... 


Sales  and  Profits 


December  is  a busy  month  for  pharmacists.  In  addition  to  the 
Christmas  merchandising  rush,  more  prescriptions  are  filled  in 
December  than  in  any  other  month  of  the  year.  One  particular 
item  you  will  find  enjoying  unprecedented  demand  this  month 
is  a relatively  new  prescription  leader — ‘V-Cillin  K.’* 

Ask  our  salesman  to  check  your  stock  of  ‘V-Cillin  K’  regularly 
so  that  you  can  wrap  up  every  sale  with  a minimum  of  incon- 
venience. For  quick,  dependable  service,  send  your  orders  to  us. 


*‘V-Cillin  K’  (Penicillin  V Potassium,  Lilly) 


WE 


ARE  A 


DISTRIBUTOR 


BROWN  DRUG  COMPANY 


Sioux  Falls,  South  Dakota 


when  anxiety  and  tension  "erupts” in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 

PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . "With  PATH  ILON  (25  mg^  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

•Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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ysi 

POLYSPORIN- 


brand 

POLYMYXIN  B-BACITRACIN  OINTMENT 


^ kdm  h/mji-^beSmc 


'hUfUm(0Ky 


For  topical  use:  in  V%  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/«  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  V. 
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To  cut  daytime  lethargy 
(and  j^rauwolfia  potency) 
in  treatment 
of  hypertension: 


Additional  clinical  evidence'  supports 
the  view  that  Harmonyl  offers  full 
rauwolfia  potency  coupled  with  much 
i less  lethargy.  In  a new  comparative 
: study  Harmonyl  was  given  at  the 
same  dosage  as  reserpine  and  other 
rauwolfia  alkaloids.  Only  one 
Harmonyl  patient  in  20  showed 
lethargy,  while  11  patients  in  20 
showed  lethargy  with 

reserpine;  10  in  20  with  OLB-frott 

the  alseroxylon  fraction. 


for  your  hypertensives 
who  must  stay  on  the  job 

Harmonyl 

whife  the  drug  works  effettivefy  . . , 
so  does  the  patient 

•Trademark  for  Deserpidifie,  Abbott 

1.  Comparative  Effects  of  Various  Rauwolfia  Alka- 
loids in  Hypertension;  subm/tfed  for  publication. 


NO  WAITIN 


cuihulative 


response  to 
reserpine  alone 


in  anxiety  and  hypertension 
NEW  fast-acting 

®®Harmonyl-N- 

{Harmonyl*  and  NembutalX) 

Calmer  days,  more  restful  nights  starting  first  day 
of  treatment,  through  synergistic  action  of 
Harmonyl  (Deserpidine,  Abbott)  and  Nembutal 
(Pentobarbital,  Abbott).  Lower  therapeutic 
doses,  lower  incidence  of  side  effects.  Each 
Harmonyl-N  Filmtab  contains  30  mg.  Nembutal 
Calcium  and  0.25  mg.  Harmonyl.  Each 
Harmonyl-N  Half-Strength  Filmtab  combines 
15  mg.  Nembutal  Calcium  and 
0.1  mg.  Harmonyl. 


(SFilmtab-film-sealed  tablets,  Abbott;  pat.  applied  lor 


eoloeo 


’Trademark 


FROM  THE  GRAY  FLANNELS 

Dr.  Benjamin  W.  Carey  ha.s  been  appointed 
to  the  new  post  of  medical  director  of  Lederle 
Laboratories  Division,  American  Cyanamid 
Company.  He  was  previously  director  of  re- 
search laboratories  at  Pearl  River,  N.  Y. 

* * * 

A new  approach  in  educational  television 
was  unveiled  today  at  the  premiere  showing 
of  a series  of  13  medical  programs  produced 
under  a public  service  grant  from  Sobering 
Corporation.  The  series,  entitled  “World  of 
Medicine,”  is  the  first  of  a new  plan  where 
private  industry  is  helping  to  endow  educa- 
tional T.V.  The  first  T.V.  showing  will  be  on 
WTTW  Chicago  and  followed  by  presentation 
on  30  other  educational  stations. 

* * 

Kenneth  G.  Kohlstaedt,  M.D.,  director  of 
the  Lilly  Laboratories  for  Clinical  Research, 
has  been  elected  a vice-president  of  the 
American  Heart  Association.  The  election 
took  place  during  the  Association’s  Annual 
meeting,  held  October  25-29  in  Chicago. 

* * * 

Russell  E.  Schuster  has  been  promoted  to 
purchasing  agent  for  the  William  S.  Merrill 
Company,  Cincinnati. 


Clinical  Norms,  a compact  but  comprehen- 
sive book  useful  in  medical  practice  and  in 
professional  schools,  is  being  made  available 
by  Lakeside  Laboratories,  Inc.  on  request 
from  medical  school  deans  and  instructors  of 
clinical  nursing. 

In  its  27  pages,  the  publication  includes 
hundreds  of  facts  used  in  evaluations  of  lab- 
oratory tests  and  clinical  diagnoses  of  various 
conditions. 

Several  pages  are  devoted  to  blood,  includ- 
ing characteristics,  elements  and  constituents, 
as  well  as  hormones  and  vitamins.  Other  sec- 
tions deal  with  liver  function,  urine,  kidney 
function,  the  gastrointestinal  tract,  the  res- 
piratory system,  the  nervous  system,  endoc- 
rine system  and  reproductive  system.  Ped- 
iatrics and  genetics  are  two  more  important 
sections. 
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SupevioT  for  acne  cleansing 


\ The  greatest  benefit  in 
; acne  therapy  comes  to 
‘ those  patients  who  use 
pHisoHex®  often  and 
,!  daily  in  conjunction 
‘ with  other  standard 
^ measures. 

For  best  results,  pre- 
scribe from  four  to  six 
pHisoHex  washings  of 
i the  acne  area  daily. 

pHisoHex  cleans  better 
; than  soap,  degerms  rap- 
idly, prevents  bacterial 
growth,  and  maintains 
normal  skin  pH. 


pHlsoHex* 

Sudsing, 
mnalkaline 
antibacterial 
detergent — 
nonirritating, 
hypoallergenic. 
Contains  3% 
hexachlorophene. 


LABORATORIES 
New  York  18,  N.Y. 


pHisoHeXj  trademark  reg.  U.  S.  Pat.  Off. 


More  direct  control  of 
specific  rheumatic  types 


IIP  Effective,  fast  anti-rheumatic  activity  without 
experimentation — that’s  the  simple  truth  about  P-B- 
SAL-C  (Ulmer)  combinations  which  have  been  dem- 
onstrated in  a wide  range  of  rheumatic  diseases. 

Relief  is  not  only  fast,  but  is  sustained  on  small 
daily  dosage.  Specially  fabricated  combinations  of 
P-B-SAL-C  provide  a choice  in  specific  rheumatic 
disorders.  In  severe  joint  pain  (particularly  in  persons 
over  40,  say  leading  medical  authorities) , P-B-SAL-C 
with  COLCHICINE  can  be  used  diagnostically  to 
ascertain  or  disprove  a gouty  condition.  Colchicine 
is  specific  for  the  diagnosis  and  control  of  gout. 

And  for  muscular  spasm  associated  with  severe 
joint  pain,  P-B-SAL-C  WITH  ESOPRINE  provides 
a two-way  action  to  help  control  both  pain  and  spasm. 

Where  arthritis  is  complicated  by  cardiovascular 
conditions,  P-B-SAL-C  SODIUM  FREE  brings  relief 
without  disturbing  electrolyte  balance.  Neither  so- 
dium nor  potassium  are  contained  in  this  combination. 

In  routine  therapy,  high  plasma  salicylate  levels 
are  quickly  reached  with  the  basic  combination, 
P-B-SAL-C. 

Whichever  P-B-SAL-C  combination  is  prescribed, 
you’re  assured  that  thousands  of  patients  have  ex- 
perienced rapid  relief  and  sustained  it  at  a very  moder- 
ate cost.  Let  us  forward  your  name  to  our  nearest 
detail  man  for  complete  information. 

P-B-SAL-C 

( U LiVI  E R) 


THE  ULMER  PHARMilCAL  COMPANY 

MINNEAPOLIS  3,  MINNESOTA 
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SUSPENSION  \% 


no  sting 

no  smear 

no  cross 
contamination 


...Just  drop  on  eye ...  spreads  in  a wink!  Provides  unsur- 
passed antibiotic  efficacy  in  a wide  range  of  common  eye 
infections ...  dependable  prophylaxis  following  removal  of 
foreign  bodies  and  treatment  of  minor  eye  injuries. 

SUPPLIED:  4 cc.  plastic  squeeze,  dropper  bottle  containing 
Achromycin  Tetracycline  HCI  (1%)  10.0  mg.,  per  cc.,  sus- 
pended in  sesame  oil  . . . retains  full  potency  for  2 years 
without  refrigeration. 

*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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in  G.l.  disorders 

‘Compazine’  controls  tension 
—often  brings  complete  relief 

In  such  conditions  as  gastritis,  pylor- 
ospasm,  peptic  ulcer  and  spastic 
colitis,  ‘Compazine’  not  only  re- 
lieves anxiety  and  tension,  but  also 
controls  the  nausea  and  vomiting 
which  often  complicate  these 
disorders. 

Physicians  who  have  used  ‘Com- 
pazine’ in  gastrointestinal  disorders 
— often  in  chronic,  unresponsive 
cases — have  had  gratifying  results 
(87%  favorable). 

Compazine 

the  tranquilizer  and  antiemetic 
remarkable  for  its  freedom  from 
drowsiness  and  depressing  effect 

Available:  Tablets,  Ampuls,  Span- 
sule®  sustained  release  capsules, 
Syrup  and  Suppositories. 


■OT.M.  Reg.  U.S.  Pat.  OflF.  for  prochlorperazine,  S.K.F. 


Smith  Kline  & French  Laboratories,  Philadelphia 


FEBRUARY  ^ 1958 


Enhances  the  “prime  of  life” 


MI-CEBRIN 

(Vitamin-Mineral  Supplements,  Lilly) 


comprehensive  dietary  support  for 
healthy  tissue  metabolism 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


806018 


ESTABLISHEI 


COr^iATS  MOST  CLINIGALLY  IMPOBTAHT  PATHOGENS 

In  a recent  report  of  five  years’  experience  involving  2,142  patients, 
the  authors  conclude  that  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  is  a valuable  and  effective  antibiotic  in  the  treatment 
of  various  acute  infectious  diseases.^ 

Other  current  reports  of  in  vivo  and  in  vitro  studies  agree  that 
CHLOROMYCETIN  has  maintained  its  effectiveness  very  well 
against  both  gram-negative^'®  and  gram-positive^’®'^®  organisms. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged 
or  intermittent  therapy. 


REFERENOES  (1)  Woolington,  S.  S.;  Adler,  S.  J.,  & Bower,  A.  G.,  in  Welch,  H.,  & Marti- 
Ibanez,  E:  Antibiotics  Annual  1956-1957,  New  York,  Medical  Encyclopedia,  Inc.,  •'1957,  p.  365. 
(2)  Ditmore,  D.  C.,  & Lind,  H.  E.:  Am.  /.  Gastromterol.  28:378,  1957.  (3)  Hasenclever,  H.  E: 
/.  Iowa  M.  Soc.  47:136,  1957.  (4)  Waisbren,  B.  A.,  & StreUtzer,  C.  L.:  Arch.  Int.  Med.  99:744,  1957. 
(5)  Holloway,’W.  J.,  & Scott,  E.  G.:  Delaware  M.  J.  29:159,  1957.  (6)  Rhoads,  E S.:  Postgrad.  Med. 
21:563,  1957.  (7)  Petersdorf,  R.  G.;  Bennett,  I.  L.,  Jr.,  & Rose,  M.  C.:  Bull.  Johns  Hopkins  Hosp. 
100:1,  1957.  (8)  Royer,  A.:  Changes  in  Resistance  to  Various  Antibiotics  of  Staphylococci  and  Other 
Microbes,  paper  presented  at  Fifth  Ann.  Symp.  on  Antibiotics,  Washington,  D.  C.,  Oct.  2-4,  1957. 
(9)  Doniger,  D.  E.,  & Parenteau,  Sr.  C.  M.:  J.  Maine  M.  A.  48:120,  1957.  (10)  Josephson,  J.  E.,  & 
Butler,  R.  W.:  Canad.  M.  A.  J.  77:567  (Sept.  15)  1957. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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IN  VITRO  SENSITIVITY  OF  MIXED  PATHOGENS  TO  CHLOROMYCETIN 

AND  4 OTHER  WIDELY  USED  ANTIBIOTICS*  i 

' fe 


{ 


ANTIBIOTIC  B 62% 


*Adapted  from  Ditmore  and  Lind.^  Organisms  tested  were  isolated  from  stools  of  48  patients. 


250Se 


THE  SOUTH  DAKOTA 

JOURNAL  OF  MEDICINE 

AND 

PHARMACY 

JOURNAL  OF  THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION. 
THE  SOUTH  DAKOTA  PHARMACEUTICAL  ASSOCIATION  AND 
THE  SIOUX  VALLEY  MEDICAL  ASSOCIATION 


Volume  XI  February  1958  Number  2 


CONTENTS 

MEDICAL  SECTION 

Roland  G.  Mayer,  M.D.  — 1891-1958  39 

What  is  the  Safest  Tonsillectomy  Anesthesia? 40 


John  B.  Gregg,  M.D.,  Sioux  Falls,  South  Dakota 

Reactions  to  Tetanus  Antitoxin:  Their  Etiology,  Prevention,  and  Treatment  46 
Frank  M.  James,  M.D.,  Broomfield  Heights,  Colorado  and 
Wallace  Marshall,  M.D.,  Two  Rivers,  Wisconsin 


The  Treatment  of  Emotional  Disturbances  In  Children 49 

Jerman  Rose,  M.D.,  Omaha,  Nebraska 

Obstetric  Case  Study 52 

R.  E.  Staats,  M.D.,  San  Antonio,  Texas 

President’s  Page 54 

M.  M.  Morrissey,  M.D.,  Pierre,  South  Dakota 

Editorial  Page 55 

Medical  Library  Bookshelf 58 

This  is  Your  Medical  Association 61 

PHARMACY  SECTION 

Animal  Health  Pharmacy 64 

Kenneth  Redman,  Ph.D.,  Brookings,  South  Dakota 

Preceptorship  — Your  Responsibility 67 

Albert  Edlin,  Richmond,  Virginia 

President’s  Page 71 

George  Lehr,  Rapid  City,  South  Dakota 

Recent  Pharmaceutical  Specialties 72 

Pharmacy  News  75 


Entered  as  second-class  matter  January  22,  1948  at  the  post  office  at  Sioux  Falls,  South  Dakota 

under  the  act  of  August  24,  1912 

Published  monthly  by  the  South  Dakota  Medical  Association,  Publication  Office 
300  First  National  Bank  Building,  Sioux  Falls,  South  Dakota 


S.D.J.O.M.  FEBRUARY  1958  - ADV. 


3 


”Since  we  put  him  on  NEOHYDRIN  he's  been 
able  to  stay  on  the  job  without  interruption/ 


4 
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oral 

organomercurial 

diuretic 


NEOHYDRIN 

BRAND  OF  CHLORMERODRIN 


LAKESIDE 
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FROM  THE  GRAY  FLANNELS 


EDUCATIONAL  COUNCIL 
FOR 

FOREIGN  MEDICAL  GRADUATES 
What  Functions  Will  It  Serve? 

It  will  distribute  to  foreign  medical  grad- 
uates around  the  world  authentic  information 
regarding  the  opportunities,  difficulties  and 
pit-falls  involved  in  coming  to  the  U.  S.  on  an 
exchange  visitor  or  exchange  student  visa  in 
order  to  take  training  as  an  intern  or  resident 
in  a U.  S.  hospital,  or  coming  on  an  immigrant 
visa  with  the  hope  of  becoming  licensed  to 
practice. 

It  will  make  available  to  properly  qualified 
foreign  medical  graduates  while  still  in  their 
own  country  a means  of  obtaining  ECFMG 
certification  (a)  to  the  effect  that  their  educa- 
tional credentials  have  been  checked  and 
found  meeting  minimal  standards  (18  years 
of  formal  education,  including  at  least  4 years 
in  a bona  fide  medical  school),  (b)  that  the 
command  of  English  has  been  tested  and 
found  adequate  for  assuming  an  internship 


in  an  American  hospital,  (c)  that  the  general 
knowledge  of  medicine  as  evidenced  by  pass- 
ing of  the  American  Medical  Qualification 
Examination  is  adequate  for  assuming  an  in- 
ternship in  an  American  hospital. 

It  will  provide  hospitals,  state  licensing 
boards,  and  specialty  boards  which  the 
foreign  medical  graduate  designates,  the  re- 
sults of  the  three-way  screening  available. 

Whai  Functions  Will  It  Not  Serve? 

It  will  not  serve  as  a placement  agency 
either  for  interns  or  residents.  Placement  ar- 
rangements must  be  made  by  the  foreign 
medical  graduate  directly  with  the  hospital 
of  his  choice. 

It  will  not  attempt  to  evaluate  the  teaching 
program  or  inspect  or  improve  any  foreign 
medical  school.  Its  program  is  based  not  upon 
evaluating  the  school  from  which  the  can- 
didate graduated  but  upon  evaluating  the 
professional  competence  of  the  individual. 

It  will  not  act  as  an  intercessor  for  foreign 
medical  graduates  having  problems  under 


WHEN  \ 
LIFE 
SEEMS 
OUT 
OF 

FOCUS 

‘ip 


BECAUSE  OF  TENSION.  MILD  BEFRESSION,^ 

anxiety,  fears-this  is  an  indication  I 


SUAYITI 


(bENACTYZINE  HYDROCHLORIlj 

a psychotropic  agent  with  specific  odvant 
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discussion  by  state  boards  of  medical  licen- 
sure or  specialty  boards.  If  the  foreign  med- 
ical graduate  asks  that  the  results  of  his  three- 
way  screening  be  sent  to  a designated  board 
this  will  be  done,  but  the  ECFMG  has  no 
right  and  no  desire  to  review  the  decisions 
of  the  properly  constituted  state  licensing 
boards  and  American  speciality  boards. 

What  is  the  Charge  to  Be? 

Foreign  medical  graduates  already  in  this 
country  will  be  billed  for  $50.00  covering  the 
cost  of  the  three-way  screening.  This  will  in- 
clude $15.00  for  the  evaluation  of  credentials 
and  $35.00  for  the  American  Medical  Quali- 
fication Examination. 

Foreign  medical  graduates  abroad  will  be 
billed  the  $50.00  only  if  and  when  they  pass 
the  screening,  receive  a position  in  an  Amer- 
ican hospital  or  are  otherwise  earning  Amer- 
ican dollars. 


American  hospitals  receiving  screened  can- 
didates will  be  billed  $75.00  for  each  such 
candidate  accepted. 

What  Are  the  Target  Dates  for  Various 
Services? 

The  answering  of  correspondence  began 
October  5th  and  has  been  kept  current  since 
that  time.  The  translation,  interpretations 
and  evaluation  of  credentials  has  already  be- 
gun. 

The  target  date  for  the  first  American  Med- 
ical Qualification  Examination  for  foreign 
medical  greduates  already  in  this  country  is 
set  for  February  or  March,  1958. 

The  target  date  for  the  second  American 
Medical  Qualification  Examination  for  for- 
eign medical  graduates  both  here  and  abroad 
is  set  for  August  or  September,  1958. 


RESTORE  PERSPECTIVE  WITH 
MILDLY  ANTIDEPRESSANT 

SUAVITIU 


ently,  gradually,  without  euphoric  buffering, 
lAVITIL  helps  patients  recover  normal  drive  and 
elps  free  them  from  compulsive  fixations. 


ECOMMENDED  DOSAGE:  1.0  rag.  t.i.d.  for  two  or  three 
lys.  If  necessary  this  dosage  may  be  gradually 
icreased  to  3 mg.  t.i.d. 
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Some  doctors  have  questioned  the  use  of  tranquilizers  in  children.  They  feel,  and 
rightly  so,  that  these  drugs  should  not  be  used  as  palliatives  to  mask  distressing 
symptoms,  while  etiological  factors  go  uncorrected.  But  there  are  three  situations  in 
which  even  the  most  conservative  physician  would  not  hesitate  to  use  tranquilizers: 

1.  When  the  usually  well-adjusted  child  needs  a buffer  against  temporary  emo- 
tional stress,  such  as  hospitalization. 

2.  When  a child  needs  relief  from  an  anxiety-reaction  that  is  in  turn  anxiety- 
provoking,  so  as  to  pave  the  way  for  basic  therapy. 

3.  When  anxiety  underlies  or  complicates  somatic  disease,  as  in  asthma. 

In  such  situations,  tranquilizers  are  likely  to  be  more  effective  and  better  tolerated 
than  previously  accepted  therapy,  such  as  barbiturates. 

But  the  question  arises:  which  tranquilizer  is  suitable  for  children? 

Most  of  the  physicians  now  using  tranquilizers  in  pediatric  practice  have  found  the 
answer  to  be  ATARAX,  confirming  the  conclusions  of  repeated  clinical  studies. 
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AJAMX 


^ in  any  ■ 
-ihypereinotive 


state 


■ lisr  ehiWhwd  fcehavior  disoraers 

10  mg.  taWeits-3*6  ymm,  one  tab- 
let Li.d.}  over  6 yearSs  two  tablets 
il.'A  Syrupy  3-6-  years,  one  tsp, 
t l.d.j  mer  # years,  two  tep.  tl.d. 


- for  iiitult  ttinsiojs  atsdl  anxiety 

25  mg.  tab?ets-'one  tablet  qJ.d, 

lor  s«vsr#  emoilonal  ilfeturfeanoes 
' . * 100  rag.  tablets— one  tablet  t.I.d. 

;Vfer  psfoilatric  aM  emottenal 
"%wiergeBel«s  - • , - , 

' Parpnteraf  SolutSbn— 25-50  mg. 
(1-2  ee.)  fntramuscalarfy,  3-4 
tlm»  dally,  at  4-hoi«  Intervals. 
Dosage  tor  ehlWren  under  3,2  not 
established. 


Supplied;  Tablets, -bottles  of  1.00,  Syrup, 
pint  bottte.  Parenteral  Solution,  10  ee. 
’ — 


ATARAX  is  effective  in  a wide  range  of  pediatric  indications. 

ATARAX  has  produced  a “striking  response”  in  a wide  range  of  hyperemotive  states.* 
In  a study  of  126  children,  “the  calming  effect  of  hydroxyzine  (ATARAX)  was 
remarkable”  in  90%.*  Among  the  conditions  that  are  improved  with  ATARAX  are 
tics,  nervous  vomiting,  stuttering,  temper  tantrums,  disciplinary  problems,  crying 
spasms,  nightmares,  incontinence,  hyperkinesia,  etc.* 


ATARAX  is  well  tolerated  even  by  children. 

“ATARAX  appears  to  be  the  safest  of  the  mild  tranquilizers.  Troublesome  side 
effects  have  not  been  reported. . . .”* 


ATARAX  offers  two  pediatric  dosage  forms. 

ATARAX  Syrup  is  especially  designed  for  acceptability  by  medicine-shy  youngsters. 
A small  10  mg.  tablet  is  also  available.  In  either  case,  you  will  get  a rapid,  uncom- 
plicated response.  Why  not,  for  the  next  four  weeks,  prescribe  ATARAX  for  your 
hyperemotive  pediatric  patients.  See  whether  you,  too,  don’t  find  it  eminently 
suitable. 


* Documentation  on  request 


pe;ice  OF  MIND 


(brand  of  myoroxyzihe) 


Medical  Director 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


In  a recent  controlled  study,*  Phenaphen 
was  found  more  effective  than  a standard  aspirin- 
phenacetin-cafleine  formula  for  relief  of 
moderate  to  severe  pain  . . . with  total  freedom  “ 
from  side  effects  and  from  any  tendency 
to  induce  drowsiness.  l 


•Murray,  R.  J.:  K.  Y.  State  Jl.  Med.  53:1867,  1953. 


Each  PHENAPHEN  capsule  contains  — 

Acetylsalicylic  Acid  (2^^  gr.)  . 162  mg. 

Phenacetin  (3  gr.) . 194  mg. 

Phenobarbital  (1/4  gr-) 16.2  mg. 

Hyoscyamine  Sulfate 0.031  mg. 

Also  available  — 

PHENAPHEN  with  CODEINE  PHOSPHATE  14  GR. 

Phenaphen  No.  2 

PHENAPHEN  with  CODEINE  PHOSPHATE  Vi  GR. 

Phenaphen  No.  3 

PHENAPHEN  with  CODEINE  PHOSPHATE  1 OR- 

Phenaphen  No.  4 


A.  H.  ROBINS  CO.,  Inc.,  RICHMOND  20,  VA. 

Ethical  Pharmaceuticals  of  Merit  since  1878 
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REMARKABLE  EFFECTIVENESS  PLUS  A SAFETY  RECORD 
UNMATCHED  IN  SYSTEMIC  ANTIBIOTIC  THERAPY  TODAY 


Actually,  after  almost  six  years  of  extensive  use,  there  has  not  been  a single  report 
of  a serious  reaction  to  erythrocin.  And,  after  all  this  time,  the  incidence  of 
resistance  to  erythrocin  has  remained  exceptionally  low. 

You’ll  find  ERYTHROCIN  is  highly  effective  against  the  majority  of  coccal  infec- 
tions and  may  also  be  used  to  counteract  complications  from  Q Q ■ , 
severe  viral  attacks.  It  comes  in  Filmtabs  and  in  Oral  Suspension.  VAaAKMX 


Compocillin-V 


for  those 

penicillin-sensitive 

organisms 


Indications 

Against  all  penicillin-sensitive 
organisms.  For  prophylaxis  and 
treatment  of  complications  in 
viral  conditions.  And  as  a prophy- 
laxis in  rheumatic  fever  and  in 
rheumatic  heart  disease. 

Dosage 

Depending  on  the  severity  of  the 
infection,  125  to  250  mg.  (200,000 
to  400,000  units)  every  four  to  six 
hours.  For  children,  dosage  is  de- 
termined by  age  and  weight. 

Supplied 

Filmtabs  compocillin-v  (Potas- 
sium Penicillin  V,  Abbott)  come  in 
125  mg.  (200,000  units),  bottles  of 
50;  and  in  250  mg.  (400,000  units), 
bottles  of  25.  Oral  Suspension 
COMPOCiLLiN-v  (Hydrabamine 
Penicillin  V,  Abbott),  contains  180 
mg.  per  5-cc.  teaspoonful,  in  40-cc. 
and  80-cc.  bottles. 
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THE  HIGHER  BLOOD  LEVELS  OF  COMPOCILLIN-V 

-IN  EASY-TO-SWALLOW  FILMTABS  AND  TASTY,  ORAL  SUSPENSION 


units/cc. 
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2 
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Fiimtab  Compocillin-V 
(Potassium  Feriicillin  V;  Abbott) 


Uncoatod  Potassium  PenlcilHn  V 


Buffered  Potassium  Peniciilin  G 


Doses  of  400,000  units  were  administered  before 
mealtime  to  40  subjects  involved  in  this  study. 


The  chart  repsesg^nts  a comparison  of  the  blood  levels  of 
FILMTAB  COMPOCI,iLIN-v  (Potassium  Pejiicillin  V,  Abbott) 
with  uncoated  gg^a^ium  penicillin  V,  and  with  buffered 
potassium  penicilllin  G.  Bar  heights  show  ranges,  while 
crossbars  show  ®iMians.  Note  the  high  I'anges  and  aver- 
Sfgm  of  FILMTAB  plMPOCiLLiN-y  at  % hcjur,  and  at  L hour,. 


Hours  V2 


1 


2 


4 


Now,  with  Fiimtab  COMPOCILLIN-V,  patients  get  (and  within  minutes)  fast,  high  peni- 
cillin concentrations.  Note  the  blood  level  chart. 

COMPOCILLIN-V  is  indicated  whenever  penicillin  therapy  is  desired.  It  comes  in 
two  highly-acceptable  forms.  Fiimtab  compocillin-v  offers  two  therapeutic  dosages 
(125  and  250  mg.).  Patients  find  Filmtabs  tasteless,  odorless  and  easy-to-swallow. 
For  children,  compocillin-v  comes  in  a tasty,  banana-flavored  0 0 ++ 

suspension.  It’s  ready-mixed  — stays  stable  for  at  least  18  months. 


Indications 


and  when 
coccal  infections 
hospitalize 
the  patient 


SPONTIN  is  indicated  for  treating  gram- 
positive bacterial  infections.  Clinical 
reports  have  indicated  its  effectiveness 
against  a wide  range  of  staphylococcal, 
streptococcal  and  pneumococcal  infec- 
tions. It  can  be  considered  a drug  of 
choice  for  the  immediate  treatment  of 
serious  infections  caused  by  organisms 
resistant  to  other  antibiotics. 

Dosage 

Recommended  dosage  depends  on  the 
sensitivity  of  the  microorganism  and  on 
the  severity  of  the  disease  under  treat- 
ment. For  pneumococcal  and  streptococ- 
cal infections,  a dosage  of  25  mg./Kg. 
per  day  will  usually  be  adequate.  Major- 
ity of  staphylococcal  infections  will  be 
controlled  by  25  to  50  mg./Kg.  per  day. 
However,  in  endocarditis  due  to  rela- 
tively resistant  strains  or  where  vege- 
tations or  abscesses  occur,  dosages  as 
high  as  75  mg./Kg.  per  day  may  be  used. 
It  is  recommended  that  the  daily  dosages 
be  divided  into  two  or  three  equal  parts 
at  eight-  or  twelve-hour  intervals. 

Supplied 

SPONTIN  is  supplied  as  a sterile,  lyophi- 
lized  powder,  in  vials  representing  500 
mg.  of  ristocetin  activity. 
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A LIFESAVING  ANTIBIOTIC  AFTER  OTHER  ANTIBIOTICS  HAD  FAILED 


SPONTIN  comes  to  the  medical  profession  with  a clinical  history  of  dramatic  results 
— cases  where  the  patients  were  given  little  chance  of  survival. 

During  these  careful,  clinical  investigations,  lives  were  saved  after  weeks  (and 
sometimes  months)  of  antibiotic  failures.  These  were  the  cases  where  the  infecting 
organisms  had  become  resistant  to  present-day  therapy.  And,  just  as  important, 
were  the  good  results  found  against  a wide  range  of  gram-positive  Coccal  infections. 

Essentially,  spontin  is  a drug  for  hospital  use,  for  patients  with  potentially 
dangerous  infections.  In  its  present  form,  spontin  is  administered  intravenously 
using  the  drip  technique.  Dosage  may  be  dissolved  in  5%  dextrose  in  water  or  in 
any  isotonic  or  hypotonic  saline  solution.  Some  of  the  important  therapeutic  points 
of  SPONTIN  include : 

1 successful  short-term  therapy  for  acute  or  subacute  endocarditis 

2 new  antimicrobial  activity  --  no  natural  resistance  to  spontin  was  found  in 
tests  involving  hundreds  of  coccal  strains 

3 antimicrobial  action  against  which  resistance  is  rare  — and  extremely  diffi- 
cult to  induce 

4 bactericidal  action  at  effective  therapeutic  dosages. 

SPONTIN  is  truly  a lifesaving  antibiotic.  It  could  save  the  life  f \ 0 0 4-1- 
of  one  of  your  patients  — does  your  hospital  have  it  stocked?  \-AA)u~OTX 
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Maternal  & Child  Welfare 
Brooks  Ranney,  M.D.,  Chr.  (1959)  

L.  W.  Tobin,  M.D.  (1958)  

W.  A.  Anderson,  M.D.  (1960)  
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J.  C.  Hagin,  M.D.  (1958)  — Miller 


"it  ,,  Rheumatic  Fever  and  Heart  Disease 
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T.  E.  Eyres,  M.D.  Vermillion 

Prepayment  and  Insurance  Plans 
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A.  K.  Myrabo,  M.D.  Sioux  Falls 
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P.  V.  McCarthy,  M.D.  Aberdeen 
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need  not  rely  on  "wishing” 


To  assure 
good 

nutrition- 


Each  double-layered  Entozyme 

tablet  contaitis: 

Pepsin,  N.E 250  mg. 

— released  in  the  stomach  from 
gastric-soluble  outer  coating 
of  tablet. 

Pancreatin,  U.S.R 300  mg. 

Bite  Salts  150  mg. 

— released  in  the  small  intestine 

from  enteric-coated  inner 
core. 

A.  H.  ROBINS  CO.,  INC. 

Richmond  20,  Virginia 

Ethical  Pharmaceuhcati  of  Merit  since  1878 


As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
ful in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances. 


For  comprehensive  digestive  enzyme  replacement— 


ENTOZYME'B 
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N0W...A  NEW  TREATMENT 


'Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


‘Cardilate’  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


Lederle  announces  a major  drug  with  great  new  promise 


a new  corticosteroid  created  to  minimize  the 
major  deterrents  to  all  previous  steroid  therapy 


9 alpha-fluoro-16  alpha-hydroxyprednisolone 


Q a new  liigh  in  anti-inflammatory  effects  with  lower  dosage 

(averages  less  than  prednisone) 

Q a new  low  in  the  collateral  hormonal  effects  associated 

with  all  previous  corticosteroids 

Q No  sodium  or  water  retention 
Q No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Lower  incidence  of  peptic  ulcer  and  osteoporosis 


UEDIBLE  LABORATOBISS  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVEB.  NEW  YORK 
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FROM  THE  GRAY  FLANNELS 


SURVEY  SHOWS  DISTANCES  COVERED 
AND  TIME  SPENT  ON  HOUSE  CALLS 

What’s  the  farthest  distance  the  typical 
doctor  travels  on  an  ordinary  house  call?  And 
how  long  does  the  usual  house  call  take  him? 

In  the  third  of  a series  of  articles  based  on 
a recent  study  of  1,200  doctors’  house-call 
habits,  the  February  17  issue  of  Medical  Eco- 
nomics reports  that  the  typical  house-call 
radius  varies  as  follows  by  type  of  locality: 
Urban  areas.  8 miles 

Surban  areas:  8 miles 

Metropolitan  areas:  10  miles 

Rural  areas:  15  miles 

Suprisingly  enough,  the  article  continues, 
doctors  in  all  four  areas  report  that  the  house 
call  takes  them  about  forty-five  minutes,  in- 
cluding travel  time  both  ways.  Why  this 
unanimity?  Probably,  explains  Medical  Eco- 
nomics, because  although  the  rural  physician 
goes  farther,  “the  open  roads  and  open  park- 
ing spaces  of  rural  areas  permit  the  country 
medical  man  to  get  where  he’s  going  without 
the  long  delays  imposed  by  city  traffic.” 


NATIONAL  MEETING  ON  WORKER 
HEALTH 

How  to  keep  workers  healthy  and  on  the 
job  through  control  of  hazardous  exposures 
in  the  working  environment  and  provision  of 
preventive  medical  services  in  industry  will 
be  the  subject  of  a national  Industrial  Health 
Conference,  to  be  held  in  Atlantic  City,  New 
Jersey,  April  19-25,  1958.  The  Conference,  an 
annual  meeting,  brings  together  physicians, 
nurses,  engineers,  chemists,  toxicologists,  and 
other  specialists  to  discuss  recent  develop- 
ments, problems,  and  progress  in  worker 
health. 

Expected  to  attend  the  Conference  are 
over  3,000  members  of  the  five  participating 
organizations,  the  Industrial  Medical  Associa- 
tion, The  American  Association  of  Industrial 
Dentists,  the  American  Association  of  Indus- 
trial Nurses,  and  the  American  Conference  of 
Governmental  Industrial  Hygienists,  as  well 
as  representatives  of  industrial  management, 
labor,  and  others  concerned  with  health  in 
industry. 
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NATIONAL  FOUNDATION  FOR 
INFANTILE  PARALYSIS  OFFERS 
FELLOWSHIPS  FOR  TISSUE  CULTURE 
COURSE 

The  National  Foundation  for  Infantile 
Paralysis  is  again  offering  fellowships  to  post- 
doctoral  investigators,  teachers,  graduate 
students  and  experienced  laboratory  person- 
nel with  the  baccalaureate  degree  for  par- 
ticipation in  short  courses  in  tissue  culture. 

Fellowship  may  be  used  for  study  only  in 
formal  courses  designed  to  teach  the  prin- 
ciples, techniques,  and  application  of  tissue 
culture.  Funds  will  be  awarded  for  the  period 
necessary  to  complete  the  course,  which,  in 
most  instances,  is  not  expected  to  exceed  six 
weeks. 

Further  information  and  application  forms 
may  be  obtained  from  the  Division  of  Pro- 
fessional Education.  Completed  application 
should  reach  the  National  Foundation  at 
least  six  weeks  prior  to  the  beginning  of  the 
course. 


STUDY  SHOWS  ABSENCE  OF  SERIOUS 
SIDE  EFFECTS  ENHANCES  TRILAFON 
FOR  OFFICE  USE 

Evidence  that  the  absence  of  serious  side 
effects  from  Trilafon  “enhances  its  value  for 
office  use”  in  the  treatment  of  any  psychiatric 
patient  manifesting  anxiety,  tension,  agitation 
and  psychomotor  excitement  was  reported 
in  the  October,  1957,  issue  of  Diseases  of  the 
Nervous  System. 

Dr.  Frank  J.  Ayd,  Jr.,  reported  that  in  a 
carefully  planned  test  the  tranquilizer  was 
administered  to  300  neurotic  and  psychotic 
patients  between  the  ages  of  16  and  80  who 
manifested  anxiety,  agitation,  or  psychomotor 
excitement  as  the  perdominant  symptom.  The 
majority,  he  reports,  were  treated  on  an  am- 
bulatory basis,  but  some  initially  were  treated 
in  a general  hospital  or  a psychiatric  institu- 
tion. 


(PARABROMDYLAMINE  MALEATE) 


TABLETS  (4  MG.),  ELIXIR  (2  MG..BER  5 
AND  EXTENTABS®(l2MG.i) 


UNEXCELLED, 


E^SEDMHERAPEUTIC 
LATIVE  SAFETY.  MINIMUM 
AND  OTHER  SIDE  EFFECTS. 
S CO.,  INC,  RICHMOND,  VIR- 


AL  PHARMACEU- 
RIT  SINCE  1878 


where  there’s  a cold 

there’s 

CORICIDIN 


when  it’s  a simple  cold 

A CORICIDIN®  TABLETS 


when  it’s  an  all-over  cold 


CORICIDIN  FORTE 

CAPSULES 

when  infection  threatens  the  cold 


CORICIDIN  with  PENICILLIN 

TABLETS 


when  pain  is  a dominating  factor 

A CORICIDIN  with  CODEINE 

Cgr.  V4  or  gr.  '/i)  TABLETS  0 

when  children  catch  cold 

CORICIDIN  MEDILETS® 


when  cough  marks  the  cold 

CORICIDIN  SYRUP® 

0 Narcotic  for  which  oral  R is  permitted 
® Exempt  narcotic 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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puts  colds  down 


gets  patients  up 


CORICIDIN  FORTE 


on  Rx  only 

for  “get-up-and-go• ** 

METHAMPHETAMINE 

• buoys  spirits  « potentiates  pain  relief  • aids 
decongestive  action 

for  stress  support  VITAMIN  C 

• supplements  illness  requirements  • bolsters 
resistance  to  infection 

for  extra  relief  ANTIHISTAMINE 

• higher  dosage  strength  • optimal  therapeutic 
benefit  • virtually  no  side  effects 


CAPSULES 

Each  red  and  yellow  Coricidin  Forte 
Capsule  provides : 

CHLOR-TRiMETON®Maleate  . . 4 mg. 

(chlorprophenpyridamine  maleate) 

Salicylamide 0.19  Gm. 

Phenacetin 0.13  Gm. 

Caffeine 30  mg. 

Ascorbic  acid 50  mg. 

Methamphetamine 

hydrochloride 1.25  mg. 

On  Rx  and  cannot  he  refilled  without 
your  permission 

dosage 

One  capsule  every  four  to  six  hours. 
packaging 

Bottles  of  100  and  1000. 

Coricidin,®  brand  of  analgesic-antipyretic. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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the  bactericidal  action  makes  the  difference 


In  addition  to  rapid  clinical  re- 
sponse, 'Ilotycin’  provides  the 
important  advantages  only  a bac- 
tericidal antibiotic  can  give  you. 
'Ilotycin’  effectively  eliminates 
strep,  carrier  states,  directly  kills 
pathogens  to  prevent  the  emer- 
gence of  resistant  strains,  and  of- 
fers maximum  assurance  against 
spread  of  infection. 


Also  consider  'Ilotycin’  for  safer 
therapy.  Allergic  reactions  follow- 
ing systemic  treatment  are  rare. 
Bacterial  flora  of  the  intestine  is 
not  significantly  disturbed. 

You  can  achieve  more  complete 
antibiotic  therapy  with  'Ilotycin.’ 

Usual  adult  dosage  is  250  mg. 
every  six  hours. 

*'llotycin’  {Erythromycin,  Lilly) 


. INDIANAPOLIS  6,  INDIANA,  U.S.A. 


ELI  LILLY  AND  COMPANY 


832007 
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stimulates  protein  synthesis, 
corrects  negative  nitrogen  balance 


Nilevar 


Increased  nitrogen  loss,  with  resulting  nega- 
tive nitrogen  balance,  occurs  in  infection, 
trauma,  major  surgery,  extensive  burns,  cer- 
tain endocrine  disorders  and  starvation  and 
emaciation  syndromes.  The  intrinsic  control 
of  protein  metabolism  is  lost  and  a protein 
“catabolic  state”  occurs.  A patient  requiring 
more  than  ten  days  of  bedrest  usually  has  had 
sufficient  metabolic  insult  i to  precipitate  such 
a “catabolic”  phase. 

Nilevar  (brand  of  norethandrolone)  has 
been  used  in  patients  with  varied  conditions 
including  hyperthyroidism,  poliomyelitis, 
aplastic  anemia,  glomerulonephritis,  anorexia 
nervosa  and  postoperative  protein  depletion. 
The  patients  gained  weight  and  felt  better. 


It  was  concluded  2 that  “the  drug  certainly 
caused  a reversal  of  rather  recalcitrant  or 
progressive  catabolic  patterns  of  disease.” 

Nilevar  is  unique  among  anabolic  steroids 
in  that  androgenic  side  action  is  minimal  or 
absent. 

The  suggested  adult  dosage  is  three  to  five 
tablets  (30  to  50  mg.)  daily.  For  children  1.5 
mg.  per  kilogram  of  weight  is  recommended. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


1.  Axelrod,  A.  E.;  Beaton,  J.  R.;  Cannon,  P.  R.,  and  others: 
Symposium  on  Protein  Metabolism,  New  York,  The  National 
Vitamin  Foundation,  Incorporated,  (March)  1954,  p.  100. 

2.  Proceedings  of  a Conference  on  the  Clinical  Use  of  Ana- 
bolic Agents,  Chicago,  Illinois,  G.  D.  Searle  & Co.,  April  9, 
1956,  pp.  32-35. 
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A few  suggestions  on  how  to  give 
your  patient  a diet  he  can  “stick-to’’~ 


The  Low 
Sodium  Diet 


and  a glass  of 
beer,  with  your 
consent  for  a 
morale-booster 


Here  are  some  things  your  patient  can  do 
to  season  his  Low  Sodium  Diet.  Spices  and 
herbs,  lemon  and  lime,  variously  flavored  vine- 
gars and  some  pepper  are  all  he  needs. 

Thyme,  marjoram  and  pepper  add  zest  to 
hamburger.  Chicken’s  delicious  with  lemon, 
rosemary  and  sweet  butter  to  baste.  He  can 
try  sweet  butter  with  nutmeg  on  green  beans. 


savory  on  limas,  tarragon  with  carrots,  basil 
with  tomatoes.  Onions  boiled  with  whole  clove 
and  thyme  delight  the  taste  of  an  epicure ! 

With  these  flavor  tricks  to  add  zest  to  his 
meals — and  a glass  of  beer*  now  and  then,  at 
your  discretion,  your  patient  has  a diet  that’s 
both  good  tasting  and  good  for  him. 

*Sodium;  7 mg./lOO  gm.,  17  mg./8  oz.  glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beei  — America’s  Beverage  of  Moderation 


If  you'd  like  reprints  of  1 2 different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y, 
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USE 

POLYSPORIN- 


brantfi 

POLYMYXIN  B-BACITRACIN  OINTMiNT 


to  hAmi-i9beS(^ 


For  topical  use:  in  V^  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  >/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TucKahoe.  N.  V, 
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for  total  management 
of  your  hypertensive 
patients  rely  upon 


help  reduce 
the  pressures 
ON  your 
patients 


help  reduce 
the  pressures 
IN  your 
patients 


Squibb  Who!®  Root  Rauwolfia  Serpentina 


Raudixin  provides  gradual,  sustained  lowering  of 
blood  pressure  in  hypertensive  patients,  as  well  as 
a mild  bradycardia.  Hence,  the  work  load  of  the 
heart  is  reduced. 

. . often  preferred  to  reserpine  in  private 
practice  because  of  the  additional  activity 
of  the  whole  root.” 


Corrin,  K.  M.:  Am.  Praet.  & Dig.  Treatment  8:721  (May)  1957. 


Tranquilizing  Raudixin  helps  relax  the  anxious 
hypertensive  patient  so  that  he  is  better  able  to 
cope  with  external  pressures  without  being  over- 
whelmed by  them.  By  reducing  these  anxieties  and 
tensions,  Raudixin  helps  break  the  mental  tension 
—hypertension  cycle. 

Dosage:  Two  100  mg.  tablets  once  daily;  may  be  adjusted 
within  range  of  50  to  300  mg.  Supply:  50  and  100  mg.  tablets. 
Bottles  of  100, 1000  and  5000. 

\ 

\ 

'\ 

•RAOOJWM**  IS  A 


Squibb 


Squibb  Quality~the  Priceless  Ingredient 


SQUIBB  TAABEHARR 


FEBRUARY  1 958 


ROLAND  G.  MAYER.  M.D. 

1891—1958 

Two  days  after  he  wrote  his  last  editorial  for  the  South  Dakota  Journal  of  Medicine  (see 
January  issue)  Dr.  R.  G.  Mayer  died  from  a combination  of  factors  involving  Carcinoma  of  the 
lungs  and  an  old  Coronary  condition. 

Long  a leader  in  South  Dakota  medicine,  Dr.  Mayer  had  served  as  secretary  of  the  State 
Medical  Association  from  1943  to  1951.  He  was  elected  vice-president  in  1952  and  rose  to  the 
presidency  in  the  year  1954.  Doctor  was  instrumental  in  pulling  together  for  joint  medical 
meetings  the  associations  of  the  two  Dakotas  in  1921  and  again  in  1956.  As  secretary  of  the 
State  Association  he  led  a successful  plan  to  establish  as  executive  office  which  was  accom- 
plished in  1946. 

For  a number  of  years,  he  stood  practically  alone  in  his  desire  for  a South  Dakota  medical 
journal.  In  1948  he  piloted  the  first  issue  of  the  South  Dakota  Journal  of  Medicine  and  Phar- 
macy on  what  was  at  that  time,  a precarious  journey.  He  stayed  on  as  editor  by  unanimous 
approval  of  the  Association’s  Council  to  the  date  of  his  death.  As  editor,  he  served  on  the  five- 
man  board  of  directors  of  the  State  Medical  Journal  Advertising  Bureau  in  Chicago  and  on 
the  board  of  the  American  Medical  Writers  Association. 

Always  interested  in  preventive  medicine  he  served  as  Aberdeen  school  physician  and  city 
health  officer  as  well  as  chairman  of  the  Medical  Association’s  School  Health  Committee. 

An  ardent  sports  fan,  any  sporting  event  in  Aberdeen  was  barely  considered  official  un- 
less he  was  there.  His  golf  clubs  were  quieted  shortly  during  recovery  from  his  first  heart 
attack.  Death  stilled  them  for  the  last  time  but  he  played  right  up  into  the  late  Fall  months. 
Late  in  November  he  attended  the  Minnesota-Wisconsin  game  where  his  first  irritating  cough 
became  evident. 

One  of  his  loves  was  the  Elks  Club  and  the  Elks  Chorus.  At  the  last  State  Medical  meet- 
ing held  in  Aberdeen,  he  sang  with  them  as  they  entertained  the  doctors  and  their  wives.  On 
January  11th,  the  chorus  sang  at  his  funeral  service. 

A good  husband,  father,  and  grandfather,  he  leaves  his  widow,  two  sons,  one  of  them  a sur- 
geon in  Oregon,  and  a daughter  as  well  as  a number  of  grandchildren  who  knew  him  not  as 
“Grandpa”  but  as  “Doc.” 

The  factual  data,  born  at  Summerfield,  111.,  educated  at  Rush  Medical  College,  married  to 
Olive  M.  Gabler  does  not  adequately  describe  the  man. 

South  Dakota  medicine  has  lost  one  of  its  strongest  voices  but  the  memory  of  “Dutch” 
and  his  works  will  live  on. 
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WHAT  IS  THE  SAFEST  TONSILLECTOMY 
ANESTHESIA?* 

John  B.  Gregg,  M.D. 

Sioux  Falls,  S.  Dak. 


Tonsillectomy,  adenoidectomy,  or  the  com- 
bination is  probably  the  most  frequently  per- 
formed operation  in  this  country  today.  It  is 
usually  thought  of  as  a benign  procedure.  Yet 
in  the  past  there  have  been  reported  more 
serious  complications,  such  as  cardiac  arrest, 
lung  abscess,  pneumonia  and  hemorrhage 
during  adenotonsillectomy  than  with  any 
other  single  surgical  procedure.  Unfortun- 
ately, the  attitude  has  arisen  that  tonsillec- 
tomy and  adenoidectomy  are  “minor  sur- 
gery.” In  fact,  it  was  recently  stated  “in  jest” 
by  Dr.  John  De  Tar^^),  President  of  the 
American  Academy  of  General  Practice,  in  a 
debate  as  to  whether  surgery  should  be  done 
by  general  practitioners,  “All  I do  is  tonsils; 
but  that  isn’t  really  surgery.”  This  concept 
of  tonsil  and  adenoid  surgery,  believed  by 
many  lay  and  medical  persons,  is  potentially 
dangerous  and  should  not  be  tolerated. 

The  American  Association  of  Nurse  Anes- 
thetists^)  reports:  “18%  of  today’s  hospital 
anesthetics  are  being  given  by  anesthes- 
iologists. Another  34%  is  administered  by 
nurse  anesthetists.  The  rest  of  the  hospital 
administered  anesthesia  is  given  as  follows: 
27%  by  doctors  who  aren’t  anesthesiologists; 
19%  by  nurses  who  don’t  have  A.A.N.A. 
qualifications;  2%  by  persons  who  aren’t 
either  doctors  or  nurses.”  These  figures  do 
not  begin  to  reflect  the  anesthetics  which  are 
given  in  physicians’  offices  by  the  doctor  him- 

* Presented  at  the  McKennan  Hospital  Staff  Clinic 

on  Sept.  25,  1957. 


self  or  by  someone  else,  trained  or  untrained. 

The  greatest  single  problem  in  the  safe 
tonsil  operation  is  the  anesthetic,  and  most 
authorities  feel  that  90%  of  the  problems 
which  arise  are  related  directly  to  the  anes- 
thetic. Because  of  the  difficulty  with  the  air- 
way, different  methods  and  techniques  of 
anesthesia  4)  5)  6)  7)  8)  9)  10)  11)  12)  13)  14)  15) 
16)  17)  18)  have  been  advocated  to  improve  the 
safety  potential  during  the  operation. 

The  ideal  anesthetic  for  adenotonsillec- 
tomy, as  in  any  other  operation,  has  three 
major  objectives:  (1)  safety  to  the  patient, 
(2)  facilitation  of  the  surgery,  and  (3)  con- 
venience of  administration.  These  are  im- 
portant in  this  order.  However,  the  prin- 
cipal function  of  the  anesthetic  is  simply  to 
aid  and  facilitate  the  operative  procedure, 
whatever  it  may  be. 

In  the  past  few  years  several  investigators 
19)20)21)22)  have  been  quite  enthusiastic  in 
their  praise  of  endotracheal  anesthesia  for 
adenotonsillectomy.  The  majority  of  the 
favorable  reports  have  been  from  anesthe- 
tists. The  usual  reasons  advanced  for  the  use 
of  intubation  during  tonsillectomy  under  gen- 
eral anesthesia  are  as  follows:  (1)  To  improve 
and  control  the  airway.  (2)  It  prevents  foreign 
material  from  entering  the  trachea.  (3)  In- 
tubation makes  possible  the  use  of  shorter- 
acting  agents,  with  which  the  patients  are 
awake  sooner  after  surgery  and  have  less 
nausea  and  vomiting  postoperatively.  (4)  A 
tube  allows  better  oxygenation  and  greater 
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ease  in  administering  oxygen,  increasing  the 
safety  factor. 

Several  problems  are  usually  noted  when 
using  the  intubation  technique  of  anesthe- 
sia.23)  These  include  (1)  increased  time  con- 
sumed and  difficulty  with  anesthesia  induction 
due  to  the  intubation;  (2)  technical  difficulty 
working  with  the  tube  in  the  mouth  or  in  the 
nose,  especially  in  children;  (3)  increased 
throat  trauma  and  laryngeal  complications 
following  intubations;  (4)  difficulty  with  in- 
tubation of  very  young  patients,  and  (5)  in- 
creased tendency  for  bleeding  when  some 
anesthetic  agents  other  than  ether  (thiopental 
(Pentothal)  are  used. 

Of  the  various  anesthetic  agents  available, 
only  a few  are  suitable  for  tonsillectomy.  For 
adults  local  analgesia  is  preferable  to  general 
anesthesia.  In  adults  who  are  unsuitable  for 
local  analgesia,  general  anesthesia  adminis- 
tered with  an  endotracheal  tube  in  place  is 
definitely  preferable  because  maintenance  of 
the  airway  is  a tremendous  problem,  es- 
pecially if  there  is  any  degree  of  coughing  or 
bleeding.  There  is  less  bleeding  if  ether  is 
used  in  the  adult  patients,  because  of  the  ad- 
renergic effect  of  ether. 

Of  the  drugs  in  common  usage,  ether  still 
possesses  the  properties  desirable  in  an  an- 
esthetic for  adenotonsillectomy  in  children. 
It  is  safe,  dependable,  easily  controlled  (des- 
pite the  method  of  administration),  and  does 
not  product  any  significant  undesirable  side- 
effects.  It  is  an  agent  which  can  be  given  with 
a reasonable  degree  of  safety  by  persons  who 
may  have  had  less  than  the  desirable  amount 
of  training  in  anesthesia.  Induction  can  be 
accomplished  with  vinyl  ether,  nitrous  oxide, 
or  with  ether  itself. 

A recent  survey  of  tonsillectomy  anes- 
thesia in  155  teaching  hospitals  in  this  coun- 
try, conducted  by  D.  W.  Hamrick,24)  showed 


that  the  first  three  choices  of  anesthesia  and 
anesthetic  technique  for  children,  in  order 
of  preference,  were  (1)  vinyl  ether  induction 
with  ether  maintenance  by  insufflation,  (2) 
drop  ether  for  induction  with  ether  mainten- 
ance, and  (3)  nitrous  oxide-oxygen  induction 
with  ether  by  endoctracheal  administration. 
It  is  significant  that  even  under  optimum 
conditions  insufflation  anesthesia  with  ether 
is  preferred. 

Because  the  insufflation  technique  of  ton- 
sillectomy anesthesia  has  been  subject  to 
criticism,  a study  was  set  up  to  determine 
how  much  difficulty  is  actually  encountered 
during  and  after  tonsillectomy  using  this 
technique  of  anesthesia. 

A series  of  100  consecutive  tonsillectomy, 
adenoidectomy,  and  adenotonsillectomy  pa- 
tients, all  done  by  one  surgeon,  were  studied 
carefully.  During  the  same  time,  380  similar 
operations  were  done  in  the  two  Sioux  Falls 
hospitals  by  other  surgeons. 

The  patients  (Table  1)  in  this  series  were 
operated  upon  as  two  large  groups,  the  op- 
erative position  being  the  differentiating 
feature.  The  first  50  patients  were  placed  on 
their  right  side,  with  the  operator  sitting  be- 
side the  operating  table.  The  last  50  patients 
were  placed  upon  their  backs,  with  the  head 
hyerextended,  the  operating  table  being  low- 
ered 10-15  degrees  for  the  head-low  position. 
In  the  latter  position,  the  operator  sat  at  the 
head  of  the  table.  The  operations  were  done 
at  two  hospitals,  71  at  one  and  29  at  the 
other,  but  operating  conditions  were  the  same 
at  both  hospitals.  Insofar  as  possible,  opera- 
tion conditions  were  standardized.  The  in- 
duction time  (Table  2),  operation  time  (Table 
3),  wake-up  time  (computed  to  the  time  the 
patient  responded  to  vocal  stimulus,  i.e.,  open- 
ing the  eyes,  etc.)  (Table  4),  and  total  anes- 
thetic time  (Table  5)  were  recorded. 


TABLE  NO.  1 


AGE  DISTRIBUTION  IN  ONE  HUNDRED  ADENTONSILLECTOMY 
AND  ADENOIDECTOMY  PATIENTS 


12-18  mo. 

18-24  mo. 

2-3  yr. 

3-4  yr. 

4-6  yr. 

6-10  yr. 

10-15  yr. 

15-25  yr. 

25  yr. 

Plus 

T and  A 

1 

1 

6 

14 

37 

24 

9 

1 

1 (T) 

Adenoid 

1 

3 

1 

1 

Total 

2 

1 

6 

17 

37 

25 

10 

1 

1 
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TABLE  NO.  2 


AGE  DISTRIBUTION  IN  RELATION  TO  INDUCTION  TIME  (IN  MINUTES) 


Age 

Induction 

12-18  mo.  18-24  mo. 

2-3  yr. 

3-4  yr. 

4-6  yr. 

6-10  yr. 

10-15  yr. 

15-25  yr.  25  yr.-f 

Time 

4-6 

1 

2 

5 

1 

6-8 

2 

3 

7 

2 

8-10 

3 

3 

13 

6 

4 

10-12 

3 

9 

5 

1 

12-15 

2 

6 

2 

6 

5 

1 

15-18 

1 

4 

1 

18-21 

21-25 

25-30 

30-h 

1 

1 

Total 

2 1 

6 

17 

36 

25 

11 

1 1 

TABLE 

NO.  3 

DURATION 

OF  OPERATION  IN 

RELATION  TO 

SIDE 

AGE  AND  POSITION  OF  PATIENT 

BACK 

Duration  of  operation  in 

minutes 

Age 

4-71/2 

71/2-10 

10-121/2 

121/2-15 

15-171/2 

171/2-20 

20-25 

25-30 

30-35 

35-40 

12-18  mo. 

S 

1 

1 

B 

18-24  mo. 

S 

1 

B 

2-3  yr. 

S 

1 

1 

B 

1 

2 

1 

3-4  yr. 

S 

2 

2 

2 

3 

B 

1 

2 

4 

1 

4-6  yr. 

S 

5 

5 

3 

2 

1 

B 

3 

5 

6 

3 

1 

1 

1 

1 

6-10  yr. 

S 

4 

4 

4 

2 

1 

B 

1 

1 

3 

3 

1 

10-15  yr. 

S 

1 

2 

1 

B 

1 

2 

2 

2 

15-25  yr. 

S 

1 

B 

25  plus 

S 

1 

B 

TOTAL  5 18  20  29  10  7 4 4 2 1 


TABLE  NO.  4 

TIME  AVERAGES  (IN  MINUTES) 

Maximum  Minimum  Average 


Anesth.  induction 

30 

5 

11 

Op.  time 

40 

4 

14 

Total  anesth.  & op. 

time 

57 

14 

25 

Op.  time,  patient  on 

side 

34 

5 

13 

Op.  time,  patient  on 

back 

40 

4 

16 

Wake-up  time 

40 

15 

26 

At  the  conclusion  of  the  operation,  when 
the  patient  was  ready  for  transfer  to  the  post- 
operative ward,  bronchoscopy  was  done  and 
the  location  and  amount  of  blood,  mucus,  or 
foreign  material  in  the  bronchial  tree  was 
noted.  The  results  of  this  study  are  summar- 
ized in  Tables  6 through  11. 
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TABLE  NO.  5 

TOTAL  ANESTHETIC  TIME  (IN  MINUTES) 
IN  RELATION  TO  AGE  OF  PATIENT 


AGE 


12-18  mo.  18-24  mo. 

2-3  yr. 

3-4  yr. 

4-6  yr. 

6-10  yr. 

10-15  yr. 

15-25  yr.  25  yr.-j- 

TIME 

14-16 

2 

3 

3 

1 

1 

16-18 

2 

1 

4 

1 

18-21 

4 

10 

4 

1 

1 

21-25 

1 

4 

9 

8 

2 

25-30 

1 1 

1 

4 

7 

5 

2 

30-35 

1 

1 

5 

1 

35-40 

1 

1 

1 

1 

40-45 

1 

1 

45 

1 

2 

TOTAL 

2 1 

6 

17 

36 

25 

11 

1 1 

TABLE  NO.  6 TABLE  NO.  7 


OCCURRENCE  OF  BLOOD  IN  RELATION  TO 
POSITION  OF  PATIENT  AT  OPERATION 


POSITION 

With  Blood 

Without  Blood 

SIDE 

45 

5 

BACK 

47 

3 

TOTAL 

92 

8 

LOCATION  OF  BLOOD  OR  SECRETIONS  IN  THE 
BRONCHIAL  TREE  IN  RELATION  TO 


POSITION  OF  PATIENT 


POSITION 

Trachea 

Both  Main 
Bronchi 

SIDE 

40 

10 

BACK 

17 

43 

TABLE  NO.  8 


AMOUNT  OF  BLOOD  IN  RELATION 
TO  POSITION  OF  PATIENT 


Amount  of  Blood  (Cc.) 


MUCUS  TRACE 

.5-1.0  1-1.5 

1.5-2 

2-3 

3-4  4-5 

5-6 

6-7 

7 plus 

SIDE 

5 12 

10  12 

5 

1 

3 1 

1 

BACK 

3 4 

10  6 

8 

13 

3 

1 

1 

1 

TABLE  NO.  9 

PRESENCE  OF 

TRACHEAL  BLOOD  OR  MUCUS 

SIDE 

IN  RELATION  TO  AGE  OF  PATIENT 

BACK 

(Amt.  Blood 

in  Cc.) 

AGE 

12-18  mo. 

18-24  mo.  2-3  yr. 

3-4  yr. 

4-6  yr. 

6-10  yr.  10- 

■15  yr. 

15-25  yr. 

25  yr.-f 

MUCUS 

S 

4 

3 

1 

B 

1 

TRACE 

S 1 

4 

2 

1 

1 

B 

1 

1 

1 

.5-1.0 

S 1 

1 

2 

4 

3 

B 

1 

3 

7 

2 

1-1.5 

S 

2 

6 

4 

B 

1 

3 

2 

1.5-2 

S 

1 1 

1 

1 

B 

2 

3 

2 

1 

2-3 

S 

1 

B 

2 

1 

6 

4 

1 

3-4 

S 

2 

1 

B 

1 

1 

1 

4-5 

S 

1 

B 

5-6 

S 

1 

B 

1 

6-7 

S 

B 

1 

7 plus 

S 

B 

TOTAL 

2 

1 6 

17 

37 

24 

11 

1 

1 
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TABLE  NO.  10 

RELATION  OF  DURATION  OF  OPERATION 
TO  AMOUNT  OF  BLOOD 


SIDE 

BACK 


Operation  time 
(Min.) 

Amount  of  Blood 

(Cc.) 

MUCUS 

TRACE 

0.5-1.0 

1-1.5 

1.5-2 

2-3 

3-4 

4-5 

5-6  6-7 

7 plus 

4-71/2 

S 

1 

1 

B 

1 

1 

1 

7y2-io 

S 

3 

1 

4 

4 

B 

1 

1 

2 

3 

io-i2y2 

S 

1 

5 

3 

1 

1 

1 

B 

1 

3 

1 

2 

i2y2-i5 

S 

1 

3 

4 

2 

2 

1 

B 

2 

4 

4 

4 

2 

i5-i7y2 

S 

2 

1 

1 

1 

1 

B 

1 

2 

1 

171/2-20 

S 

1 

1 

B 

1 

2 

1 

20-25 

S 

1 

1 

1 

B 

1 

1 

25-30 

S 

1 

B 

1 

1 

1 

30-35 

S 

1 

B 

1 

35-40 

S 

B 

1 

TOTAL 

8 

14 

24 

16 

13 

14 

6 

1 

2 1 

1 

TABLE  NO. 

11 

RELATION  OF  TOTAL  ANESTESIA  TIME  TO  AMOUNT  OF  BLOOD 

SIDE 

BACK 

Anesthesia 

(Min.) 

Time 

Amount  of  Blood  (Cc.) 

MUCUS 

TRACE 

0.5-1.0 

1-1.5 

1.5-2 

2-3 

3-4 

4-5 

5-6  6-7 

7 plus 

10-15 

S 

1 

2 

B 

1 

1 

1 

1 

2 

15-20 

S 

3 

1 

4 

4 

1 

B 

1 

2 

1 

3 

20-25 

S 

1 

7 

5 

2 

1 

1 

2 

B 

7 

2 

3 

1 

1 

25-30 

S 

1 

1 

3 

2 

B 

1 

2 

3 

1 

5 

1 

30-35 

S 

1 

1 

1 

1 

1 

B 

1 

2 

1 

1 

35-40 

S 

B 

1 

2 

40 -f 

S 

1 

B 

1 

1 

1 

1 

TOTAL 

7 

15 

24 

18 

12 

13 

6 

1 

2 1 

1 

COMMENT:  Because  of  the  older  technique  one-half 

years. 

there 

have  been  no 

serious 

of  insufflation  anesthesia  for  adenotonsillec- 
tomy  has  been  severely  criticized  in  recent 
years  by  the  advocates  of  endotracheal  anes- 
thesia, we  have  attempted  to  evaluate  critically 
the  older  technique  of  anesthesia  to  deter- 
mine whether  the  purported  hazards  are  real. 
In  the  group  of  100  cases  evaluated  here,  in 
the  380  other  cases  which  were  done  during 
the  same  period  in  the  two  Sioux  Falls  hos- 
pitals, and  in  the  3572  cases  which  have  been 
done  in  these  hospitals  in  the  past  five  and 


complications  of  adenotonsillectomy  opera- 
tion or  anesthesia.  However,  it  must  be  noted 
that  the  majority  of  the  tonsil  and  adenoid 
operations  which  are  being  performed  in  this 
community  are  done  by  experienced  surgeons 
and  the  anesthetics  are  administered  by  anes- 
thetists who  have  had  good  training  and  fre- 
quent experience  with  this  procedure.  Both 
the  surgeons  and  the  anesthetists  were  very 
airway  conscious. 
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Many  of  the  glowing  reports  which  have 
appeared  in  the  literature  concerning  the 
merits  of  intubation  have  emanated  from 
teaching  institutions.  In  teaching  hospitals 
it  may  be  of  value  to  intubate  the  patients 
because  the  residents  in  anesthesia  and  oto- 
laryngology and  the  nurse  trainees  are  doing 
many  of  the  procedures  and  need  experience. 
Often  they  are  slower,  less  adept  and  more 
likely  to  have  trouble  during  this  operation. 
In  practice  the  surgeon  and  anesthetist  are 
usually  more  accurate  and  speedier. 

In  this  series,  blood  was  found  in  the  tra- 
chea or  the  main  bronchi  in  92%  of  the  cases 
examined  immediately  after  tonsillectomy. 
However,  in  89%  of  these  cases  this  was  less 
than  2.5  cc.  The  greatest  amount  of  blood  in 
the  trachea  was  11  cc.,  found  in  a 15-year-old 
boy.  There  was  no  significant  difficulty  noted 
during  this  series  maintaining  the  airway. 
Steel  and  Anderson^S)  reported  a study  of 
129  cases  in  which  the  tracheobronchial  tree 
was  aspirated  per  laryngoscope  with  silk 
catheters  following  adenotonsillectomy.  Fif- 
teen cubic  centimeters  of  blood  was  the 
greatest  amount  aspirated,  0.5  cc.  the  least; 
6.4%  of  the  patients  had  10  cc.  or  more;  20.8% 
had  5 cc.  or  more.  The  average  amount  of  en- 
dotracheal blood  was  3.7  cc.  Myerson,26) 
Harra®)  and  Iglauer'^)  reported  similar 
studies. 

In  the  post-tonsillectomy  patient,  one  of  the 
first  events  which  occur  as  he  awakens  is  a 
strong  cough,  with  which  any  blood  or  mucus 
is  brought  out.  In  this  large  group  of  patients 
we  found  no  significant  incidence  of  atelec- 
tasis or  pulmonary  complications  following 
the  insufflation  type  of  anesthesia,  suggest- 
ing that  the  cough  reflex  takes  care  of  en- 
dotracheal foreign  material.  The  results  of 
this  study  suggest  that  the  total  amount  of 
blood  actually  aspirated  during  adenoton- 
sillectomy is  small. 

Intubation  of  the  trachea  for  maintenance 
of  the  airway  is  not  without  hazard,  especially 
in  young  children.  This  age  group  usually 
comprises  the  majority  of  the  adenotonsillec- 
tomy procedures.  In  the  hands  of  the  inex- 
perienced anesthetist,  intubation  potentially 
carries  more  hazard  than  the  entire  operation. 

This  stand  regarding  the  subject  of  endo- 
tracheal intubation  for  tonsillectomy  might 
be  construed  as  a backward  step  in  the  safety 
program  of  anesthesia.  Yet,  after  a careful 


analysis  of  the  results  of  anesthesia  in  a large 
series  of  cases  done  by  proficient  surgeons  in 
this  community,  without  serious  complica- 
tions, it  becomes  apparent  that  the  insuffla- 
tion type  of  anesthesia  is  not  as  out-moded  as 
is  claimed.  The  complications  described  are 
not  seen  in  practice. 

After  reviewing  the  results  of  this  study 
and  the  reports  in  the  literature,  it  is  appar- 
ent that  for  the  usual  adenotonsillectomy  the 
choice  of  anesthetic  agent  and  technique  can- 
not be  categorically  and  dogmatically  stated. 
The  choice  must  be  governed  by  the  exper- 
ience of  the  anesthetist  and  the  surgeon,  the 
age  of  the  patient,  and  the  facilities  which  are 
available.  Although  improvement  in  the  air- 
way and  greater  safety  during  adenotonsillec- 
tomy in  children  are  attributed  to  endotra- 
cheal anesthesia  by  proponents  of  this  tech- 
nique, this  study  and  others,  involving  large 
groups  of  patients,  have  not  supported  the 
contention  that  anesthesia  without  a tube  in 
place  is  more  hazardous. 
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So  many  patients  appear  to  be  experiencing 
a greater  occurence  of  those  reactions  to 
tetanus  antitoxin  sera.  This  increase  is  being 
witnessed  at  an  alarming  rate.''  Years  ago, 
such  reactions  were  more  an  exception  than 
the  rule,  but  recently,  many  a patient,  who 
has  been  given  this  material  hypodermically, 
is  more  than  merely  a potential  reactor  whose 
very  life  might  well  be  at  stake. 

It  is  not  necessary  to  call  the  attention  of 
our  readers  to  the  seriousness  of  such  abnor- 
mal atopic  reactions,  for  the  possibility  of 
death  might  ensue  unless  immediate  and 
proper  remedial  measures  are  instituted  just 
as  soon  as  such  reactions  can  be  noted  in  these 
patients.  Moreover,  it  is  highly  important  to 
use  adequate  prophylactic  measures  which 
will  be  mentioned  during  the  course  of  this 
paper.  It  is  mandatory  that  each  and  every 
patient,  who  receives  tetanus  antitoxin,  be 
warned  fully  about  what  possible  events 
might  be  expected  and  exactly  what  they 
should  do  immediately  should  these  events 
occur. 

Etiologic  Factors 

White  and  Ficarra''  wrote  recently  that 
“the  steady  increase  in  the  generalized  use  of 
certain  preservatives  in  foods,  the  ever  pop- 


ular use  of  vitamins,  plus  the  increased  use  of 
many  types  of  detergents  may  serve  to  pro- 
duce such  an  increase  (of  allergic  dermatoses). 
Furthermore,  the  marked  increase  in  the  use 
of  steroids  and  ataractic  drugs,  with  other 
synthesized  sedatives,  have  produced  many 
similar  allergic  responses  in  many  patients. 
It  is  a rare  event  to  find  a patient  who  has 
not  had  an  antibiotic,  the  sulfa-group  drugs, 
or  allied  preparations;  these  drugs  have  the 
decided  ability  to  oversensitize  and  to  pro- 
duce such  hyperallergic  manifestations.” 

Although  consideration  in  this  paper  is 
limited  to  tetanus  antitoxin  as  the  causative 
agent  for  producing  such  untoward  reactions 
in  hypersensitized  patients,  emphasis  should 
be  placed  upon  the  realization  that  many 
other  sensitizing  agents  can  produce  similar 
untoward  responses.  The  many  and  often 
used  medications  which  can  cause  such  dan- 
gerous reactions  are  penicillin,  the  sulfa 
drugs,  the  steroids,  to  merely  mention  but  a 
few  such  materials  among  almost  a countless 
number  of  other  sensitizing  agents  which  can 
produce  these  alarming  allergic  responses  in 
susceptible  patients. ^ TAT*  contains  horse 
serum,  which  is  a well-known  sensitizing 
agent  in  susceptible  individuals. 

*TAT  is  the  abbreviation  for  tetanus  antitoxin. 
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Since  so  many  young  men  and  women  have 
received  tetanus  toxoid  routinely  during  their 
induction  into  the  various  governmental 
armed  services,  there  is  the  possibility  that 
this  previously  injected  material  might  have 
sensitized  them  to  a later  injection  of  the  anti- 
toxin. The  tetanus  bacteria  in  the  toxoid 
preparation  might  have  set  up  systemic  re- 
actions which  might  be  involved  in  finally 
producing  an  atopic  reaction  upon  the  admin- 
istration of  a later  additional  dose  of  the 
tetanus  antitoxin.  It  is  well  constantly  to 
keep  in  mind  these  possible  dangerous  aller- 
gic reactions  whenever  a potential  allergenic 
substance  is  injected  into  the  body  of  any  pa- 
tient. The  physician’s  careful  and  constant 
consideration  of  these  possible  dangerous  re- 
actions will  keep  him  alert  so  proper  pre- 
cautions and,  if  necessary,  the  proper  treat- 
ment will  be  available  at  all  times  to  treat 
immediately  such  untoward  reactions  should 
they  occur  unfortunately. 

Etiologic  Factors 

When  tetanus  antitoxin  is  injected  into  a 
previously  hypersensitized  patient,  the  prob- 
ability of  three  separate  types  of  allergic  re- 
actions are  possible.  The  fastest  type  is  the 
immediate  reaction.  This  untoward  response 
of  the  human  individual  to  the  administration 
of  tetanus  antitoxin  is  observed  from  almost 
an  immediate  response  to  a reaction  which 
can  be  noted  within  24  hours  after  the  injec- 
tion was  administered. 

The  reader’s  attention  is  called  to  the  pre- 
ventive measure  of  giving  beforehand  an  in- 
tracutaneous  very  small  about  (0.1  cc.)  of 
the  antitoxin  in  the  ventral  portion  of  the 
patient’s  forearm  prior  to  the  administration 
of  the  regular  dose  of  tetanus  antitoxin.  If 
the  patient  is  sensitive  to  this  material,  an 
erythematous  halo  will  surround  the  injec- 
tion site.  Particularly  in  those  sensitive  pa- 
tients, this  erythematous  halo  will  also  have 
raised  pseudopods  which  extend  away  from 
the  halo  periphery.  Usually  this  area  itches. 

However,  the  authors,  even  by  performing 
the  above  intracutaneous  test,  have  observed 
previously  sensitized  patients  who  did  not 
show  such  intradermal  reactions  but  who 
later  developed  severe  generalized  allergic 
reactions.  In  other  words,  this  intracutaneous 
test  is  not  too  accurate  a warning  procedure, 
so  that  the  physician  can  not  become  com- 
placent about  his  patients  ever  developing 


reactions  to  injected  tetanus  antitoxin. 

If  the  patient  reacts  to  the  intracutaneous 
test,  the  usual  procedure  is  to  administer  the 
remaining  antitoxin  in  subsequent  multiple 
small  doses  and  allowing  adequate  time  in- 
tervals between  such  injections.  A sterile 
syringe  containing  the  contents  of  an  am- 
poule of  1:1000  dilution  epinephrine  Hcl  is 
kept  handy  for  immediate  use  should  such  an 
emergency  arise. 

For  some  unexplained  physiologic  reason, 
tetanus  antitoxin,  in  susceptible  patients, 
produces  itching  which  later  is  accompanied 
by  dryness  of  the  mouth  and  throat,  and  the 
formation  of  hives  and  markedly  erythema- 
tous patches  on  the  body.  This  skin  involve- 
ment resembles  those  dermatologic  findings 
which  are  observed  with  cases  of  erysipelas. 
If  allowed  to  persist  and  to  go  without  proper 
therapy,  such  patients  may  well  develop 
laryngeal  edema  and  cyanosis  with  the  possi- 
bility of  death  which  might  ensue.  Many  pa- 
tients with  such  a laryngeal  involvement  have 
been  saved  by  the  immediate  performance  of 
a tracheotomy  with  a jack-knife  when  other 
therapeutic  measures  have  not  been  available 
for  one  reason  or  another. 

The  second  type  of  allergic  reaction  to 
tetanus  antitoxin  is  the  intermediate  reaction. 
This  occurs  from  7 to  12  days  after  the  anti- 
toxin was  administered.  The  third  type  is  the 
latent  or  the  chronic  type  which  is  observed 
about  30  days  following  the  original  adminis- 
tration of  antitoxin. 

One  particular  observation  of  importance, 
which  accompanies  the  above  3 types  of  al- 
lergic responses,  is  that  the  intradermal  site 
and  also  the  administration  site  both  tend  to 
become  erythematous  and  begin  to  itch  in- 
tensely. The  antitoxin  has  injured  apparently 
the  microcirculation  in  these  areas  so  that  a 
marked  vasodilation  takes  place  within  these 
terminal  skin  vessels.  A decided  increase  in 
the  capillary  permeability  takes  place  in 
these  previously  injured  blood  vessels,  the 
venous  pressure  rises  markedly  also,  and 
then  the  formation  of  edema  occurs.  As  the 
fluid  leaves  its  former  container  and  invades 
the  adjacent  tissue,  it  impinges  upon  the 
nerve  endings.  This  action  produces  a de- 
cided amount  of  itching,  swelling  of  the  area, 
redness,  with  a definite  increase  in  the  forma- 
tion of  heat  (the  area  becomes  hot),  and  the 
involved  structures  tend  to  lose  their  phys- 
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iologic  abilities  and  functions. 3 All  these 
signs  are  those  which  are  associated  with  in- 
flammation, which  is  the  main  pathologic 
process  involved  with  such  bodily  reactions 
to  tetanus  antitoxin.  In  this  study,  antitoxins 
from  four  pharmaceutical  manufacturers 
were  employed  with  identical  reactions. 

In  our  series  of  patients,  about  one-third 
of  all  the  patients,  who  were  given  tetanus 
antitoxin,  had  such  reactions.  80%  were  of 
the  intermediate  type,  and  the  remaining 
20%  were  latent  in  nature  (30  day  type). 
There  were  no  immediate  reactions.  This  was 
due  to  the  fact  that  we  learned  through  long 
experience,  that  Kutapressin,*  when  admin- 
istered in  an  opposite  arm  area,  and  in  a 
separate  syringe,  has  the  decided  ability  of 
protecting  those  patients  from  the  immediate 
type  of  tetanus  antitoxin  reactions.  This  pro- 
tecting action  of  this  preparation  apparently 
does  not  last  long  enough  to  shield  the  pa- 
tients from  the  intermediate  and  the  latent 
types  of  reactions.  However,  just  as  soon  as 
each  patient  noted  itching  accompanied  pos- 
sibly by  erythema  and  edema  of  the  previous 
injection  sites,  another  injection  of  Kutapres- 
sin was  administered  immediately.  The  ad- 
ditional amount  of  this  drug  adequately  pro- 
tected each  patient  from  further  TAT  re- 
actions. 80  consecutive  cases  were  given 
Kutapressin  with  the  regular  injection  of 
Tetanus  antitoxin  (in  separate  arms)  just  as 
soon  as  the  intradermal  (intracutaneous) 
testing  of  TAT  was  completed.  This  pro- 
cedure was  followed  carefully,  because  it  had 
been  discovered  that  a preliminary  dose  of 
Kutapressin  (2  cc.  dose  subcutaneously)  had 
the  ability  to  mask  the  TAT  intradermal 
sensitivity  reaction  by  preventing  the  forma- 
tion of  erythema  and  edema  in  those  patients 
who  were  known  definitely  to  be  sensitive  to 
this  allergenic  material  (TAT). 

Treatmenl 

There  has  been  a natural  tendency  on  the 
part  of  some  colleagues  to  discount  our  sug- 
gestion that  Kutapressin  be  substituted  for 
the  rather  dangerous  and  promiscuous  use  of 
epinephine  HCL  for  the  therapy  of  TAT  re- 
actions of  all  types.  Our  colleagues  appar- 
ently do  not  desire  to  run  the  risk  of  death  to 
any  patient  by  withholding  the  immediate 

*Kutapressin,  a derivative  of  the  liver,  is  manu- 
factured by  the  Kremers-Urban  Company  of  Mil- 
waukee. 


use  of  epinephrine  in  such  serious  allergic 
responses  in  their  patients.  Kutapressin  will 
not  raise  a patient’s  systemic  blood  pressure, 
because  this  drug’s  action  is  confined  only 
to  the  previously  markedly  dilated  terminal 
blood  vessels. 4 Kutapressin  is  wholly  non- 
toxic and  non-allergenic,  so  it  can  be  employed 
without  any  known  contraindications.  We 
have  treated  patients  who  were  in  shock  with 
the  use  of  Kutapressin  and  who  had  de- 
veloped severe  laryngeal  edema,  due  to  TAT 
reactions.  The  usual  dose  is  2 cc.  given  sub- 
cutaneously or  intramuscularly.  Such  coma- 
tose patients  usually  recover  sufficiently 
within  a period  of  5 to  15  minutes  after  this 
administration  of  Kutapressin.  One  does  not 
have  to  worry  about  a latent  drop  in  systemic 
blood  pressure  which  certainly  has  been 
known  to  happen  following  the  use  of  epine- 
phrine Hcl.  No  rise  in  systemic  blood  pres- 
sure has  to  be  considered  when  Kutapressin 
is  used  as  is  the  case  with  epinephine  Hcl. 
Furthermore,  the  physician  does  not  have  to 
worry  about  the  untoward  release  of  glucose 
which  sometimes  follows  the  use  of  epine- 
phrine Hcl  in  diabetic  patients,  and  which 
might  produce  marked  glycosuria  with  the 
possibility  of  diabetic  coma  in  susceptible 
diabetic  patients.  Additional  and  subsequent 
doses,  in  2 cc.  amounts  of  Kutapressin,  can  be 
administered  with  complete  safety  to  those 
patients  who  have  reacted  violently  to  TAT. 
As  much  as  10  cc.  in  a single  dose  of  this 
drug  has  been  administered  safely  to  a severe 
case  of  gastric  hemorrhage. 

The  writers  have  been  firm  believers  of  the 
old  dictum  of  employing  the  least  harmful 
medications  rather  than  those  heroic  med- 
ications which  might  prove  to  be  far  more 
harmful  to  a patient  than  even  the  disease 
which  is  being  treated.  This  situation  can  be 
exemplified  adequately  by  the  tendency  of 
some  clinicians  to  employ  the  more  danger- 
ous drugs  when  a far  less  dangerous  medica- 
tion might  well  be  employed.  Such  has  been 
the  experience  with  the  promiscuous  use  of 
the  steroids  and  the  anti-coagulants  5 to 
merely  cite  a few  such  examples  which 
readily  come  to  mind. 

Summary 

The  most  important  etiologic,  preventive 
and  therapeutic  aspects  associated  with  those 
reactions,  are  discussed  which  are  precipitated 
(Continued  on  Page  51) 
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As  a result  of  his  evaluation,  the  phys- 
ician may  have  concluded  that  the  child  has 
a problem  which  may  be  best  dealt  with  by 
special  community  resources  or  he  may  use 
these  resources  in  conjunction  with  his  own 
therapy.  Certain  special  educational  prob- 
lems may  require  engaging  a warm,  patient 
and  understanding  tutor.  People  troubled  by 
marital  difficulties  may  be  referred  to  one  of 
the  social  agencies  such  as  the  Family  Service 
Society.  Most  fairly  large  cities  have  such 
agencies  which  usually  have  on  their  staff 
trained  psychiatric  social  workers,  many  of 
whom  have  great  skill  in  helping  troubled 
people  deal  more  effectively  with  their  en- 
vironment. Speech  problems  should  be  re- 
ferred to  a speech  therapist.  However,  it 
should  be  emphasized  that  children  who 
stammer  or  stutter  almost  always  have  an 
emotional  problem  with  which  they  need 
help.  Psychotic  and  other  severaly  disturbed 
children  are  best  referred  to  a psychiatrist. 
Successful  referral  is  an  important  part  of  the 
treatment.  It  is  paradoxical  that  families 
who  need  psychiatric  help  the  most  are  the 
most  difficult  to  refer.  They  sometimes  meet 
suggested  referral  with  great  hostility  and 
resentment.  They  may  be  so  incensed  that 
they  seek  help  from  another  physician  be- 
cause you  seem  to  have  inferred  they  are 
crazy.  Even  so,  it  seems  advisable  in  the  in- 
terest of  good  treatment  to  lose  the  patient 

^Presented  at  the  76th  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association,  Tuesday 
May  21st,  1957. 


that  will  not  follow  your  recommendations 
rather  than  to  carry  them  along  with  treat- 
ment which  will  not  help  the  problem.  Others 
feel  somewhat  deserted  when  you,  who  have 
so  adequately  cared  for  them  through  the 
years,  indicate  to  them  that  you  cannot  help 
them  now.  It  is  difficult  to  say  how  referral 
can  best  be  made  because  each  of  us  has 
worked  out  a method  which  works  best  for 
us.  It  should  be  added  that  those  physicians 
who  believe  that  psychiatric  treatment  can 
help  are  most  successful  in  their  referrals. 

If  the  general  physician  decides  to  treat  the 
problem  himself,  he  should  be  aware  of  the 
fact  that  treatment  directed  toward  the  symp- 
tom alone  is  not  usually  enough.  Certain 
kinds  of  symptomatic  treatment  are  psycho- 
logically harmful,  and  are  worse  than  no 
treatment  at  all.  Splinting  a youngster’s  arm 
to  keep  him  from  sucking  his  thumb  is  not 
going  to  help  him  to  satisfy  the  needs  which 
he  is  trying  to  tell  us  about  by  sucking  his 
thumb.  The  use  of  one  of  these  infernal  elec- 
trical devices  designed  to  give  a child  an 
electric  shock  when  he  wets  his  bed  is  cer- 
tainly not  going  to  help  the  child  grow  up 
with  the  feeling  that  the  world  is  a pretty 
nice  place  to  be  in.  Contrary  to  other  fields 
of  medicine,  drugs  are  not  usually  helpful. 
The  use  of  sedatives,  narcotics  or  tranquil- 
lizers in  the  abscence  of  demonstrable  phys- 
ical disorders  may  have  a delecterious  effect 
on  an  anxious  child.  The  child  may  already 
be  puzzled  by  his  poorly  understood  feelings 
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and  the  drugs  may  add  other  more  puzzling 
feelings.  Drugs  may  also  interfer  with  the 
mobilization  of  the  child’s  adaptive  capacities 
which  will  help  him  to  cope  with  his  problem. 

Successful  treatment  of  emotional  distur- 
bances in  children  depends  on  the  doctor- 
patient  relationship  more  than  in  any  other 
area  of  medicine.  Indeed,  the  doctor’s  per- 
sonality and  his  relationship  to  the  patient 
are  his  main  therapeutic  tools.  How  can  the 
physician  use  this  relationship  to  catalyze  the 
emotional  growth  of  his  young  patients? 
Some  feel  that  simply  reporting  to  the  par- 
ents the  major  factors  in  their  relationship  to 
the  child  which  have  led  to  the  problem  re- 
sults in  the  resolution  of  the  problem,  or,  at 
least,  motivates  the  family  to  do  something 
about  resolving  the  problem  themselves. 
Further  research  may  confirm  or  deny  the 
effectiveness  of  this  approach. 

Others  feel  that  it  is  advisable  to  spend 
several  interviews  with  the  child  or  his  par- 
ent or  both  in  order  to  help  them  to  resolve 
their  problem.  As  in  other  areas  of  medicine, 
the  patient’s  trust  in  his  physician  is  of 
prime  importance.  Patients  have  this 
trust  in  their  family  doctor  which  places 
him  in  a particularly  strategic  position  to 
help.  Even  the  child  who  has  been  hurt  phys- 
ically by  the  physician  in  the  course  of  the 
administration  of  needed  injections  will  have 
this  trust  if  the  physician  has  been  honest 
with  him  and  hasn’t  said,  “This  won’t  hurt,” 
when  he  gives  an  injection.  In  order  not  to 
violate  this  trust,  it  is  best  to  see  parent  and 
child  separately  once  therapy  has  begun  and 
great  care  should  be  exercised  not  to  reveal 
to  either  the  confidences  of  the  other.  If  one 
is  to  work  with  both  parent  and  child,  it  is 
frequently  difficult  not  to  take  sides  in  which 
case  one  gets  caught  in  the  middle  of  the 
family  conflict.  Because  of  this  fact,  it  is 
sometimes  wise  to  refer  either  the  child  or 
the  parent  to  a colleague.  However,  it  is  not 
suggested  that  one  be  neutral  in  the  thera- 
peutic relationship.  The  physician  who  enters 
into  this  relationship  with  interest  in  this 
person  who  needs  him  and  sees  in  the  rela- 
tionship the  possibility  of  a gratifying  ex- 
perience for  both  himself  and  the  patient  is 
most  likely  to  help  his  patient.  The  physician 
who  enters  this  relationship  with  the  idea  of 
finding  out  who  in  the  family  is  wrong,  or 
with  the  idea  of  arguing  the  patient  into  his 


point  of  view  is  not  likely  to  be  successful  in 
his  treatment.  The  physician’s  role  is  that  of 
participant-observer;  the  patient  uses  him  as 
a proving  ground  for  unacceptable  (to  them) 
feelings,  ideas,  and  actions.  Acceptance  and 
understanding  of  these  feelings  may  lead  to 
greater  self-acceptance  on  the  part  of  the 
patient  and  may  result  in  the  release  of  en- 
ergy, which  has  been  bound  up  in  conflicts, 
for  more  productive  activity. 

Dr.  Frederick  H.  Allen,  and  the  Phila- 
delphia Child  Guidance  Clinic,  wrote  the 
following  words  in  1934,  regarding  the  thera- 
peutic relationship: 

“I  am  more  nearly  able  to  respect  the  in- 
tegrity of  those  who  come  to  me  for  treat- 
ment, thus  enabling  them  to  come  closer  to 
being  themselves  in  their  relation  with  me, 
without  the  evasions  and  projections  that 
have  retarded  their  emotional  growth.  The 
capacity  to  accept  a child  or  adult  as  he  is, 
without  an  urge  to  recreate  him,  or  to  take 
over  his  own  responsibility  for  living,  is  in- 
dicative of  my  respect  for  his  capacity  to 
work  on  his  own  problem,  and  to  achieve  a 
healthier  expression  of  himself  thru  the 
type  of  relation  I enable  him  to  have  with 
me  as  a therapist.  I have  no  desire  to  im- 
pose my  own  standards  upon  a patient  or 
to  determine  the  specific  attitudes  toward 
which  the  therapy  will  be  directed.  If  I can 
create  a relation  in  which  the  child  or  adult 
feels  that  he  is  accepted  at  the  point  he  is 
in  his  own  growth  — rebellious,  hostile, 
fearful,  or  what  not  — then  that  person  has 
an  opportunity  to  go  ahead  with  those  dif- 
ficulties that  are  most  concerning  him.  He 
is  not  kept  busy  defending  himself  against 
being  ‘helped’  and  being  remade.” 

“The  second  principle  that  applies  to  my- 
self is  an  outgrowth  of  the  first.  In  therapy, 
I make  fewer  and  fewer  pretenses  that  I am 
invested  with  certain  omnipotent  powers 
that  sometimes  are  assumed  by,  and  some- 
times assigned  to,  the  psychiatrist.  Grad- 
ually, I am  coming  to  recognize,  and,  what 
is  more  important,  accept  without  apology 
my  limitations  in  reshaping  the  feelings 
and  behavior  of  another.” 

1.  Allen,  Frederick  H.;  American  Journal  of 
Orthopsychiatry,  Vol.  IV,  No.  2,  April,  1934. 
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In  the  course  of  general  medical  practice, 
the  physician  develops  skills  in  interviewing 
which  enable  him  to  obtain  a history  from  a 
patient  with  a minimum  of  time  expenditure 
and  a minimum  of  effort.  The  physician’s 
and  the  patient’s  purpose  is  to  get  to  the  root 
of  the  problem  as  quickly  as  possible.  The 
patient  with  an  emotional  problem  also  wants 
to  get  rid  of  his  pain  as  quickly  as  possible 
but  he  is  afraid  that  the  facing  of  his  problem 
may  cause  more  pain  than  he  is  now  exper- 
iencing. In  the  case  of  palpating  a tender 
abdomen,  the  point  of  greatest  tenderness 
should  be  approached  gently.  In  the  psy- 
chitric  interview,  problem  areas  should  also 
be  approached  gently  so  that  the  patient  will 
dare  to  discard  his  defense  mechanisms  and 
face  the  anxiety-ridden  conflictual  areas  of 
his  personality.  The  rapidity  with  which  the 
physician  approaches  these  areas  is  deter- 
mined more  by  feeling  tones  and  non-verbal 
cues  than  by  the  actual  verbal  content  of  the 
interview.  For  example,  many  of  our  patients 
will  relate  with  great  hesitancy  and  em- 
barrassment some  incident  to  feel  guilty 
about.  Recognition  of  their  feelings  of  guilt 
and  self-condemnation  is  more  helpful  than 
laughingly  reassuring  them. 

As  a general  rule,  one’s  interpretations 
should  be  feeling  oriented  rather  than  an  at- 
tempt to  familiarize  the  patient  with  the 
logical  explanations  of  his  psychodynamics. 
With  both  children  and  adults,  the  patient’s 
emotional  experience  in  his  close  relationship 
with  his  physician  is  the  therapeutic  elixir. 

With  young  children,  toys  are  used  as  a 
means  of  communication.  Children  use  their 
play  to  release  tensions  and  to  express  the 
way  they  feel  about  themselves  and  the 
world  around  them  as  well  as  for  purposes  of 
enjoyment.  In  play  therapy,  the  physician 
verbally  enters  into  the  child’s  fantasy  about 
the  toys  and  discusses  with  the  child  how  the 
toys  feel  about  being  placed  in  the  various 
situations  the  child  places  them  in  as  if  they 
were  real  incidents  in  the  everyday  world. 
Thus  a “make-believe  world”  is  created  in 
which  the  child  can  release  feelings  which  he 
dare  not  admit  to  the  “real  world.” 

A detailed  account  of  the  specialized  tech- 
niques sometimes  utilized  in  the  treatment 
of  the  emotionally  disturbed  child  has  been 
purposely  avoided  in  this  brief  discussion  be- 
cause the  physician  who  is  interested  will 


devise  techniques  of  his  own  if  he  is  sensitive 
enough  to  allow  his  young  patients  to  guide 
him  in  letting  him  know  when  they  are  ready 
to  face  their  problems.  It  is  hoped  that  more 
general  physicians  will  allow  themselves  the 
luxury  of  becoming  involved  in  therapuetic 
relationships  which  consist  of  using  only 
themselves.  It  really  is  fun. 


REACTIONS  TO  TETANUS  ANTITOXIN 
THEIR  ETIOLOGY,  PREVENTION  AND 
TREATMENT^ 

(Continued  from  Page  46) 
by  the  use  of  tetanus  antitoxin.  Although 
epinephrine  Hcl  is  used  universally  at  this 
time,  it  was  found  that  Kutapressin  could  be 
substituted  adequately,  thereby  reducing  the 
possibilities  of  untoward  reactions  from 
epinephrine  Hcl.  No  harmful  side  reactions 
have  ever  been  reported  from  the  use  of 
Kutapressin  in  allergic  responses  or  with 
those  other  diseases  which  have  been  treated 
with  this  unique  and  safe  microcirculatory 
constrictor. 

It  has  been  demonstrated  that  those  integu- 
mental  allergic  responses  are  caused  by  the 
markedly  dilated  microcirculatory  structures 
(terminal  circulation).  The  specific  constrict- 
ing action  of  Kutapressin  on  these  markedly 
dilated  circulatory  vessels  controls  such  un- 
toward responses  adequately  and  safely  with- 
in a matter  of  minutes.  These  hypersensitive 
responses  should  have  the  physician’s  im- 
mediate and  constant  attention  in  order  to 
avert  the  possibility  of  death  to  such  a pa- 
tient who  is  suffering  severly  from  an  atopic 
reaction. 
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OBSTETRIC 
CASE  STUDY 
R.  E.  Staats,  M.D. 
Winner,  S.  D.* 


This  20  year  old,  white,  married.  Catholic 
female,  Mrs.  M.  E.  L.,  began  her  prenatal 
visits  for  this  pregnancy  on  13  Dec.  54.  Her 
last  normal  menstrual  period  had  begun  13 
Oct.  54.  She  had  had  one  known  pregnancy 
ending  14  June  54  with  spontaneous  abortion 
followed  by  curretage.  Her  post  operative 
course  had  been  uneventful.  During  the  year 
preceeding  this  pregnancy,  Mrs.  M.  E.  L.  had 
very  frequent  episodes  of  pyuria  of  un- 
determined etiology.  Urological  consultation 
was  unrevealing,  but  after  considerable  anti- 
biotic and  chemotherapeutic  courses,  she  be- 
came infrequently  symptomatic  following 
Oct.  54.  The  remainder  of  her  past  history  is 
not  significant.  The  family  history  was  con- 
tributory in  the  multiparity  of  the  patient’s 
mother,  Grava  13  Para  13,  and  twins  on  both 
sides  of  the  family.  The  husband  was  a fra- 
ternal twin.  The  menstrual  history  was  nor- 
mal. The  physical  examination  revealed  a 
small,  alert,  .cooperative,  healthy  girl  with 
uterine  enlargement  to  a level  of  a two 
months  pregnancy.  The  pelvis  was  small 
gynecoid  with  no  abnormalities  of  the  genital 
tract.  Her  height  was  59  inches,  weight  114 
lbs.,  BP  110/60,  Hb  12.0  gm,  urine  normal, 
V.D.R.L.  negative,  and  Rh  positive.  Mrs. 
M.  E.  L.’s  prenatal  course  was  as  followed: 
9 Feb.  55  Fundus  at  umbilicus,  no  fetal  heart 
tones  heard,  urine  negative,  BP  120/60,  Wt. 
115.  Complained  of  moderate  insomnia.  Rx 
* Dr.  Staats  is  now  located  at  San  Antonio,  Texas. 


continue  Naialins  t.i.d.,  and  was  told  to  take 
an  occasional  Nembutal  gr  % h.s.  15  Feb.  Pa- 
tient complained  of  painful  Thrombosed 
Hemorrhoid  and  discomfort  in  both  inguinal 
regions.  Rx  hot  Sitz  baths  and  Codeine  gr 
14  q.i.d.  p.r.n.  pain  9 Mar.  Fundus  one  finger- 
breadth  above  the  umbilicus,  no  F.H.T.  heard, 
urine  negative,  BP  120/60,  Wt.  121,  three 
episodes  of  mild  epistaxis,  felt  well.  2 April 
Mrs.  M.  E.  L.  was  admitted  to  the  hospital 
for  observation  with  complaints  of  lower  ab- 
dominal pain  and  faintness.  Physical  exam- 
ination was  normal,  Hb  10.8,  R.B.C.  3.9  mil- 
lion, W.B.C.  15,500.  N 69%,  L 29%,  E 1%, 
B 1%,  urine  normal  except  that  a few  pus 
cells  were  noted.  She  remained  afebrile 
throughout  her  hospital  course  of  three  days. 
She  received  Liver  1 cc,  Iberol  t.i.d.  p.c., 
phenobarbital  gr  ss  q.6  h.,  and  was  discharged 
asymptomatic  with  the  diagnoses  of  Hypoten- 
sion of  Pregnancy  and  Pressure  Pains  Lower 
Abdomen  of  Pregnancy.  4 April  The  Throm- 
bosed Hemorrhoids  were  emptied  surgically 
as  Mrs.  M.  E.  L.  had  painful  recurrence  of 
her  symptoms.  Her  post  operative  course  was 
uneventful.  13  April  F.H.T.  heard  in  the 
L.L.Q.,  position  and  presentation  were  not 
determined,  urine  negative,  BP  130/60,  Wt. 
125,  Hb  11.5  gm.  10  May  F.H.T.  heard  L.L.Q., 
position  and  presentation  undetermined, 
fundus  two  fingerbreadths  above  the  um- 
bilicus, BP  110/60,  urine  negative,  Wt.  128, 
Hb  11.0  gm.  2 8May  Urine  indicated  more 
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than  “normal”  pus  cells,  Wt.  132,  BP  130/60. 
Rx  to  force  fluids  at  least  three  measured 
quarts  daily.  8 June  F.H.T.  again  auscultated 
in  the  L.L.Q.,  presentation  and  position  not 
I determined,  the  impression  of  moderate 
I polyhydramnios  was  recorded,  urine  negative, 

I Wt.  133,  BP  120/70.  10  June  The  Patient  was 
i admitted  to  the  hospital  at  10:00  a.m.  follow- 
i ing  spontaneous  rupture  of  her  membranes 
! at  home.  Examination  at  this  time  gave  the 
impression  of  two  heads  in  the  upper  abdo- 
men. This  was  the  first  indication  of  twins 
1 found  and  x-ray  revealed  double  breech 
presentation  not  at  term.  She  received  no 
medication  until  13  June  when  Pitocin  intra- 
j muscularly  at  half  hour  intervals  in  incre- 
ments of  one  minim,  two  minims,  and  two 
minims  was  given  resulting  in  irregular  mild 
uterine  contractions.  Since  the  amniotic  fluid 
continued  to  flow  slowly,  the  patient  was 
started  on  Penicillin  and  Triple  Sulfa.  Labor 
did  not  begin,  so  she  was  discharged  home  on 
limited  activity.  Triple  Sulfa,  and  close  ob- 
servation on  15  June  with  instructions  to  call 
for  house  visits  if  any  change  was  noted  in- 
cluding a malodorous  vaginal  discharge, 
fever,  discontinued  amniotic  fluid  flow, 
labor  etc. 

In  our  practice  we  necessarily  care  for 
nearly  all  Obstetric  complications  as  our 
closest  Obstetrician  is  about  200  miles  distant; 
however,  the  combination  of  double  breech 
presentation,  ruptured  membranes,  and  a 
non-laboring  primipara  five  weeks  from  term 
required  advice  from  a highly  experienced 
specialist,  and  Dr.  Paul  A.  Bruns  of  the  Uni- 
versity of  Colorado  was  contacted.  Dr.  Bruns 
advised  a conservative  course  and  kindly  fol- 
low’ed  this  case  by  telephone. 

On  21  June  the  patient  observed  bloody 
show  and  scattered  uterine  contractions  mild- 
ly painful;  consequently,  she  was  admitted 
again  to  the  hospital  at  10:00  a.m.  for  observa- 
tion. She  was  begun  on  Terramycin  at  ad- 
I mission.  After  continuous  but  desultory  labor 
for  three  days,  the  patient  was  given  one  am- 
pule of  Pitocin  in  1000  cc  5%  Glucose  in  water 
by  controlled  intravenous  administration 
I with  only  the  development  of  “Pit  pains.” 
At  7:00  p.m.  24  June  the  I.V.  was  repeated 
with  apparently  much  the  same  results  dur- 
ing the  administration;  however,  the  irreg- 
' ular  contractions  were  somewhat  more 
strenuous  and  did  not  fade  away  entirely. 


These  contractions  tired  the  patient  consid- 
erably, and  she  was  given  Nisentil  20  mgm 
at  midnight  and  4:00  a.m.  25  June  which  al- 
tered labor  but  little  and  allowed  her  to  rest 
well  between  contractions  which  were  about 
8-10  minutes  apart.  At  10:30  a.m.  it  was 
noted  that  her  labor  began  to  shorten  inter- 
val and  lengthen  duration.  Sterile  vaginal 
examination  at  2:30  p.m.  revealed  absence  of 
purulent  discharge  in  spite  of  temperature 
elevation  to  101.2,  cervix  dilated  5 cm,  75% 
effaced,  and  both  heels  of  the  left  baby  thrust 
deeply  into  the  vagina  pressing  against  the 
sacrum  and  the  buttocks  apparently  resting 
on  the  pelvic  brim.  This  labor  never  came  to 
good  quality  and  short  regular  interval  and 
was  considered  a type  of  delayed  Pitocin  in- 
duction. At  11:01  p.m.,  under  pudendal  block 
and  whiffs  of  Nitrous  Oxide,  delivery  was 
effected  through  wide  episiotomy  with  appli- 
cation of  forceps  to  the  after  coming  head. 
The  second  bag  of  waters  was  ruptured 
mechanically  immediately  and  the  second  girl 
delivered  similarly.  Both  babies  cried  spon- 
taneously, immediately,  and  well.  They 
weighed  5 lb.  V-k  oz.  and  4 lb.  13  oz.  Follow- 
ing delivery  the  mother  was  given  another 
1000  cc  5%  Glucose  in  water  with  an  ampule 
of  Pitocin  added  to  combat  mild  uterine 
atony  and  exhaustion.  The  post  partum 
courses  of  the  mother  and  children  were  un- 
eventful. The  mother’s  third  post  portion  day 
Hb  was  11.8  gm. 

DISCUSSION 

This  twin  pregnancy  was  missed 
until  late  in  spite  of  suggestive  history  and 
rapidly  rising  uterus  was  readily  diagnosed 
after  loss  of  amniotic  fluid.  As  was  previously 
mentioned,  the  patient’s  temperature  grad- 
ually rose  during  the  final  hospitalization  to 
delivery  giving  considerable  apprehension. 
However,  at  delivery  there  were  no  signs  of 
infection  and  the  temperature  returned  to 
normal  when  fluid  was  replaced.  The  un- 
proved pelvis  was  considered  adequate  for  a 
small  average  baby  by  normal  presentation 
but  questionable  for  an  average  weight  baby 
by  breech.  Hence,  the  desire  for  small  babies 
not  premature  by  weight  led  to  the  probably 
ill  advised  token  intramuscular  Pitocin.  Hap- 
pily the  medication  at  that  time  produced  no 
demonstrable  effect  although  it  may  have 

(Continued  on  Page  59) 
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National  Compulsory  Health  Insurance  Threatens  Again 


The  Forand  Bill  (HR  9467)  was  introduced  by  Representative  Forand  of  Rhode  Island. 
Essentially  it  is  the  National  Compulsory  Health  Insurance  of  the  Wagner-Murray-Dingell 
variety,  only  covering  a smaller  segment  of  the  population.  The  A.F.L.-C.I.O.  assisted  Con- 
gressman Forand  in  framing  his  bill.  It  proposes  that  the  Federal  Government,  through  the 
Social  Security  System,  pay  the  costs  of  hospital,  nursing  home  care  and  surgery  of  persons 
eligible  for  Old  Age  and  Survivors  insurance  benefits.  The  segment  of  the  population  covered 
would  number  about  twelve  to  thirteen  million  persons.  The  costs  would  be  met  by  increased 
Social  Security  Taxes  drawn  from  almost  the  entire  working  population.  If  such  legislation 
were  passed,  it  would  be  a short  step  to  decrease  the  age  limits  to  include  all  persons  on  Social 
Security. 

The  American  Medical  Association  recognizes  the  gravity  of  this  new  threat.  They  are  de- 
veloping a vigorous  campaign  against  the  bill.  Fortunately  the  American  Hospital  Association 
Board  of  Trustees  have  stated  their  opposition  to  the  proposal.  It  is  hoped  that  Secretary  Fol- 
som of  the  Department  of  Health,  Education  and  Welfare  will  recommend  that  the  Administra- 
tion oppose  the  Forand  Bill.  But,  the  forces  for  the  legislation  are  formidable.  Social  Security 
has  intrinsic  political  appeal.  As  usually  stated,  it  seems  an  opportunity  of  getting  something 
for  nothing.  The  backers  of  these  utopian  types  of  social  legislation  have  always  adhered  to 
the  less  than  honest  principle.  “If  you  can’t  convince  them,  let’s  confuse  them.” 

I believe  the  citizens  of  our  state  and  particularly  the  doctors  are  less  likely  to  be  confused 
than  those  who  accept  the  political  dicta  of  such  organizations  as  the  AFL-CIO  and  Social 
Welfare  lobbyists.  But  it  is  not  enough  to  be  opposed.  We  must  state  our  opposition  and  the 
reasons  for  it.  You  will  be  given  that  opportunity  as  the  present  congressional  session  pro- 
gresses, through  our  A.M.A.  and  State  Medical  Association  legislative  committees. 

M.  M.  Morrissey,  M.D. 

Pierre,  S.  Dak. 
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IS  BLUE  SHIELD  A "THIRD  PARTY?" 

“Blue  Shield  Plans  exist  only  to  help  the 
medical  profession  facilitate  the  provision  of 
its  services  to  the  people.  Blue  Shield  is  an 
organization  of  the  profession  itself,  and  not 
a third  party  between  doctor  and  patient.” 

So  declared  the  Blue  Shield  Commission  in 
a recent  policy  statement.  The  Commission 
is  the  elected  board  of  directors  of  the  na- 
tional association,  “Blue  Shield  Medical  Care 
Plans,”  whose  members  are  the  70-odd  med- 
ical society-sponsored,  non-profit  Blue  Shield 
Plans.  A preponderant  majority  of  the  Com- 
missioners are  doctors  of  medicine. 

The  medical  profession,  through  its  own 
instrument.  Blue  Shield,  pioneered  the  great 
uncharted  realm  of  medical  prepayment  at 
a time  when  commercial  insurance  com- 
panies declared  it  was  actuarially  impossible, 
and  when  the  bureaucrats  in  Washington  as- 
serted that  only  big  government  could  do 
the  job. 

What  is  a “third  party  between  doctor  and 
patient”?  In  simplest  terms,  a “third  party” 
must  be  some  person  or  agency  over  whom 
neither  the  first  party  — the  patient  — nor 
the  second  party  — the  doctor  — has  any 
direct  control;  someone  independent  of  both 
doctor  and  patient. 

The  first  requirement  of  a medical  pre- 
payment plan  that  wants  to  call  itself  Blue 
Shield  is  that  it  be  approved  by  the  county 
or  state  society  in  the  area  that  it  serves.  The 
second  requirement  is  that  all  medical 
policies  and  operations  be  under  medical 
control;  and  the  third,  that  it  earn  the  volun- 
tary participation  of  at  least  a majority  of 
the  doctors  in  its  territory. 


Blue  Shield  is  not  a “third  party.”  In  truth. 
Blue  Shield  has  proved  that  doctors  and  pa- 
tients, working  together,  can  solve  the  prob- 
lems of  medical  economics  without  needing 
any  third  party  to  come  between  them. 


THE  MONTH  IN  WASHINGTON 

Russian  advances  in  outer  space  have  trig- 
gered a whole  series  of  debates,  not  the  least 
of  which  is  the  issue  of  the  scope  and  extent 
of  federal  participation  in  higher  education. 
From  it  may  emerge  at  the  very  minimum  a 
scholarship  program  benefiting  pre-medical 
students  and  some  medical  students. 

Here  are  some  of  the  questions  that  Con- 
gress will  have  to  answer  before  it  writes  a 
final  bill  on  federal  aid  to  higher  education: 

1.  Should  a program  be  limited  to  federal 
scholarships  or  should  it  include  grant  money 
for  improving  and  enlarging  colleges  and  uni- 
versities, or  for  loans  to  students? 

2.  If  it  is  limited  to  scholarships,  should 
they  be  non-categorical  in  nature  rather  than 
favoring  specific  disciplines? 

3.  If  non-categorical  and  thus  benefiting  all 
phases  of  higher  education,  how  best  to  jus- 
tify this  approach  in  the  national  interest  and 
national  security? 

4.  Finally,  if  aimed  at  specific  disciplines, 
should  not  Congress  require  some  obligation 
for  service  on  the  part  of  the  recipient? 

Some  of  the  answers  have  been  given  in  the 
administration’s  plan  now  before  Congress. 
As  outlined  by  Secretary  Folsom  of  the  De- 
partment of  Health,  Education  and  Welfare, 
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$1  billion  would  be  authorized  over  a four- 
year  period.  The  money  would  go  for  10,000 
scholarships  a year  to  bright  students  unable 
to  finance  their  schooling,  for  National 
Science  Foundation  grants  and  fellowships 
for  post-doctoral  training  and  up  to  $125,000 
for  any  one  school  to  improve  facilities. 

It  has  been  explained  that  this  program 
would  benefit  pre-medical  students  but  that 
since  scholarships  would  be  limited  to  four 
years,  students  would  have  to  find  other 
ways  to  finance  most  of  their  years  in  med- 
ical school.  After  receiving  their  medical 
degrees,  however,  they  would  be  eligible  for 
the  fellowships  from  the  National  Science 
Foundation. 

The  administration  program  favors  the 
non-categorical  approach,  although  prefer- 
ence would  be  given  high  school  students 
with  good  preparation  in  math  and  the 
sciences.  Students  themselves  would  decide 
what  college  course  to  pursue. 

This  program  has  met  mixed  reaction. 
Educators  say  considerably  more  money 
should  be  authorized  — some  asking  for  as 
much  as  four  times  the  proposed  $1  billion. 

The  American  Council  on  Education, 
which  takes  in  nearly  all  accredited  colleges, 
universities  and  junior  colleges,  told  a House 
Education  subcommittee  that  the  10,000 
scholarships  are  “a  minimum  below  which  a 
program  of  effectiveness  would  be  doubtful 

The  council  outlined  for  the  subcommittee 
these  guiding  principles: 

1.  The  student  should  have  complete  free- 
dom to  choose  his  own  program  of  studies 
within  the  requirements  set  by  the  individual 
institution. 

2.  Stipends  up  to  a maximum  amount  set 
generally  for  the  program  should  be  suf- 
ficient to  enable  the  student  to  attend  an 
eligible  college. 

3.  The  student  should  not  be  denied  the 
opportunity  to  attend  any  recognized  college 
or  university  properly  accredited  under  a 
regional  accrediting  association. 

4.  There  should  be  no  discrimination  be- 
cause of  race,  creed,  color  or  sex. 

NOTES: 

First  legislative  activity  of  interest  to  the 
medical  profession  this  year  was  the  House 
Ways  and  Means  Committee’s  month-long 
hearing  on  tax  revision;  testimony  in  favor 


of  the  Jenkins-Keogh  bill  was  presented  late 
in  January. 

* * * 

National  Science  Foundation  is  inviting  col- 
leges and  universities  to  apply  for  financial 
help  in  conducting  in-service  courses  and  in- 
stitutes for  advanced  study  by  high  school 
mathematics  and  science  teachers.  Applica- 
tions must  be  received  by  NSF  before  March 
15. 

* * * 

A new  national  organization  has  been  es- 
tablished to  help  in  finding  a cure  for  ulcera- 
tive colitis.  Encouraged  by  the  National  In- 
stitute of  Arthritis  and  Metabolic  Diseases, 
the  new  foundation  will  use  its  funds  to  sup- 
plement those  awarded  by  the  federal  gov- 
ernment. 

* * * 

After  six  months’  operation  of  the  disability 
payments  program  under  social  security, 
benefits  were  going  to  more  than  131,000  and 
totaled  $10  million  a month.  Within  the  next 
12  months  the  rolls  are  expected  to  increase 
to  about  200,000,  at  an  annual  cost  of  about 
$175  million. 

* * * 

Influential  Rep.  John  Fogarty  (D.,  R.  1.) 
wants  the  House  to  ask  President  Eisenhower 
to  call  a White  House  conference  on  aging, 
at  which  medical  and  all  other  problems  of 
the  older  population  would  be  taken  up.  Mr. 
Fogarty  also  would  attempt  to  interest  states 
in  similar  conferences,  to  be  conducted  prior 
to  the  Washington  meeting. 


SUPPLIMENTARY  LIST 


The  following  is  a list  of  AMEF  contribu- 
tors listed  in  the  January  issue  incorrectly 


K.  P.  Currie,  M.D. 
K.  Zvejnieks,  M.D. 
M.  W.  Larsen,  M.D 
S.  Friefeld,  M.D. 

R.  B.  Henry,  M.D. 
R.  L.  Lillard,  M.D. 


A.  Horthy,  M.D. 

I.  D.  Eirinberg,  M.D. 
E.  T.  Lietzke,  M.D. 

J.  A.  Hohf,  M.D. 

J.  A.  Lowe,  M.D. 

V.  Janavs,  M.D. 


SUPPLIMENTARY  LIST 
CONTRIBUTORS  TO  AMEF 

H.  L.  Ahrlin,  M.D Rapid  City,  S.  Dak. 

P.  M.  Berg,  M.D Billings,  Mont. 

C.  J.  McDonald,  M.D Sioux  Falls,  S.  Dak. 

C.  B.  Mitchell,  M.D Sioux  Falls,  S.  Dak. 

J.  F.  Pokorny,  M.D. Newell,  S.  Dak. 

M.  E.  Sanders,  M.D Redfield,  S.  Dak. 

J.  P.  Villa,  M.D Freeman,  S.  Dak. 
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SIOUX  VALLEY  MEDICAL  SOCIETY 
ANNUAL  MEETING 
February  25,  26,  27,  1958 
SIOUX  FALLS 

TUESDAY  (February  25th) 

Clinic  Day  at 

Sioux  Valley  Hospital  on  Tuesday,  February 

25th.  Interesting  papers  by  physicians  of  the 

Seventh  District. 

The  Following  Sessions  will  be  held  at  the 
Sheraton  Cataract 

WEDNESDAY  (February  26th) 

Robert  Chissom,  M.D.,  Professor  of  Medicine, 
University  of  Nebraska  will  lecture  on: 

1.  Cardiac  Arrythmias 

2.  New  Concepts  in  Treatment  of  Con- 
gestive Heart  Failure 

John  H.  Moore,  M.D.,  Chairman  of  the  De- 
partment of  Obstetrics  and  Gynecology, 
Grand  Forks  Clinic  will  speak  on: 

1.  Obstetric  Hemorrhage 

2.  Some  Common  Problems  in  Gyne- 
cology 

William  H.  Requarth,  M.D.,  Decator,  Illinois 
will  present: 

1.  Modern  Treatment  of  Burns 

2.  Treatment  of  Hand  Injuries 
THURSDAY,  (February  27th) 

J.  A.  Bargen,  M.D.,  Professor  of  Medicine, 
Mayo  Foundation  and  Chairman  of  the  De- 
partment of  Gastroenterology,  Mayo  Clinic 
will  discuss: 

1.  Problems  in  the  Management  of 
Ulcerative  Colitis  and  Associated 
Conditions 

2.  Diagnosis  and  Treatment  of  Diver- 
ticulitis of  the  Large  Intestine. 

Ellsworth  Evans,  Sioux  Falls  attorney,  will 
outline  the  legal  hazards  that  physicians 
may  encounter  in  daily  practice  in  an  in- 
teresting paper. 

John  Christian,  M.D.,  Professor  Pediatrics, 
Stritch  School  of  Medicine,  Loyola  Univer- 
sity, Chicago,  Illinois  will  discuss: 

1.  Rheumatic  Fever  in  Children 

2.  Virus  Diseases  of  Childhood 

John  C.  Trabue,  M.D.,  Associate  Professor  of 
Surgery,  Ohio  State  University  School  of 
Medicine  will  speak  on: 

1.  Common  Surgical  Lesions  of  the 
Skin 

2.  Treatment  of  Maxillo-Facial  In- 
juries 


TUESDAY  EVENING,  (February  25th) 

BIG  STAG  PARTY 

Sheraton-Cataract  Hotel,  Courtesy  of  the 
Seventh  District  Medical  Society. 

Doctor  Walter  Hard,  Dean,  University  of 
South  Dakota  School  of  Medical  Sciences 
will  talk  briefly  on: 

Changing  Trends  in  Medical  Education 
Refreshments  of  all  kinds  on  into  the  night . . 

WEDNESDAY  EVENING 
Sheraton-Cataract  Hotel  — Cocktail  party, 
dinner  and  dancing. 

REGISTRATION 

TUESDAY,  WEDNESDAY  AND  THURS- 
DAY, AT  SHERATON-CATARACT  HOTEL 
Please  get  your  reservations  in  early  as  a 
large  crowd  from  a three  state  area  is  ex- 
pected. 


WHAT  IS  THE  SAFEST  TONSILLECTOMY 
ANESTHESIA?— 

(Continued  from  Page  40) 

14.  Slater,  H.  M.,  and  Stephen,  C.  R.:  Anesthesia 
for  Tonsillectomy  and  Adenoidectomy.  Canad. 
M.  J.  64:22-26  (Jan.)  1951. 

15.  Campbell,  J.  C.,  and  Hunter-Smith,  D.:  Guil- 
lotine Tonsillectomy  and  Curettage  of  Ad- 
enoids Under  Ethyl  Chloride  Anesthesia,  Brit. 
M.  J.  1:1451-1453  (June  18)  1955. 

16.  Jarvis,  J.  R.:  Anesthesia  for  Tonsillectomy 
Made  Easy,  GP  7:61-65  (April)  1953. 

17.  Segal,  B.:  “Open”  Endotracheal  Anesthesia 
for  Tonsillectomy  and  Adenoidectomy  in 
Children,  South  African  M.  J.  23:514-516 
(June  25)  1949. 

18.  Slater,  H.  M.,  and  Stephen,  C.  R.:  Anesthesia 
for  Infants  and  Children:  The  Nonbreathing 
Technic,  A.M.A.  Arch.  Surg.  62:251-259  (Feb.) 
1951. 

19.  Eather,  K.  F.:  The  Common  Hazards  of  Gen- 
eral Anesthesia  for  Tonsillectomy  and  Ad- 
enoidectomy, Northwest  Med.  51:671-673 
(Aug.)  1952. 

20.  Barton,  R.  T.,  and  Roman,  D.  A.:  Endotra- 
cheal Technique  for  Adenotonsillectomy, 
A.M.A.  Arch.  Otolaryng.  61:241-243  (Feb.) 
1955. 

21.  Fateen,  M.:  Endotracheal  Intubation  in  Guil- 
lotine Tonsillectomy,  J.  Roy.  Egyptian  M.  A. 
36:69-76,  1953. 

22.  Hallberg,  O.  E.,  and  Pender,  J.  W.:  Endotra- 
cheal Anesthesia  for  Tonsillectomy  and  Ad- 
enoidectomy in  Children:  Advantages  and 
Disadvantages,  J.  Internet.  Coll.  Surgeons 
23:527-531  (April)  1955. 

23.  Baron,  S.  H.,  and  Kohhnoos,  H.  W.:  Laryngeal 
Sequelae  of  Endotracheal  Anesthesia,  Ann. 
Otol.  Rhin.  & Laryng.  60:767-792  (Sept.)  1951. 

24.  Hamrick,  D.  W.:  Choice  of  Anesthesia  for 
Tonsil  and  Adenoid  Surgery  in  Children, 
A.M.A.  Otolaryng.  62:393-398  (Oct.)  1955. 

25.  Steele,  C.  H.,  and  Anderson,  J.  R.:  Tracheo- 
bronchial Aspiration  Following  Tonsillec- 
tomy with  General  Anesthesia,  Arch.  Oto- 
laryng. 51:699-706  (May)  1950. 

26.  Myerson,  M.  C.:  Bronchoscopic  Observation 
on  the  Cough  Reflex  in  Tonsillectomy  Under 
General  Anesthesia,  Laryngoscope  34:63-68 
(Jan.)  1924. 
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MEDICAL  LIBRARY  BOOKSHELF  < 


A distinguished  researcher,  Dr.  John  Bitt- 
ner, was  the  guest  speaker  at  the  last  meeting 
of  the  Student  American  Medical  Association 
held  at  the  University  on  December  4th. 
According  to  American  Men  of  Science.  Dr. 
Bittner  received  a Ph.D.  in  genetics  from  the 
University  of  Michigan  where  he  later  be- 
came an  assistant  in  cancer  research.  Since 
1942,  he  has  been  the  George  Chase  Christian 
Prof,  of  Cancer  Research  and  Director  of 
Cancer  Biology  of  the  Physiology  Depart- 
ment of  the  University  of  Minnesota  Medical 
School.  In  his  talk.  Dr.  Bittner  stated  that 
the  Cancer  Chair  which  he  holds  is  unique 
because  it  is  the  only  one  of  its  kind  to  be 
supported  from  the  sale  of  mice,  (surplus 
laboratory  experimental  mice).  His  exper- 
ience in  cancer  research  has  been  extensive, 
including  special  cancer  investigator  of  the 
U.  S.  Public  Health  Service  and  research  fel- 
low of  the  National  Cancer  Institute.  In  1947, 
he  was  president  of  the  American  Association 
of  Cancer  Research.  In  1941,  he  received  the 
Alvarenga  prize  award  from  the  College  of 
Physicians  of  Philadelphia,  and  in  1951,  the 
Comfort  Crookshank  award  and  lecture,  Mid- 
dlesex Hospital,  Medical  School  of  London. 
He  has  participated  in  numerous  symposiums 
and  congresses. 

The  title  of  Dr.  Bittner’s  talk  to  the  med- 
ical students,  staff  members,  and  guests  was 
“Development  and  Control  of  Mammary 
Cancer  In  Mice.”  Using  numerous  complex 
charts,  he  explained  the  genetics  and  inbreed- 
ing in  relationship  to  cancer;  hormonal  fac- 
tors of  breast  cancer  in  mice;  statistics  con- 
cerning incidence  of  cancer,  stock  used  as  re- 
cipient hosts,  susceptibility,  survival  time, 
maternal  influence  and  other  data. 


Dr.  Bittner,  alone  and  in  collaboration  with 
others,  has  published  numerous  articles  on  re- 
search cancer  experiments  with  mice.  In  1940, 
an  article  entitled  “Breast  Cancer  in  Mice  as 
Influenced  by  Nursing”  was  published  in  the 
Journal  of  the  National  Cancer  Institute, 
vol.  1;  155,  1940.  It  was  discovered  that  the 
maternal  influence  of  breast  cancer  develop- 
ment in  mice  is  transferred  in  the  milk  to  the 
progency  while  nursing,  and,  also,  that  tumor 
incidence  normally  obtained  in  females  of 
high-tumor  strains  of  mice  may  be  reduced 
as  a result  of  foster  nursing  the  young  of  such 
animals  by  low  tumor-stock  females  before 
they  are  24  hours  old.  Three  influences  in 
the  etiology  of  inherited  breast  cancer  in  mice 
are  (1)  the  milk  influence,  (2)  inherited  sus- 
ceptibility, and  (3)  ovarian  hormal  stimula- 
tion of  the  mammary  gland. 

A recent  article  co-authored  by  Dr.  Bittner 
in  Cancer  Research,  vol.  17:  205,  1957  is  “Con- 
tinuous Growing  Isotransplants  of  a Mam- 
mary Tumor  Associated  with  the  Develop- 
ment of  Immunity  in  Mice.” 

According  to  the  summary,  it  was  con- 
firmed that  mice  with  either  a single  tumor 
transplant  growing  in  the  left  ear  for  thirty 
days  or  with  three  successive  innoculations 
of  the  same  tumor,  each  being  left  at  each 
location  for  only  ten  days,  were  then  resistant 
to  a subcutaneous  innoculation  of  tumor 
made  into  the  groin. 


GIFT  BOOK  TO  MEDICAL  LIBRARY 
William  and  Wilkins  sent  us  recently  a gift 
book  for  reviewing.  This  is  the  7th  edition 
fo  an  English  book  by  George  Edward  Trease, 
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A Textbook  of  Pharmacognosy,  1957.  Because 
this  book  contains  much  material  about  the 
botanical  side  of  pharmacognosy,  Dr.  John  M. 
Winter,  the  head  of  the  Botany  Department 
at  the  University,  agreed  to  make  a few  com- 
ments in  regard  to  it. 

The  author,  in  his  historical  introduction, 
defines  pharmacognosy  as  that  science  which 
deals  with  the  investigation  of  drugs  and 
other  raw  materials  of  vegetable  and  animal 
origin.  The  study  includes  their  history, 
commerce,  cultivation,  collection,  prepara- 
tion for  market  and  storage,  their  chemistry 
and  identification  and  evaluation,  both  in  the 
whole  and  powdered  state.  He  points  out  that 
pharmacognosy  is  taught  in  schools  of  phar- 
macy while  materia  medica  is  the  term  used 
in  medical  schools. 

The  book  as  a whole,  in  Dr.  Winter’s 
opinion,  is  an  excellent  treatment  which  is  of 
interest  to  the  non-professional  as  well  as 
those  engaged  in  pharmacology,  specifically 
and  medicine  in  general. 

The  following  are  his  comments: 

Part  I,  General  Principles,  Chapter  4,  in 
which  enzymes  and  the  cultivation  of  med- 
icinal plants  are  discussed,  is  too  short  to  be 
of  much  practical  value.  Bevity  is  also  the 
criticism  of  Chapter  8 of  Part  II,  Drugs  of 
Vegetable  Origin  which  attempts  to  cover 
most  of  the  terms  in  plant  taxonomy  and 
anatomy  applicable  to  the  study  of  parts  used 
in  preparation  of  drugs.  The  good  references 
at  the  end  of  the  chapter  would  be  helpful 
for  supplementary  information.  Chapter  12 
on  antibiotics  (four  pages  plus  reference  list) 
is  mighty  fast  coverage  of  the  increasingly 
important  source  of  widely  used  drugs. 

Chapters  14-18  covering  the  plant  sources 
of  drug  products  are  excellent.  It  is 
interesting  to  know  that  the  U.  S.  imports 
annually  ten  million  pounds  of  mustard  seed, 
while  the  Midwestern  states  have  areas  where 
it  takes  over  fields  and  grows  luxuriantly  as 
a weed.  (Agricultural  chemists  searching  for 
new  agricultural  products  take  note.  Also 
ephedra,  a source  of  alkaloid  ephedrine  has 
been  grown  with  satisfactory  results  in  South 
Dakota).  In  these  chapters,  the  sequence  is  a 
taxonomic  one  proceeding  from  the  algae  to 
the  gymnospermae  and  through  the  flowering 


plants  to  the  composites  with  each  discussed 
briefly  under  general  topic  headings  of 
source,  history,  collection,  characters,  con- 
stituents, and  uses. 

Part  III  is  a curious  compendium  covering 
such  items  as  chalk,  leeches,  cochineal  cod 
liver  and  sperm  oil  and  others.  Part  IV  in- 
cludes good  though  condensed  discussions  of 
the  constituents  of  drugs,  method  of  extrac- 
tion, analysis  of  flourescenses,  chromato- 
graphy and  tracer  techniques.  Part  V covers 
the  uses  of  the  microscope  in  the  identifica- 
tion of  fibre  cell  parts,  crystals,  etc. 

Some  parts  of  this  book  would  be  of  more 
interest  to  the  drug  products,  cosmetic  or 
spice  business  than  to  students  of  pharma- 
cognosy. It  would  be  better  if  the  lists  were 
cut  down  to  those  drug  sources  actually 
needed  at  the  present  time  in  medical  prac- 
tice. 


OBSTETRIC  CASE  STUDY— 

(Continued  from  Page  53) 

ripened  the  cervix  some.  The  bloody  show 
proceeding  the  final  admission  was  the  only 
sign  of  labor  as  there  was  no  dilitation,  efface- 
ment,  nor  descent.  The  quality  of  uterine 
contractions  was  mild  and  irregular.  Of 
course.  Cesarian  Section  was  considered  al- 
though not  seriously  as  clinically  this  gravida 
should  have  been  able  to  deliver  from  below 
babies  of  this  size  if  delivery  was  not  too  long 
delayed.  The  patient  did  not  go  into  spon- 
taneous labor  after  three  days  of  show  and 
desultory  contractions,  so  that  vigorous  con- 
trolled in  duction  was  deemed  advisable.  Un- 
fortunately the  patient  responded  to  the  in- 
duction with  the  delayed  type  of  labor  adding 
to  her  discomfort  and  prolonging  further  the 
situation.  It  is  of  importance  to  note  that 
this  patient  was  confidently  cooperative  dur- 
ing the  entire  preceedure  and  at  this  writing 
is  eight  months  pregnant  with  a single  preg- 
nancy and  doing  well.  We  feel  that  this 
brings  out  an  evidence  of  cooperation  be- 
tween our  specialist  colleagues  and  the 
country  doctor  to  produce  a safe  delivery  in  a 
small  32  bed  county  hospital  in  an  isolated 
area. 
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New  rapid-acting  ACHROMYCIN  V Capsules  offer  more 
patients  consistently  high  blood  levels— at  no  sacrifice 
to  the  broad  anti-infective  spectrum  of  ACHROMYCIN 
Tetracycline,  its  low  Incidence  of  side  effects,  or  its  dosage 
and  indications. 

The  pure,  unaltered  crystalline  tetracycline  HCI  molecule 


Tetracyollne  HCI  Buffered  with  CItrlo  Acid 


prompt  and  high  blood  levels,  faster  broad-spectrum  action 
...rapidly  decisive  control  of  infections.  New  ACHROMYCIN 
V Capsules  do  not  contain  sodium. 

REMEMBER  THE  V WHEN  SPECIFYING  ACHROMYCIN  V 


CAPSULES'  (blue-yellow)  250  mg.  tetracycline  HCI  (buffered  with  citric  acid,  250  mg.);  100  mg.  tetracycline  HCI 
(buffered  with  citric  acid,  100  mg.).  ACHROIVI YCIN  V DOSAGE : Recommended  basic  oral  dosage  is  6-7  mg. 
per  lb.  body  weight  per  day.  In  acute,  severe  infections  often  encountered  in  infants  and  children,  the  dose  should  be  12 
mg.  per  lb.  body  weight  per  day.  Dosage  in  the  average  adult  should  be  1 Gm.  divided  into  four  250  mg.  doses. 


uLEDERUE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


SOUTH  DAKOTA 


MINUTES  OF  THE 
MEDICAL  SCHOOL  AFFAIRS 
COMMITTEE 

Marvin  Hughitt  Hotel,  Huron,  S.  D. 
January  18.  1958 

Meeting  called  to  order  by  Dr.  McVay. 

The  following  were  present:  Drs.  McVay, 
Brown,  Saxton,  Gillis,  Jahraus,  Price,  Hard, 
and  guest  Stransky. 

The  minutes  of  the  last  meeting  were  read. 
Dr.  Hard  made  one  correction  Subject  6 
should  have  been  1955  instead  of  1957.  Read 
and  approved  as  amended. 

Dr.  Hard  gave  the  following  resume  of 
Medical  Association  activities  at  the  Univer- 
sity of  South  Dakota  Medical  School. 

1.  State  Medical  Association’s  contributions 
to: 

a.  Medical  Student  Scholarships  2 at 

$100.00. 

b.  $50.00  to  partially  defray  travel  ex- 
penses of  delegate  to  SAMA  annual 
meeting. 

c.  Science  Fair. 

Dr.  Saxton  moved  that  the  Committee 
recommend  to  the  Council  of  the  S.  D.  S. 
Medical  Association  the  allocation  of  funds 
for  two  medical  student  scholarships  in  the 
amount  of  $100.00  each,  and  also  $50.00  to 
help  defray  the  cost  of  a delegate  to  the 
Student  AMA  annual  meeting,  and  also 
contribute  to  the  Science  Fair  as  done  in 
the  past.  Seconded  by  Dr.  Brown.  Motion 
carried. 

2.  A.M.E.F.  Contributions  for  Year. 

Dr.  Jahaus  moved  that  the  Medical  School 
Affairs  Committee  express  its  appreciation 
to  the  AMEF  Committee  of  the  S.D.S. 
Medical  Association  for  their  efforts  to  in- 
crease AMEF  contributions  in  1957.  Sec- 
onded by  Dr.  Saxton.  Motion  carried. 

Dr.  Hard  was  instructed  by  the  Committee 
to  publicize  the  AMEF  contributions. 

3.  Creation  of  Poison  Registry  Center. 

Dr.  Price  moved  that  the  Medical  School 
Affairs  Committee  recommend  to  the  Coun- 
cil of  the  S.D.S.  Medical  Association  that 
a Poison  Registry  Center  be  established  at 
the  University  of  South  Dakota,  and  that 
wide  spread  publicity  be  given  to  South 
Dakota  doctors  on  this  matter.  Seconded 
by  Dr.  Gillis.  Motion  carried. 

4.  Blood  Bank  Workshop. 

Dr.  Price  moved  that  the  Medical  School 


Affairs  Committee  recommend  to  the  Coun- 
cil of  the  S.D.S.  Medical  Association  the 
continuation  of  refresher  courses,  at  the 
University  of  South  Dakota  with  the  view 
to  improve  the  level  of  laboratory  work 
done  in  the  hospital  and  doctor  offices  in 
the  State  of  South  Dakota.  Seconded  by 
Dr.  Jahraus.  Motion  carried. 

Dr.  Hard  gave  the  Committee  information 
on  the  following: 

5.  Medical  School  Annual  Dinner-Dance, 
March  29. 

Dr.  Fred  Coller — “Evolution  of  Surgery” 
Hare  Memorial  Scholarship  Fund. 

6.  The  transferring  of  Medical  Students. 

7.  Tuition  Increase  for  out-of-state  students 
to  $600.00  or  an  increase  of  $50.00  a year. 
In-state  as  is  or  $320.00  a year. 

8.  Building  Addition  Planned. 

9.  Problems  of  Medical  School  Admissions. 
Dr.  Jahraus  moved  that  the  Medical  School 
Affairs  Committee  recommend  to  the  Coun- 
cil of  the  S.D.S.  Medical  Association  that 
the  problem  of  Medical  School  Admissions 
be  considered  and  that  each  District  Med- 
ical Society  in  the  State  make  an  effort  to 
participate  in  AMEF  Week  this  year,  which 
is  April.  Seconded  by  Dr.  Price.  Motion 
carried. 

The  meeting  adjourned  on  motion  at  10:30 

P.M. 


C.  L.  BURY,  M.D. 

1882-1958 

Funeral  services  for  Dr.  C.  L.  Bury  of 
Geddes  were  held  at  the  Community  Meth- 
odist Church  in  Geddes  January  11th.  Burial 
was  in  the  Rosehill  Cemetery  in  Parker. 

Dr.  Bury  practiced  at  Geddes  33  years  be- 
fore being  forced  to  retire  as  a result  of  poor 
health.  Prior  to  that  he  practiced  at  Parker 
for  a number  of  years. 

He  is  survived  by  his  widow,  one  son,  one 
daughter,  and  two  grandchildren. 


NEWS  NOTES 

T.  J.  Billion,  M.D.  was  elected  president  of 
the  McKennan  Hospital  Staff  in  Sioux  Falls 
for  the  year  1958. 
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A.C.S.  MEETING 
IN  DES  MOINES 

All  members  of  the  med- 
ical profession  are  invited  to 
attend  a three-day  Sectional 
Meeting  of  the  American  Col- 
lege of  Surgeons  in  Des 
Moines,  Iowa,  March  27 
through  29,  at  the  Hotel  Fort 
Des  Moines. 

Dr.  Ralph  A.  Dorner,  Des 
Moines,  is  Chairman  of  the 
Advisory  Committee  on  Lo- 
cal Arrangements. 

Topics  will  include  emer- 
gency care  of  multiple  in- 
juries, surgery  for  congenital 
lesions,  cardiac  arrest,  ' can- 
cer, Jaundiced  patient,  ovar- 
ian tumors,  fluids  and  elec- 
trolytes. Medical  motion  pic- 
tures will  also  be  shown 
daily,  with  an  especially 
selected  program  scheduled 
for  Thursday  evening. 


"EDEMA''  COURSE 
AT  COLORADO 

“Edema-  Its  Pathogensis 
and  Management  is  the  sub- 
ject of  a postgraduate  course 
to  be  held  at  the  U of  Colo- 
rado Medical  Center  in  Den- 
ver, March  13th  through  15th. 

Registration  and  tuition 
fee  of  $25.00  should  accom- 


pany the  application  which 
should  be  forwarded  to  the 
Medical  Center  at  4200  East 
Ninth  Avenue,  Denver  20, 
Colorado. 


NATUROPATH 
GETS  INJUNCTION 

A Rapid  City  woman  op- 
erating “Naturopathic”  of- 
fices was  prohibited  from 
using  the  title  of  “doctor”  in 
connection  with  her  work. 

The  action  against  Anna 
Eicens,  429  Quincy,  was 
brought  by  Dr.  Gregg  M. 
Evans,  Yankton,  in  his  of- 
ficial capacity  as  secretary- 
treasurer  of  the  South  Da- 
kota Basic  Science  Board. 
The  action  asked  that  Mrs. 
Eicens  be  prohibited  from 
representing  herself  as  a 
doctor  of  human  disorders. 

Evans  charged  that  Mrs. 
Eicens,  who  operates  the 
Naturopathic  Health  Clinic 
here,  examined  a man  patient 
on  July  31,  and  diagnosed 
and  treated  him  for  an  ail- 
ment, representing  herself  as 
a qualified  physician.  She 
was  paid  for  the  services 
according  to  the  complaint. 

Judge  Tom  Parker  in  Cir- 
cuit Court  decided  that  alle- 


gations against  Mrs.  Eicens 
were  correct  as  presented, 
and  she  was  enjoined  from 
“using  the  title  doctor  or  any 
contraction  or  variation  of 
the  title,  from  using  the  name 
clinic  in  such  a manner  as  to 
hold  out  to  the  public  that 
such  a place  is  for  diagnosis 
and  treatment  of  human  ills,” 
and  is  also  prevented  from 
advertising  herself  as  a doc- 
tor. 

In  addition,  she  is  en- 
joined from  “holding  herself 
out  in  any  manner  as  quali- 
fied to  engage  in  the  diag- 
nosis or  treatment  of  any 
human  ill.” 

The  complaint  stated  that 
Mrs.  Eicens  has  been  operat- 
ing the  “health  clinic”  and 
representing  herself  as  a doc- 
tor for  more  than  two  years. 
Action  was  filed  against  the 
woman  on  Sept.  3,  charging 
she  is  “not  a holder  of  any 
legal  and  unrevoked  license 
or  certificate  authorizing  her 
to  practice  any  healing  art 
whatsoever.” 

Evans,  appearing  for  the 
state  basic  science  board,  was 
represented  by  Attorney 
John  H.  Zimmer,  Parker,  and 
Mrs.  Eicens  retained  Jack 
Hunt  as  her  attorney. 
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Pictured  above  are  the  Medical  Students’  wives  at  the  University  of 
South  Dakota  in  their  campaign,  “Toys  For  Tots”  at  Christmas  time. 
Left  to  right:  Mrs.  John  Smiley,  Mrs.  Myron  Fahrenwold,  Mrs.  Wil- 
liam Pierson, Mrs.  Everett  Koenig,  Mrs.  Chester  Anderson,  Mrs.  James 
Monfore,  Mrs.  Patrick  Flynn,  Mrs.  Lowell  Sorensen,  Mrs.  Thomas 
Bairnson. 


P.G.  COURSE  SET 
FOR  CREIGHTON 

Creighton  University 
School  of  Medicine  will  pre- 
sent a Postgraduate  Con- 
ference at  the  Creighton 
Memorial-St.  Joseph’s  Hos- 
pital and  the  School  of  Med- 
icine on  April  8,  9 and  10, 
1958.  The  first  day  will  be 
devoted  to  Practical  Clinical 
Hematology  with  Dr.  Wil- 
liam Harrington,  Associate 
Professor  of  Medicine  and 
Director  of  the  Department 
of  Hematology,  Washington 
University  School  of  Med- 
icine, St.  Louis,  as  guest 
speaker.  The  second  day 
will  be  devoted  to  Rehabili- 
tation Procedures  with  Dr. 
Frederick  J.  Kottke,  Profes- 
sor and  Chairman  of  the  De- 
partment of  Physical  Med- 
icine and  Rehabilitation,  Uni- 
versity of  Minnesota  School 
of  Medicine  as  guest  speaker. 


INTERNISTS  MEET 
INTERNATIONALLY 

The  Fifth  International 
Congress  of  Internal  Med- 
icine will  be  held  in  Phila- 
delphia April  23-26,  1958. 
World  reknowned  medical 
authorities  will  appear  on  the 
program. 

This  is  the  first  meeting  of 
the  society  to  be  held  in  the 
United  States.  It  was  ar- 
ranged on  invitation  of  the 
American  College  of  Phys- 
icians and  is  intended  to  en- 
courage greater  participation 
of  the  American  physicians 
in  the  International  Society 
and  to  give  foreign  members 
an  opportunity  to  learn  more 
about  American  develop- 
ments in  the  Medical 
sciences. 

Information  and  applica- 
tions can  be  secured  by  writ- 
ing the  Secretary-General, 
4200  Pine  Street,  Philadel- 
phia 4,  Pa. 


NEWS  NOTES 
Robert  S.  Westaby.  Jr., 
M.D.,  formerly  at  Martin, 
S.  D.  and  more  recently  of 
Fort  Worth,  Texas,  has  en- 
tered practice  at  Rapid  City 
with  Dr.  John  Erickson. 
Their  offices  are  located  in 
the  old  General  Hospital 
Building. 

* * * 

The  Vermillion  doctors  en- 
tertained members  of  the 
staff  of  the  Dakota  Hospital 
and  Nursing  Home  at  a 
Christmas  party  December 
18th. 


The  grand  opening  of  the 
Milbank  Clinic  was  held  De- 
cember 29th.  Dr.  D.  A. 
Gregory,  Dr.  E.  A.  Johnson, 
and  Dr.  V.  Janavs  form  the 
staff. 

* * * 

Dr.  Romans  Auskaps,  Lake 
Norden,  has  been  named 
chief  of  staff  of  Memorial 
Hospital  in  Watertown  for 
1958. 

* * * 

Dr.  J.  M.  Byrd,  associated 
with  Dr.  F.  U.  Sebring  at 
Martin  for  the  past  eight 
months  has  moved  to  Silver 
City,  New  Mexico. 


MED.  ASSISTANTS 
MEET 

The  Sioux  Falls  Chapter  of 
the  American  Association  of 
Medical  Assistants  held  their 
monthly  meeting  in  the 
Chamber  of  Commerce 
Rooms,  Monday  January  6th. 
After  the  business  meeting 
and  the  discussion  of  the 
meeting  to  be  held  in  Huron 
May  24th,  a book  review  by 
Mrs.  James  Bezpaletz  was 
given.  The  next  meeting  of 
the  Assistant’s  will  be  held 
in  the  Chamber  of  Commerce 
Rooms,  February  3 at  8:30. 
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ANIMAL  HEALTH  PHARMACY* 
Part  VI 

Kenneth  Redman,  Ph.D.** 
Stomach  Poisons  Used  in  Insecticides 


Stomach  poisons  are  commonly  used 
against  chewing  insects,  but  are  sometimes 
used  against  other  insects  under  special  con- 
ditions. These  insecticides  are  often  applied 
in  the  form  of  dusts  or  sprays  to  plants  or 
other  insect  hosts  to  protect  them.  Sometimes 
stomach  poisons  are  mixed  with  attractive 
insect  food  and  set  as  bait  for  grasshoppers, 
flies,  mosquito  larvae,  etc.  Sometimes  these 
insecticides  are  placed  where  insects  will  get 
them  on  their  feet  or  other  parts  of  their 
bodies.  If  the  insecticide  is  irritating,  es- 
pecially, the  insect  may  get  a sufficient 
amount  in  the  stomach  to  kill  it  when  trying 
to  remove  the  insecticide  from  its  append- 
ages. Lastly,  some  stomach  poisons  may  be 
placed  in  the  soil  to  be  absorbed  by  plants  in 
sufficient  amount  to  make  the  plants  insec- 
ticidal when  eaten  by  insects. 

Some  of  the  desirable  characteristics  of 
stomach  poisons  include  rapid  action,  avail- 
ability, relatively  low  in  cost,  proper  stability, 
relatively  nontoxic  to  the  host,  proper  fine- 
ness, and  any  residue  left  on  food  products, 
at  least,  should  not  be  harmful  to  man  or 
domestic  animals.  Since  few  insecticides 
meet  this  latter  qualification,  there  are  state 

*The  sixth  of  a series  of  articles  concerning  the 
role  of  the  pharmacist  in  animal  and  plant 
health. 


and  federal  laws  regulating  the  maximum 
(safe)  amount  of  insecticidal  residues  on 
foods. 

Arsenicals  as  Stomach  Poison  Insecticides 
Although  metallic  arsenic  is  not  generally 
considered  to  be  a poison,  all  of  its  compounds 
are  so  regarded.  Since  the  common  valences 
of  arsenic  (As)  are  three  and  five,  it  forms  two 
series  of  compounds,  the  arsenites  and  arsen- 
ates. The  arsenites  are  generally  less  stable 
and  more  soluble  in  water  than  the  arsenates. 
Since  the  effectiveness  of  the  arsenicals  as 
protoplasmic  poisons  is  proportional  to  the 
arsenic  content  and  to  the  amount  of  water 
soluble  arsenic,  the  arsenites  are  better  for 
poison  baits,  while  the  arsenates  are  better 
adapted  to  application  on  plant  hosts,  prim- 
arily. The  federal  and  the  uniform  state  pes- 
ticide acts  require  that  economic  poisons  con- 
taining arsenic  must  have  a statement  on  the 
label  of  containers  indicating  the  percentage 
of  total  arsenic  and  water  soluble  arsenic 
expressed  as  As,  respectively.  From  the  fore- 
going discussion,  it  appears  that  the  ideal 
arsenical  insecticide  would  be  one  with  a 
high  arsenic  content,  none  of  which  is  soluble 
in  water  but  all  of  which  is  soluble  in  the 
gastric  juices  of  insects.  It  would  not  leave 
any  residue  dangerous  to  man  or  domestic 
animals.  It  may  be  discerned  from  the  dis- 
cussion of  the  individual  arsenical  insecticides 
that  follows  that  the  ideal  one  does  not  exist. 
However,  arsenical  insecticides  are  the  most 


**  Professor  and  Head  of  the  Department  of  Phar- 
macognosy, Division  of  Pharmacy,  South  Dakota 
State  College. 


— 64  — 


FEBRUARY  1958 


extensively  used  inorganic  insecticides.  Or- 
ganic arsenicals  have  not  proved  to  be  satis- 
factory insecticides. 

Lead  arsenate  exists  in  several  chemical 
forms,  two  of  which,  PbHAs04  (Acid)  and  Pb4- 
(Pb0H)(AsO4)3  (basic)  are  extensively  used  as 
insecticides.  In  fact,  most  commercial  lead 
arsenate  insecticides  are  mixtures  of  the  two. 
Both  forms  are  insoluble  in  water  and  should 
contain  very  little  of  the  arsenic  oxides  which 
are  water  soluble.  Since  the  basic  lead  ar- 
senate is  more  stable,  it  may  be  indicated  in 
high  humidity  atmospheres  because  of  less 
danger  of  damage  to  foliage  under  this  con- 
dition, but  it  usually  is  not  so  toxic  to  insects. 
It  has  been  claimed  that  acid  lead  arsenate 
is  the  most  extensively  used  stomach  poison. 
It  contains  about  20%  As  equivalent.  Some 
uses  include  control  of  chewing  insects  on 
fruits,  flowers,  trees,  potatoes  and  tomatoes 
with  a high  degree  of  safety  to  the  foliage. 
Lead  arsenate  may  be  used  as  a dust,  diluted 
with  2-20  parts  with  a carrier,  or  spray  (2  to 
3 level  teaspoonfuls/gallon  of  H2O)  and  agi- 
tated while  being  applied.  It  is  sometimes 
used  to  treat  soil  for  Japanese  beetle  larvae 
and  others.  One  method  is  to  apply  a uniform 
coating  to  the  soil  and  then  work  it  in  to  a 
depth  of  4 inches. 

Calcium  arsenate  appears  commercially  as 
an  insecticide  in  the  form  of  a mixture  of 
several  calcium  arsenates  with  an  excess  of 
lime.  It  is  quite  fluffy  and  is  colored  pink  to 
prevent  it  from  being  mistaken  for  flour. 
Most  commercial  insecticides  contain  about 
30  percent  As  equivalent.  Water  soluble  As 
increases  with  age  so  that  the  product  should 
be  used  the  same  year  it  is  made.  Calcium 
arsenate  is  more  toxic  to  insects  and  plants 
than  lead  arsenate.  It  is  used  extensively  on 
cotton  plants  against  the  boll  weevil  and  on 
other  resistant  plants,  such  as  potatoes.  It  is 
incompatible  with  a number  of  other  sprays 
and  some  dusts.  It  is  compatible  with  lime- 
sulfur.  It  is  cheaper  to  use  than  lead  arsenate. 
A calcium  arsenite-calcium  arsenate  mixture 
is  sometimes  sold  under  the  name  of  Lon- 
don purple  for  certain  cotton  and  potato  in- 
sects. 

Paris  green,  a copper-aceto-arsenite  (3Cu- 
(As02)2Cu(C2H302)2  has  been  used  for  many 
years  as  an  insecticide,  especially  for  the  con- 
trol of  Colorado  potato  beetles.  The  Cu  makes 
it  relatively  expensive  without  sufficient 


compensation  in  efficiency  as  an  insecticide, 
so  that  there  isn’t  a really  plausible  reason 
for  using  it.  Where  small  amounts  are  to  be 
used,  of  course,  the  increased  cost  would  be 
insignificant,  and  this  may  account  for  the 
still  considerable  use  in  the  United  States. 
The  usual  strength  spray  contains  IV2  level 
teaspoonfuls  of  Paris  green  and  3 level  tea- 
spoonfuls of  hydrated  lime  to  1 gallon  of 
water. 

Sodium  arsenite  may  vary  in  formula  from 
NaAs02  to  NasAsOs,  depending  on  the  manufac- 
turer of  the  insecticide.  Since  all  sodium  salts 
are  soluble  in  water,  the  sodium  arsenites  are 
only  suitable  to  be  used  in  baits  for  grass- 
hoppers, roaches,  ants,  etc.,  and  in  stock  dips. 
Because  of  their  toxicity  to  plants,  these  ar- 
senites are  sometimes  used  as  weedicides.  The 
As  equivalent  is  about  50  per  cent. 

Arsenic  Trioxide,  AS2O3,  is  the  anhydride  of 
arsenious  acid,  H2ASO4,  which  is  formed  by 
dissolving  arsenic  trioxide  in  water.  The  As 
equivalent  is  about  75  per  cent.  Since  the 
compound  is  soluble  in  water,  it  is  only  suit- 
able for  poison  baits.  Since  it  is  obtained  from 
the  flue  dust  from  copper  smelters,  it  is  one 
of  the  cheapest  of  the  arsenicals.  The  exper- 
ience with  arsenic  trioxide  in  the  last  major 
grasshopper  outbreak  in  the  Great  Plains 
area  of  the  United  States  in  the  1930’s  was 
that  government  agencies  supplied  the  poison 
and  private  dealers  that  ordered  a stock  of 
the  insecticide  for  the  outbreak  still  have  it. 

Fluorine  Compounds  as  Slomach  Poison 

Insecticides 

The  fluorine  compounds  are  comparable  to 
the  arsenicals  in  a number  of  ways.  Those 
that  are  soluble  in  water  are  somewhat  dan- 
gerous to  use  on  foliage  because  they  are 
likely  to  “burn”  it  and  hence  their  uses  are 
largely  restricted,  but  not  as  much  so  as  the 
water  soluble  arsenicals.  The  fluorine  com- 
pounds are  cheaper  to  use  than  the  arsenicals, 
but  are  harder  to  get  in  as  fine  a form.  They 
are  not  generally  regarded  to  be  as  toxic  to 
warm  blooded  animals  as  the  arsenicals.  Some 
of  the  fluorine  compounds  were  introduced 
as  insecticides  to  overcome  the  residue  regu- 
lations of  arsenicals,  but  there  are  now  sim- 
ilar regulations  for  them.  The  soluble  fluor- 
ine compounds  hydrolize  in  water  and  are  in- 
compatible with  calcium  ions,  forming  the 
inert  calcium  fluoride. 

Sodium  fluoaluminate,  also  known  as  cryo- 
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lite,  NasAlFe,  occurs  naturally  (ice-stone)  or 
is  produced  synthetically.  For  most  insecti- 
cidal purposes  the  source  is  not  important, 
however,  provided  that  the  natural  product 
is  not  too  heavy  a powder.  A considerable 
amount  has  been  used  in  the  Pacific  North- 
west since  1925  for  the  control  of  the  codling 
moth.  A spray  containing  3-4  lbs.  of  sodium 
fluoaluminate,  1 pint  of  fish  oil  or  % gallon 
of  emulsified  petroleum  oil  per  100  gallons  of 
spray  has  been  used.  Dusts  of  40-70  per  cent 
sodium  fluoaluminate  in  an  inert  diluent  have 
been  effective  against  caterpillars  on  toma- 
toes, the  potato  tuber  moth,  the  corn  ear- 
worm  and  the  tomato  hornworm.  The  usual 
incompatibilities  for  fluorine  compounds,  ie., 
calcium  compounds,  especially,  apply  to 
cryolite. 

Sodium  flouride,  NaF,  a white  powder,  is 
poisonous  to  all  warm-blooded  animals.  It 
is  required  by  law  to  be  colored  blue  to  pre- 
vent it  from  being  mistaken  for  flour,  a for- 
mer cause  of  deaths  to  humans.  Sodium 
fluoride  is  soluble  in  water  (1  part  in  25 
parts)  and  hence  is  indicated  in  poison  baits 
but  not  for  application  to  plants.  Although 
mainly  a stomach  poison,  sodium  fluoride 
acts  as  a contact  insecticide  to  a certain  ex- 
tent, especially  with  roaches.  Recently  it  has 
been  used  against  roaches  resistant  to  Chlor- 
dane  or  DDT.  It  is  used  quite  extensively  for 
chicken  lice  and  lice  on  other  domestic  an- 
imals, usually  in  the  form  of  dust,  undiluted 
for  chicken  lice  but  from  10-95  per  cent  so- 
dium fluoride  for  other  lice.  A “pinch”  is  ap- 
plied around  the  vent  of  fowls.  Pyrethrum 
or  pyrethrins  are  sometimes  added  to  sodium 
fluoride  dusts  for  synergistic  action.  It  is 
sometimes  fed  to  swine  as  a 1 per  cent  dry 
feed  mixture  for  large  round  worms.  The 
swine  are  allowed  to  eat  all  they  want  of  this 
mixture,  but  nothing  else  for  24  hours.  The 
treatment  is  claimed  to  be  about  95  per  cent 
effective.  Detailed  directions  should  be  fol- 
lowed. 

Sodium  fluosilicate,  Na2SiF6,  has  a solubil- 
ity in  water  low  enough  to  permit  a limited 
use  on  plants  as  a spray  or  dust,  especially 
under  semi-arid  conditions.  It  is  used  against 
some  defoliating  insects  on  cotton,  tomatoes 
and  tobacco,  and  against  the  Mexican  bean 
beetle.  It  has  been  a common  ingredient  in 
grasshopper  baits.  The  strength  of  sprays  are 
about  the  same  as  for  sodium  fluoaluminate. 


while  a dust  of  1 part  sodium  fluosilicate  to 
3 parts  sulfur  may  be  used  with  only  a mod- 
erate possibility  of  danger  to  plants,  es- 
pecially if  the  foliage  is  dry.  Again,  this  com- 
pound should  not  be  used  with  calcium 
products.  Certain  moth  proofing  preparations 
containing  sodium  fluosilicate  have  been  used 
for  years. 

Barium  fluosilicate,  BaSiFo,  is  the  least 
soluble  of  the  commonly  used  fluosilicates 
and  is,  therefore,  suitable  as  an  application 
to  plants.  Solutions  are  quite  toxic  to  humans 
either  externally  or  internally.  Dusts  diluted 
with  inert  dilulents  to  contain  30  to  40  per 
cent  fluorine,  or  sprays  (4  lbs.  to  100  gallons 
of  water)  have  been  used  to  some  extent 
against  Mexican  bean  beetles,  flea  beetles, 
blister  beetles,  etc.  Cryolite  (8  per  cent)  is 
added  to  sprays  to  be  used  in  metallic 
sprayers  to  prevent  corrosion.  Calcium  com- 
pounds and  sulfates  are  incompatible. 

Other  Compounds  Used  as  Stomach  Poison 

Insecticides 

Mild  mercurous  chloride  (calomel)  HgCl, 
insoluble  in  water,  and  corrosive  mercuric 
chloride  (corrosive  sublimate),  HgCl,  water 
soluble,  are  used  against  earthworms,  cab- 
bage and  onion  maggots,  and  fungus  gnats. 
Mercuric  chloride  is  also  used  to  treat  dor- 
mant gladiolus  corms.  A common  strength 
mercuric  chloride  solution  is  1-1000,  prepared 
by  dissolving  7.5  grains  in  1 pint  of  water. 
Mercuric  chloride  is  also  used  as  a fungicide 
and  bactericide. 

Borax  (Na2B407)  and  boric  acid  (H3BO3)  have 
been  used  in  powders  for  roaches.  Four  to 
12  per  cent  solutions  of  borax  have  been  used 
against  green  and  blue  molds  of  citrus  fruits 
and  against  housefly  maggots  in  manure  piles. 
Flies  have  not  become  resistant  to  borax  as 
they  have  the  newer  insecticides  in  some  in- 
stances. It  also  has  been  used  to  prevent  the 
growth  of  mosquito  larvae  in  water  limited 
to  laundry  use.  Boric  acid  has  been  used  to 
control  fleece  worms,  but  the  newer  syn- 
thetics equal  or  exceed  it  in  toxicity. 

Antimony  potassium  tartrate  (K(Sb0)C4H4- 
06.y2H20),  also  known  as  tarter  emetic,  soluble 
in  water,  is  sometimes  used  in  ant  baits  in 
the  proportion  of  1 part  to  20  parts  of  honey  or 
grease,  depending  on  whether  sweet  eating  or 
fat  eating  ants  are  to  be  poisoned.  It  has  been 

(Continued  on  Page  70) 
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PRECEPTORSHIP— YOUR 
RESPONSIBILITY* 
by 

Albert  Edlin** 
Richmond,  Virginia 


Before  any  pharmacist  can  face  the  respon- 
sibility of  being  a preceptor,  he  must  be  sure 
that  he  first  understands  the  meaning  of  the 
term  and  realizes  its  full  significance.  Far  too 
many  pharmacists  consider  the  terms  pre- 
ceptor and  employer  synonymous.  This  is 
totally  incorrect  since  one  may  be  either  an 
employer  or  a preceptor  without  necessarily 
being  both.  Let  us  see  how  Webster  defines 
this  term.  A preceptor  is  “one  who  gives 
precepts.”  Precepts  are  then  defined  as; 

Any  commandment,  instruction  or  order 
intended  as  a rule  of  action  or  conduct; 
especially,  a practical  rule  guiding  be- 
havior, technique,  etc. 

With  this  precise  definition  in  mind,  how 
many  pharmacists  can  measure  up  to  the 
standards  of  their  professional  status  and  in- 
tegrity impose  upon  them? 

Origin  of  System 

The  system  of  preceptorship  goes  back 
into  the  dim  past  when  all  teaching  was  done 
by  the  master  for  his  apprentice.  In  those 
days  the  master  was  revered  by  those  who 

*Reprinted  by  permission  from  the  Ohio  Phar- 
macist 5,  No.  9,  p.  15,  Sept.,  1956.  The  views 
presented  in  this  paper  are  the  writers  and  are 
not  to  be  construed  as  an  official  statement  of 
the  South  Dakota  State  Pharmaceutical  Associa- 
tion nor  of  the  Division  of  Pharmacy,  South  Da- 
kota State  College. 

**At  the  time  he  wrote  this  article  Mr.  Edlin  was 
in  his  final  year  of  undergraduate  study  in 
pharmacy  at  the  University  of  Cincinnati.  He 
is  now  doing  graduate  work  in  pharmacy  at  the 
Medical  College  of  Virginia. 


worked  under  him,  for  he  was  skilled  and 
had  learned  by  following  the  precepts  and 
examples  of  the  expert  who  taught  him. 

In  those  same  days,  the  preceptor  looked 
upon  the  task  of  training  his  successors  with 
the  same  inviolate  responsibility  that  he  pur- 
sued his  professional  duties  or  his  craft.  He 
took  great  pride,  and  properly  so,  in  the  rigid 
integrity  of  his  performance.  It  is  small  won- 
der that  those  fortunate  enough  to  serve  and 
learn  under  such  masters  considered  it  a 
privilege.  They  remembered  and  followed 
his  directives  throughout  life,  for  they  were  a 
sacred  trust. 

Changing  Times 

Of  course,  times  have  changed.  We  no 
longer  depend  on  such  haphazard  methods 
when  we  start  on  our  path  to  pharmacy. 
Schools  and  colleges,  state  and  federal  agen 
cies,  laws,  associations  and  organizations, 
books  and  professional  literature  — all  these 
factors  have  paved  our  educational  roads  and 
are  leading  us  into  a profession  which  is 
steadily  advancing  toward  higher  standards. 

At  the  same  time,  through  all  the  meta- 
morphoses and  advances  of  our  profession 
and  of  education,  apprenticeship  has  re- 
mained a necessary  part  in  our  strife  for 
learning.  We  realize  no  school  or  book  can 
teach  us  enough  of  actuality,  and  that  there 
can  be  no  substitute  for  doing  things  rou- 
tinely. The  apprentice,  anxious  and  willing 


— 67  — 


SOUTH  DAKOTA 


to  learn  about  reality,  has  remained  the  same 
throughout  the  centuries.  But  what  has  be- 
come of  the  preceptor? 

Economic  considerations  are  partially  the 
reason  for  the  situation  which  is  revealed  in 
my  survey  and  other  surveys.  Low  wages  for 
the  apprentice  (sanctioned  by  the  minimum 
wage  law)  can  be  overlooked  if  the  time  and 
effort  spent  on  training  are  equivalent  to  the 
difference  in  money. 

But  is  this  generally  the  case?  Recent  sur- 
veys have  shown  that  only  about  half  as  much 
can  be  earned  by  working  in  a drugstore  as 
can  be  earned  at  jobs  in  other  fields.  Do  the 
benefits  derived  from  the  program  warrant 
this  sacrifice? 

Responsibility  for  Teaching 

The  public  school  teacher,  faced  with  the 
colossal  task  of  teaching  all  the  standard 
courses,  plus  decent,  civilized  behavior,  is 
overwhelmed.  He  often  times  accepts  conduct 
which  a few  decades  ago  would  have  led  to 
the  student’s  expulsion.  The  responsibility 
for  teaching  better  morals  and  behavior  is 
placed  on  the  church,  synagogue,  or  on  some 
public  official  or  group. 

It  is  quite  obviously  a hopeless  matter  to 
expect  the  parents  to  take  some  interest  or 
action  at  this  late  date  if  they  have  not  al- 
ready done  so. 

So  it  goes  throughout  our  present  way  of 
life  — the  responsibility  which  once  was  as- 
sumed by  men  and  women  in  the  home  and 
in  the  community  is  all  too  frequently 
shunned.  The  current  philosophy  is  “Let 
someone  else  do  it.” 

Even  the  professions  have  been  influenced 
by  this  trend.  Many  pharmacists  complain 
that  young  men  and  women  after  graduation 
and  licensure  show  a serious  lack  of  practical 
knowledge,  and,  accordingly,  are  unable  to 
do  many  tasks  assigned  to  them.  For  this,  the 
colleges  are  blamed.  Yet,  every  one  of  these 
supposedly  awkward  and  unskilled  young 
people  has  a sworn  statement  from  some 
pharmacist  that  he  or  she  has  worked  under 
his  personal  supervision  for  a full  year.  This 
time  was  presumably  spent  with  the  phar- 
macist-preceptor showing  the  young  appren- 
tice the  know-how  which  is  part  of  the  pro- 
fession and  which  cannot  be  learned  from 
books. 

Practical  Experience  Often  Negligible 

That  the  practical  experience  obtained 


often  is  of  negligible  value  is  well  known. 
The  “Pharmaceutical  Survey,”  as  one  of  its 
recommendations,  suggested  that  practical 
experience  be  made  more  meaningful  or  its 
requirement  for  licensure  be  abolished.  No 
person  who  has  studied  this  problem  has 
concluded  that  good  practical  experience  is 
unimportant.  It  is  almost  a must  if  the  young 
pharmacist  is  to  render  the  best  professional 
service  and  do  it  with  efficiency  and  dispatch. 

Many  pharmacists,  aware  of  the  low  qual- 
ity of  much  of  the  practical  experience  now 
being  certified,  are  suggesting  that  the  col- 
leges should  regulate  this  aspect  of  the  stu- 
dent’s training  as  well  as  his  academic  pro- 
gram. 

Does  this  not  smack  the  same  philosophy 
as  that  the  parent  who  expects  the  school 
teacher  to  train  the  child  to  dress  and  care 
for  himself?  Is  the  training  of  the  phar- 
macists of  no  personal  concern  or  obligation 
to  those  already  in  practice?  Can  we  expect 
to  have  a coherent,  well-knit  profession  if 
each  pharmacist  feels  no  obligation  to  give 
some  of  his  time  and  effort  to  those  who  some 
day  must  carry  on? 

Pharmacists  Evaluate  Pharmacy  Students 

The  following  is  an  outline  of  some  of  the 
salient  points  of  the  thinking  of  pharmacists 
in  general  toward  apprentice: 

(1)  You  look  upon  students  as  you  do  any 
other  hired  help,  except  that  they  are  more 
demanding.  This  you  compensate  for  by 
lower  salaries. 

(2)  They  are  in  my  store  to  do  a job  — a 
little  more  perhaps  — certainly  no  less.  If 
you  don’t  get  your  money’s  worth  the  student 
won’t  be  with  you  for  long. 

(3)  The  student’s  education  is  in  no  way 
your  responsibility.  Students  are  with  you 
to  work  — every  time  your  requirement  de- 
mands it.  School  is  the  place  to  get  educated, 
and  you  are  not  above  taking  a verbal  hay- 
maker at  what  they  are  learning. 

(4)  Students  are  practically  worthless  until 
they  become  seniors. 

(5)  They  haven’t  the  background  to  be 
trusted  within  the  confines  of  the  inner  sanc- 
tum. 

(6)  Some  of  you  might  even  go  as  far  as 
not  letting  them  dispense  a dozen  Empirin 
Compound  from  the  Schwartz  Cabinet. 

(7)  Read  a prescription  — fill  one  under 
supervision?  Some  of  you  — never  would 


— 68 


FEBRUARY  1958 


allow  it  to  be  done. 

Gentlemen,  who  are  you  trying  to  fool? 
What  are  you  trying  to  hide?  What  are  you 
trying  to  protect?  Are  you  confident  of  your 
own  abilities  or  is  it  that  you  are  afraid  new 
blood  will  lift  the  veil  of  mysticism  that  sur- 
rounds the  prescription  room?  The  veil  has 
already  been  lifted;  almost  anyone  except 
pharmacy  students  (?)  can  read  prescriptions 
today. 

What  the  Apprentice  Should  Expect  from 
His  Preceptor 

If  the  last  heading  and  paragraph  doesn’t 
categorize  you  as  described,  then  you  have  no 
reason  to  get  unduly  upset  — ■ I am  addressing 
those  who  do  belong  in  that  category;  there 
are  a considerable  number. 

If  you  are  not  wearing  the  “categorized 
pair  of  shoes,”  but  stand  in  a more  present- 
able pair,  you  may  be  wondering  what  you 
can  do  to  shine  them  up  a bit.  You  may  be 
wondering  what  can  be  done  to  improve  the 
training  during  apprenticeship. 

What  can  be  done  is  limited  only  by  your 
imagination,  your  own  abilities,  your  avail- 
able physical  resources,  and  most  of  all  the 
desire  to  do  something.  Much  can  be  done 
even  with  limited  resources  and  low  pres- 
cription volume;  and  I shall  confine  my  view- 
points to  the  purely  professional  phases. 

I will  simply  enumerate  some  of  the  things 
which  should  be  learned  in  the  store.  When 
they  are  done  depends  both  upon  the  individ- 
ual student  and  upon  his  stage  of  training. 
There  are  certain  things  that  any  student  can 
learn,  even  freshmen  and  sophomores,  al- 
though the  former  should  not  be  working  in  a 
store.  Many  of  you  have  had  little  or  no 
formal  training  and  still  more  of  you  are 
proud  of  what  you  learned  before  you  ever 
started  pharmacy  school.  Why  are  things  so 
different  today? 

An  apprentice  should: 

1.  Learn  to  read  prescriptions.  The  store 
is  the  best  place  to  learn  this. 

2.  Have  an  opportunity  to  discuss  prescrip- 
tions with  his  preceptor  from  time  to  time. 

3.  Be  taught  to  use  apothecary  and  metric 
weights  as  early  as  possible.  Furthermore, 
he  should  be  taught  the  practical  aspects  of 
estimating  dosages,  when  extreme  accuracy 
is  essential,  and  when  exact  equivalents  are 
used  behind  the  prescription  counter. 

4.  Have  an  opportunity  to  fold  powders 


and  pack  capsules. 

5.  Become  familiar  with  all  new  drugs  — • 
learning  dose,  category,  and  appearance. 

6.  Maintain  a notebook  and  be  questioned 
on  it  before  his  practical  examination. 

7.  Fill  prescriptions.  Second  and  third  year 
students  have  had  galenical  pharmacy  and 
inorganic  chemistry;  they  should  be  per- 
mitted to  fill  prescriptions  for  which  this 
background  suits  them.  Proper  supervision 
is  always  presupposed. 

8.  Properly  record  everything  new  that  is 
done.  It  is  better  to  fill  two  prescriptions  per 
day,  writing  up  all  details  about  pharma- 
cology, dosage,  etc.,  than  it  is  to  fill  forty  and 
learn  nothing  other  than  stock  location  and 
variations  in  physicians’  handwriting.  The 
latter  is  important,  but  should  not  take  pre- 
cedence over  the  former. 

9.  Be  responsible  for  the  pharmacology, 
use,  and  visual  identification  of  each  new 
product  dispensed.  State  boards  (Ohio  Phar- 
macist Editor’s  note:  Ohio,  too.)  are  requir- 
ing visual  identification  and  a thorough 
knowledge  of  these  materials.  The  precep- 
tor’s chances  of  bringing  about  familiarity 
with  them  are  far  better  than  those  of  the 
college. 

10.  Be  responsible  for  keeping  up  to  date 
the  file  on  manufacturers  literature,  product 
information  cards,  and  other  information. 

11.  Be  responsible  for  maintaining  the  li- 
brary — adequate,  but  not  necessarily  ex- 
tensive — in  the  pharmacy. 

Dear  Fellow  Students 

While  making  recommendations  to  our  em- 
ployer-preceptors, let  us  also  consider  a few 
of  our  own  responsibilities. 

What  I have  written  in  this  article  will 
never  have  any  meaning  if  we,  the  appren- 
tices, do  not  live  up  to  and  take  advantage  of 
the  opportunities  and  standards  presented 
by  our  profession. 

Let  us  show  that  we  are  willing  to  learn, 
and  to  perform  our  best  in  all  phases  of  work 
encountered  in  the  drugstores  in  which  we 
are  employed.  It  is  not  beyond  anyone  of  us 
to  pick  up  a broom  or  mop  or  make  an  ice- 
cream soda.  We  cannot  pass  the  State  Board 
or  thereafter  efficiently  practice  pharmacy 
by  only  knowing  the  price  of  cigars. 

Let  us  always  keep  in  mind  that  an  efficient 
preceptor  devotes  a great  deal  of  his  time  and 
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energy  to  trying  to  teach  us  to  be  an  efficient 
and  adept  pharmacist;  let  us  be  equally  ef- 
ficient. Let  us  remember  The  Golden  Rule, 
“Do  unto  others  as  you  would  have  them  do 
unto  you.” 

In  Conclusion:  Never  Too  Old 

The  preceptor,  who  through  his  under- 
standing and  cooperation  gains  the  confi- 
dence and  good  will  of  the  student,  never 
grows  old.  None  of  us  is  too  old  to  learn. 
The  wise  pharmacist,  while  he  teaches  the 
apprentice  many  practical  points,  avails  him- 
self of  the  splendid  opportunity  of  being 
kept  up  to  date  on  new  advances  and  new 
theories  learned  in  college. 

Such  a give  and  take  arrangement  is  ideal, 
for  it  produces  a fine  sense  of  professional 
comradeship  and  competence. 

How  much  better  this  is  than  for  the  phar- 
macist to  belittle  and  scoff  at  the  material 
being  given  by  the  colleges  as  to  theoretical, 
idealistic,  or  impractical  simply  because  he  is 
ashamed  to  confess  his  ignorance.  The  long- 
term benefits  of  this  mutual  aid  are  many, 
not  least  among  which  is  the  desire  of  the 
young  pharmacist  to  cooperate  and  work 
with  others,  and  to  believe  in  organization 
and  united  effort.  The  need  for  such  a spirit 
of  cooperation  in  our  profession  is  well 
known. 

Food  for  Thought 

Experience  is  a legal  prerequisite  to  licen- 
sure. Is  the  spirit  of  the  law  fulfilled  if  stu- 
dents are  left  alone  in  stores  or  allowed  to 
fill  prescriptions  without  being  supervised  or 
checked?  Or  will  we  be  able  to  make  good 
pharmacists  out  of  students  who  have  spent 
their  apprenticeship  filling  in  the  “pop  case” 
and  sweeping  the  floor?  Would  different 
legislation,  state  or  school  supervision,  or  ap- 
proval of  the  stores  employing  apprentices  be 
possible,  and,  if  so,  would  it  change  the  situa- 
tion? Should  we  be  optimistic  and  hope  for  a 
turn  for  the  better?  Should  we  be  happy  that 
conditions  are  not  any  worse? 

I do  not  know  the  answers.  I do  know, 
however,  it  does  not  make  sense. 
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used  as  a standard  preparation  against  glad- 
iolus thrips  and  fruit  flies. 

Formaldehyde  or  formalin,  CH2O,  1 part, 
sugar  2 parts,  water  30  parts,  has  been  used 
as  a poison  bait  for  house  flies.  It  has  also 
been  used  to  treat  potatoes  for  the  scab  gnat. 

Thallous  sulfate,  TI2SO4,  and  thallous  ace- 
tate, TlCOOCHs  are  sometimes  used  in  ant 
and  rodent  baits.  These  compounds  are  sol- 
uble in  water  and  are  of  sufficient  toxicity 
so  that  some  state  laws  restrict  possession  of 
them.  Five  tenths  of  1 per  cent  to  4 per  cent 
preparations  are  used  for  house  ants  and  fire 
ants,  while  a 1 per  cent  concentration  in  grain 
is  used  in  rodent  control. 

Yellow  phosphorus,  flamable  at  34°C,  is 
made  into  pastes  by  grinding  in  water  and 
mixing  with  flour  for  the  control  of  American 
and  Oriental  roaches.  It  is  very  toxic  to 
mamals  and  is  therefore  sometimes  used  as  a 
rodenticide,  expecially  for  rats  and  mice. 
Because  of  the  danger  of  poisoning  to  other 
mamals  accidently,  yellow  phosphorus  is 
being  replaced  as  an  insecticide  by  the  newer 
organic  compounds. 

Zinc  phosphide,  Zn3P2,  is  spontaneously 
flamable  with  acids.  Insoluble  in  water,  it  is 
used  for  controlling  mosquito  larvae.  Cau- 
tions should  be  observed  in  handling  it. 
About  a 1 per  cent  bait  is  used  as  a rodenti- 
cide. 

Sodium  selenate,  Na2Se04,  and  potassium 
ammonium  selenosulfide,  (KNH4S)3Se,  1 part 
to  500-800  parts  of  water  have  been  used  to 
control  red  spider  mites.  Absorbed  selenium 
compounds  on  ornamentals  essentially  elim- 
inate some  insects,  ie.,  the  chrysanthemum 
aphid,  when  the  foliage  contains  45  parts  per 
million.  Because  of  the  danger  of  poisoning 
from  fruits  and  vegetables,  it  is  advisable  to 
restrict  the  use  of  selenium  compounds  to 
ornamentals. 
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Fellow  Pharmacists: 

Another  new  year  has  rolled  around  and  I’m  hoping  that  all  of  you  had  a very  successful 
1957.  The  indications  and  forecasts  are  for  good  business  in  the  future  and  I wish  you  all  a 
prosperous  year  in  1958. 

I personally  feel  that  the  profession  of  pharmacy  has  made  great  strides  forward  during 
the  past  years  and  that  we  will  continue  to  go  forward  in  the  years  to  come.  This  is  especially 
true  with  the  professional  aspects  of  pharmacy,  in  the  area  of  public  relations  and  in  our 
relations  with  the  allied  professions  of  the  health  team. 

Let  us  endeavor  to  make  1958  better  than  preceding  years  in  our  continuing  fight  to  raise 
the  standards  of  pharmacy. 

Sincerely, 

George  Lehr 


k. 
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Dartal 

Description:  Dartal  is  chemically  described  as 
l-(2-acetoxyethyl)-4-[/]3-(2-chloro-10-pheno-- 
thiazinyl)propyl[/]piperazine  dihydrochlor- 
ide. 

Indications:  In  the  treatment  of  the  agitated 
and  anxiety  states  associated  with  insom- 
nia, anorexia,  abnormal  excitement,  the 
psychosomatic  symptoms  of  organic  dis- 
orders such  as  peptic  ulcer,  cerebral  arter- 
iosclerosis, catatonic  or  paranoid  schizo- 
phrenia, neuroses,  psychoses,  acute  mania, 
Huntington’s  chorea,  barbiturate  addiction 
and  alcoholism.  Dartal  supplies  tranquil- 
izing  effects  without  sedation  and  accom- 
plishes this  effectively  on  low  dosages. 

Dosage:  The  recommended  dose  for  anxiety 
tension  states,  psychosomatic  disease  and 
other  neuroses  is  5 mg.  three  times  daily 
and  for  psychotic  conditions  it  is  10  mg. 
three  times  daily.  These  daily  dosages 
should  be  individually  adjusted  upward  or 
downward  in  units  of  5 or  10  mg.,  at  inter- 
vals of  three  or  four  days.  Dartal  has  been 
shown  to  have  a high  order  of  saftey  but 
an  extrapyramidal  activity  of  pseudopark- 
insonism may  occur  on  high  dosage.  This 
can  be  controlled  by  reducing  or  discontin- 
uing Dartal  or  when  continuing  therapy  is 
imperative  by  concurrently  administering 
antiparkinson  drugs. 

Dosage  Form:  Tablets,  uncoated,  white,  5 mg., 
in  bottles  of  50  and  500.  Tablets,  uncoated, 
peach,  10  mg.,  in  bottles  of  50  and  500. 

Source:  G.  D.  Searle  & Co. 


Wyanoids  HC 

Description:  Each  suppository  contains  hy- 
drocortisone (as  acetate),  10  mg.;  extract 
belladonna,  0.5%  (equiv.  total  alkaloids, 
0.0063%);  ephedrine  sulfate,  0.1%;  zinc 
oxide,  boric  acid,  bismuth  oxyiodide,  bis- 
muth subcarbonate,  and  balsam  peru  in  an 
oleaginous  base. 

Indications:  Wyanoids  HC  is  indicated  for  the 
treatment  of  acute  and  chronic  nonspecific 
proctitis,  radiation  proctitis,  proctitis  ac- 
companying ulcerative  colitis,  medication 
proctitis,  acute  internal  hemmorrhoids, 
cryptitis,  post-operative  scar  tissue  with  in- 
flammatory reaction,  and  internal  anal 
pruritus. 

Dosage:  One  suppository  rectally  twice  daily 
for  six  days  or  as  required. 

Dosage  Form;  Suppositories,  boxes  of  12. 

Source:  Wyeth  Laboratories. 

Furoxone  Aerodust- Veterinary 

Description:  Furoxone  Aerodust- Veterinary 
contains  25%  Furoxone,  brand  of  furazoli- 
done, practical  grade,  in  a special  base.  It 
is  applied  with  a dust  applicator. 

Indications:  Furoxone  Aerodust- Veterinary  is 
used  in  chickens  for  the  flock  treatment  of 
chronic  respiratory  disease  (CRD  or  air  sac 
infection). 

Dosage:  The  contents  of  a 100-gram  container 
are  sufficient  to  treat  1,000  chickens.  The 
dust  cloud  is  directed  about  2 feet  over  the 
birds  from  a distance  of  5 to  6 feet  from  the 
nearest  bird.  If  necessary,  treatment  may 
be  repeated  at  48-hour  intervals. 
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Dosage  Form:  In  container  of  100  grams.  To 
veterinarians  only. 

Source:  Eaton  Laboratories,  Norwich,  N.  Y. 

Cortrophin-Zinc  Disposable  Syringe 

Description:  Each  Cortrophin-Zinc  disposable 
syringe  unit  contains  a 1-cc  cartridge  pro- 
viding 40  USP  units  of  purified  corticortro- 
pin  in  a fine  aqueous  suspension.  The 
ACTH  is  adsorbed  on  zinc  hydroxide  for 
repository  action. 

Indications:  Cortrophin-Zinc  supplies  pitui- 
tary corticotropin  to  stimulate  the  adrenal 
cortex  to  produce  its  essential  corticos- 
teroids in  physiologic  proportions  over  a 
longer  period  than  would  be  the  case  with 
equal  amounts  of  any  other  type  of  ACTH. 
It  is  indicated  in  the  treatment  of  allergic 
reactions,  theumatoid  disorders,  derma- 
tologic and  eye  diseases,  and  in  all  other 
conditions  amenable  to  ACTH  therapy,  es- 
pecially where  natural  stimulation  of  the 
adrenal  cortex  is  desired.  Dosage  must  be 
adjusted  to  the  individual  needs  of  each  pa- 
tient. 

Dosage  Form:  Cortrophin-Zinc  disposable 
syringes  are  available  in  packages  of  1 and 
in  sleeves  of  3. 

Source:  Organon  Inc. 

Liquaemin  Sodium  Disposable  Syringe 

Description:  Each  Liquaemin  Sodium  sterile 
disposable  syringe  unit  contains  a 1-cc  cart- 
ridge providing  20,000  USP  units  (200  mg.) 
of  heparin  sodium  in  an  aqueous  solution. 

Indications:  Liquaemin  Sodium  is  indicated 
in  the  treatment  of  thromboembolic  dis- 
orders and  in  every  condition  requiring 
anticoagulant  therapy. 

Dosage  Form:  Liquaemin  Sodium  sterile  dis- 
posable syringes  are  packaged  in  boxes  of  1. 

Source:  Organon  Inc. 

Midicel 

Description:  A new  sulfa  compound,  sulfame- 
thoxypridazine,  designed  chemically  as  3- 
sulfanilamido-6-methoxypyridazine. 

Indications:  The  treatment  of  many  gram- 
negative and  gram-positive  bacterial  infec- 
tions. It  is  particularly  appropriate  in  treat- 
ing patients  with  infections  of  the  urinary 
tract. 

Dosage:  One  gram  (two  tablets)  daily,  fol- 
lowed by  0.5  gram  (one  tablet)  daily  or  two 
tablets  every  other  day  for  mild  infections. 
For  severe  infections  an  initial  dose  of 


four  tablets  followed  by  one  daily  is  recom- 
mended, children’s  dosage  according  to 
weight. 

Dosage  Form:  In  bottles  of  24  and  100  quar- 
ter-scored tablets,  each  tablet  containing 
0.5  Gm.  of  sulfamethoxypyridazine. 

Source:  Parke-Davis. 

Pen-Vee  L-A 

Description:  A new  long-acting  form  of  peni- 
cillin V.  Each  orange  and  yellow  Pen-Vee 
L“A  tablet  contains  250  mg.  (400,000  units) 
of  phenoxymethyl  penicillin  (penicillin 
V). 

Indications:  Pen-Vee  L-A  tablets  are  in- 
dicated for  most  infections  caused  by  or- 
ganisms susceptible  to  penicillin  therapy, 
particularly  those  due  to  hemolytic  strep- 
tococci, pneumococci,  gonococci  and  some 
staphylococci.  The  drug  is  highly  useful 
in  preventing  bacterial  invasion  in  patients 
with  a history  of  rheumatic  fever  or  rheu- 
matic or  congenital  heart  disease.  It  is  in- 
dicated also  for  prophylaxis  against  sub- 
acute bacterial  endocarditis  following  ton- 
sillectomy and  tooth  extraction. 

Dosage:  Hemolytic  streptococcal  and  suscep- 
tible straphylococcal  infections,  one  tablet 
t.i.d.  Pneumococcal  infections,  one  tablet 
every  six  to  eight  hours  for  five,  or  six 
days.  Gonococcal  infections,  one  tablet 
every  four  to  six  hours  for  two  or  three 
doses.  (In  gonorrheal  complications,  pro- 
longed and  intensive  therapy  is  required.) 
To  prevent  recurrent  attacks  of  rheumatic 
fever,  one  tablet  daily.  As  a prophylaxis 
against  bacterial  endocarditis,  one  tablet 
every  eight  hours  from  one  day  before  to 
four  days  after  tonsillectomies  and  tooth 
extractions. 

Dosage  Form:  Tablets,  vials  of  24. 

Source:  Wyeth  Laboratories. 

Peritraie  With  Phenobarbital 

Description:  Peritrate  (pentaerythritol  tetra- 
nitrate)  20  mg.  and  phenobarbital  15  mg.  in 
a monogrammed,  scored  tablet;  yellow  in 
color. 

Indications:  Coronary  vasodilator  for  pro- 
phylactic treatment  of  angina  pectoris  and 
post-coronary  disease,  especially  in  cases 
where  relief  of  fear  and  apprehension  with- 
out daytime  drowsiness  is  desirable.  Helps 
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reduce  apprehension  and  restlessness 
through  the  addition  of  phenobarbital’s 
mild  sedative  effect  to  Peritrate’s  coronary 
vasodilating  action.  Especially  useful  dur- 
ing initial  stages  of  therapy  in  the  post- 
coronary or  angina  patient. 

Dosage  Form:  Bottles  of  100  and  500  tablets. 

Special  Note:  Each  bottle  of  Peritrate  20  mg. 
with  Phenobarbital  will  be  shipped  with  a 
bottle  hanger  tag  for  the  pharmacist’s 
product  information  file.  The  readily  re- 
movable card  provides  rapid  information 
to  both  the  pharmacist  and  inquiring  phys- 
ician. 

Source:  Warner-Chilcott  Laboratories. 

Cardilate 

Description:  Each  scored  tablet  containing  15 
mg.  of  Erythrol  Tetranitrate,  taken  sub- 
lingually or  buccally,  provides  prolonged 
prophylaxis  of  angina  pectoris  attacks. 

Indications:  As  the  action  of  ‘Cardilate’  is 
somewhat  slower  than  that  of  nitroglycerin, 
is  is  not  intended  for  the  treatment  of  acute 
attacks  of  angina  pectoris.  Instead  it  is  de- 
signed for  the  prophylactic  and  long-term 


treatment  of  patients  with  frequent  or  re- 
current anginal  pain.  The  beneficial  effect 
of  ‘Cardilate’  in  the  treatment  of  angina 
pectoris  is  attributed  to  increased  coron- 
ary blood  flow,  which  has  been  shown  to 
occur  in  both  systole  and  diastole  and  is 
the  result  of  decreased  vascular  tone  or 
resistance.  With  increased  coronary  blood 
flow  and  unchanged  cardiac  work,  the 
effective  blood  supply  to  the  myocardium 
is  increased.  This  is  the  basis  for  the  relief 
of  myocardial  ischemia  and  its  associated 
anginal  pain. 

Dosage:  One  tablet  sublingually  or  in  the  buc- 
cal pouch  three  times  daily,  after  meals. 
For  those  who  are  subject  to  nocturnal  an- 
gina, an  additional  tablet  about  one  hour 
before  bedtime  is  recommended.  Up  to 
two  tablets  three  times  a day  are  well  toler- 
ated but,  as  with  nitroglycerin,  a temporary 
headache  is  more  apt  to  occur  with  larger 
doses. 

Dosage  Form:  Bottles  of  100. 

Source:  Burroughs  Wellcome  & Co. 
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""It  is  ten  times  easier  to  find  a million  dollars  worth  of  capital 
than  it  is  to  find  the  right  man  to  manage  it"" 

That  statement  of  24  words,  spoken  by  James  J,  Hill,  one  of  America's  pioneer  railroad 
builders,  neatly  sums  up  what  we  all  know  to  be  true. 

And  they  are  24  words  no  less  true  today  than  when  they  were  spoken  many  years  ago. 
Whatever  the  size  of  a business,  its  success  stems  from  "good  management." 

Over  many  years  now  totaling  almost  half  a century,  we  at  Druggists'  Mutual  have  had 
the  privilege  of  observing  the  excellent  results  of  "good  management"  in  hundreds  of  suc- 
cessful drug  store  operations. 

We  are  deeply  proud  of  the  fact  that  Druggists'  Mutual  specialized  insurance  services 
have  been  part  and  parcel  of  these  successful  operations  — "good  and  wise  management." 


! 
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PHARMACV 


72nd  CONVENTION 
SCHEDULE  SET 

The  schedule  of  events  for 
the  72nd  annual  convention 
of  the  South  Dakota  Pharma- 
ceutical Association  has  been 
set  by  the  local  convention 
committee.  The  convention 
will  be  held  at  Brookings 
Sunday,  June  22  through 
Wednesday,  June  25. 

One  of  the  features  of  the 
convention  program  this  year 
will  be  State  College  Day, 
Starting  with  an  alumni 
breakfast,  the  day  will  in- 
clude speakers  on  profes- 
sional aspects  of  pharmacy, 
campus  tours  and  the  annual 
association  banquet  in  the 
evening. 

In  announcing  the  conven- 
tion schedule  the  committee 
pointed  out  that  reservations 
for  housing  during  the  con- 
vention should  be  made  at  an 
early  date  due  to  the  heavy 
volume  of  tourist  business 
usually  accommodated  in  the 
Brookings  area  during  June. 

The  program  schedule  for 
the  convention  is; 

SUNDAY.  JUNE  22 
12:00  M Registration,  Elks 
Club 

Sports,  Brookings 
Country  Club 

Exhibits,  Elks  Club 


6:30  P.M.  Allied  Drug 

Travelers’  Party,  Brook- 
ings Country  Club 
MONDAY,  JUNE  23 

8:30  A.M.  Past  President’s 
Breakfast,  Elks  Club 
10:00  A.M.  First  General 
Session,  High  School 
Auditorium 

12:00  M Luncheon,  Elks 
Club 

1:30  P.M.  Second  General 
Session,  High  School 
Auditorium 

8:00  P.M.  Variety  Show, 
High  School  Auditorium 
TUESDAY.  JUNE  24 

STATE  COLLEGE  DAY 

8:30  A.M.  Alumni 

Breakfast,  Elks  Club 
10:00  A.M.  Pharmaceutical 
Institute,  First  Session, 
Bunny  Ballroom, 
Union  Building 
12:00  M.  Luncheon,  Main 
Ballroom,  Union  Build- 
ing 

1:30  P.M.  Pharmaceutical 
Institute,  Second  Session, 
Bunny  Ballroom, 
Union  Building 

6:30  P.M.  Annual  Associa- 
tion Banquet,  Entertain- 
ment and  Dance,  Main 
Ballroom,  Union 
Building 

WEDNESDAY,  JUNE  25 

8:30  A.M.  Veteran’s 


Breakfast,  Elks  Club 
10:00  A.M.  Third  General 

Session,  High  School 
Auditorium 

12:00  M Luncheon,  Elks 
Club 

1:30  P.M.  Closed  Business 
Session,  High  School 
Auditorium 


SIOUX  FALLS 
PHARMACY  ASSN. 
MEETS 

The  Sioux  Falls  Pharmacy 
Association  met  December 
11th  at  Stacy’s  Cafe.  Sales 
tax  on  prescriptions  and  in- 
sulin was  brought  up,  and 
both  pros  and  cons  of  the 
matter  discussed.  It  was 
tabled  for  investigation. 
Plans  for  the  1st  annual 
Christmas  mixer  were  out- 
lined by  Murray  Widdis,  Jr. 

The  mixer  was  held  De- 
cember 14th  at  the  Town 
Club  with  an  excellent  turn 
out.  The  big  door  prize  of  a 
portable  T.V.  set  was  won  by 
Ron  Byer.  Food,  drinks, 
prizes,  etc.  were  furnished 
by  various  wholesales  and 
drug  stores. 
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FIFTEEN  PASS 
JANUARY  BOARD 
EXAM 

Fifteen  candidates  passed 
the  South  Dakota  State 
Board  Examination  for  Reg- 
istered Pharmacist  at  Brook- 
ings January  8.  The  oral  and 
practical  portions  of  the  state 
examinations  were  given. 
The  candidates  had  already 
taken  the  written  portions 
and  fulfilled  state  law  by 
completing  the  internship  re- 
quirement before  taking  the 
practical. 

Those  appearing  are: 
Duane  Bagaus,  Rochester, 
Minn.;  Mrs.  Ruth  A.  Bassett, 
Huron;  John  Borchert,  Rapid 
City;  Mrs.  Corinne  Christen- 
sen, Brookings;  Robert 
Ehrke,  Aberdeen;  David 
Johnson,  Amery,  Wisconsin; 
Emanuel  Kautz,  Pierre;  Al- 
fred Kleinsasser,  Freeman, 
Gerald  Martinka,  New  Aim, 
Minn.;  Stanley  Newbury, 
Yankton;  Kenneth  Odell, 
Sioux  Falls;  Richard  Peter- 
sen, Marshall,  Minn.;  Walter 
Peterson,  Sioux  City;  Mrs. 
Mary  Lou  Ehrke,  Mitchell; 
and  Oliver  White,  Billings, 
Montana. 

In  addition  Edward  Gar- 
rity,  Mitchell,  was  granted 
reciprocal  licensure. 

Board  members  present  at 
the  examination  were  Harold 
L.  Tisher,  President,  Yank- 
ton; Thomas  K.  Haggar, 
Watertown;  and  Harold  W. 
Mills,  Rapid  City.  Secretary 
Bliss  C.  Wilson  and  Inspector 
Glenn  E.  Velau  assisted  with 
the  examination. 


ESTABLISH  PHARMACY 
SCHOLARSHIP 

A $250  scholarship  will  be 
awarded  to  the  outstanding 
student  entering  the  senior 
year  of  pharmacy  at  South 
Dakota  State  College  as  the 
result  of  a grant  from  a 
group  of  State  College  phar- 
macy alumni. 

The  scholarship  will  be 
awarded  this  spring  to  a jun- 
ior student  chosen  by  the 
pharmacy  faculty  to  be  the 
most  deserving  student  en- 
tering the  senior  year  next 
fall. 

Established  in  the  name  of 
the  Northern  Ohio  Alumni 
Association  of  the  Division 
of  Pharmacy  of  South  Da- 
kota State  College,  the 
scholarship  is  from  that 
newly-organized  group. 

President  of  the  associa- 
tion is  C.  Wayne  Dyball  of 
the  class  of  1938.  Secretary- 
treasurer  is  Robert  Gruetz- 
macher  of  the  class  of  1934. 
Other  members  and  their 
classes  are  William  Sargent 
1933,  Edward  Fischer  1934, 
Robert  Joseph  1935,  Delmar 
DeBuhr  1938,  Francis  H. 
Cooper  1939,  and  Leo  Sher- 
man 1950. 


PHARMASCOOPS 
Tom  Hagger  and  Floyd 
Cornwell  were  members  of 
a group  of  civic  officials 
meeting  recently  with  Sena- 
tor Francis  Case  in  Aberdeen 
with  regard  to  the  possible 
establishment  of  a missile 
base  in  the  area.  Hagger  is 
a Watertown  pharmacist, 
member  of  the  South  Dakota 
State  Board  of  Pharmacy  and 
president-elect  of  the  Water- 
town  Chamber  of  Commerce. 
Cornwell,  a former  member 
of  the  board  of  pharmacy  is 
a Webster  pharmacist  and 


Mayor  of  that  city. 

Connie  Lien,  Beaver  Creek, 
Minn,  was  recently  united  in 
marriage  to  Richard  Eitreim, 
Garretson.  Eitreim  grad- 
uated in  pharmacy  from 
South  Dakota  State  College 
in  1953  and  has  been  man- 
ager of  the  Johnson  Drug 
Company  in  Garretson.  The 
couple  will  make  their  home 
in  Tacoma,  Washington. 

Six  State  College  Phar- 
macy graduates  have  com- 
pleted 15  weeks  of  training 
in  the  Medical  Service  Corps 
at  Gunter  Air  Force  Base, 
Montgomery,  Alabama  and 
have  been  reassigned  to  duty 
as  indicated.  Lt.  Gene  Buck- 
ley  will  be  assigned  to 
Ramey  Air  Force  Base  in 
Puerto  Rico;  Lt.  Ronald 
Beatty  to  Selfridge  Air  Force 
Base,  Michigan;  Lt.  Robert 
Matson  to  Ardmore  Air 
Force  Base,  Oklahoma;  Lt. 
Douglas  Huewe  to  Long 
Beach,  California;  Lt.  Paul 
Schuchardt  to  Ellsworth  Air 
Force  Base,  Rapid  City  and 
Lt.  Jon  Hammer  will  go  to 
Japan. 

On  Christmas  Day,  a baby 
girl  was  born  to  Mr.  and  Mrs. 
Bob  Vander  Aarde,  Bel  Aire 
Drug  of  Sioux  Falls.  They 
now  have  2 boys  and  2 girls. 

Don  Lien,  Luverne,  Minn- 
esota, senior  pharmacy  stu- 
dent was  recently  inducted 
into  the  Rho  Chi  Honorary 
Pharmaceutical  Society. 

Kay  Coffield,  Junior  phar- 

Mrs.  Byron  H.  Lawrence 
of  Brookings  has  enrolled  in 
the  graduate  division  of 
South  Dakota  State  College 
and  will  major  in  Pharma- 
ceutical Chemistry.  Mrs. 
Lawrence  holds  the  B.S.  de- 
gree in  pharmacy  from  North 
Dakota  State  College,  School 
of  Pharmacy 
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a Major  Breakthrough 
in  EDEMA- 
in  HYPERTENSION 


(CHLOROTHIAZIDE) 


EDEMA— 'DIURIL'  is  an  entirely  new,  orally  effec- 
tive, nonmercurial  diuretic— classed  as  the  most 
potent  and  most  consistently  effective  oral  agent  avail- 
able—with  activity  equivalent  to  that  of  the  parenteral 
mercurials.  It  has  no  known  contraindications. 

Indications:  Any  indication  for  diuresis  is  an  indica- 
tion for  'DIURIL'. 

Dosage:  One  or  two  500  mg.  tablets  of  'DIURIL'  once 
or  twice  a day. 

HYPERTENSION-'DIURIL'  improves  and  sim- 
plifies the  management  of  hypertension : it  potentiates 
the  action  of  antihypertensive  agents  and  often 
reduces  dosage  requirements  for  such  agents  below 
the  level  of  distressing  side  effects. 

Indications:  Hypertension  of  any  degree  of  severity. 

Dosage:  One  250  mg.  tablet  'DIURIL'  two  times 
daily  to  one  500  mg.  tablet 'DIURIL'  three  times  daily. 

Supplied:  250  mg.  and  500  mg.  scored  tablets 
'DIURIL'  (Chlorothiazide),  bottles  of  100  and  1,000. 

'DIURIL'  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 


i 


Division  of  MERCK  & CO.,  INC.,  Philadelphia  1,  Pa. 


now... 

unprecedented 

Sulfa 

therapy 


I Mew  authoritative  studies  show  that  Kynex 
dosage  can  be  reduced  even  further  than  that 
j recommended  earlier.^  Now,  clinical  evidence 
has  established  that  a single  (0.5  Gm.)  tablet 
jnaintains  therapeutic  blood  levels  extending 
oeyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance— 

» Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm. 

■ (1  tablet)  daily  in  the  usual  patient  for  main- 
:enance  of  therapeutic  blood  levels 

' » Higher  Solubility —effective  blood  concentra- 
I :ions  within  an  hour  or  two 


SULFAMETHOXYPYRIDAZINE  LEDERLE 

NEW  DOSAGE 

The  recommended  adult  dose  is  1 Gm.  (2  tab- 
lets or  4 teaspoonfuls  of  syrup)  the  first  day, 
followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls 
of  syrup)  every  day  thereafter,  or  1 Gm.  every 
other  day  for  mild  to  moderate  infections.  In 
severe  infections  where  prompt,  high  blood 
levels  are  indicated,  the  initial  dose  should  be 
2 Gm.  followed  by  0.5  Gm.  every  24  hours. 
Dosage  in  children,  according  to  weight ; i.e., 
a 40  lb.  child  should  receive  1/4  of  the  adult 
dosage.  It  is  recommended  that  these  dosages 
not  be  exceeded. 


'»  Effective^  Antibacterial  Range— exceptional 
jffectiveness  in  urinary  tract  infections 

» Convenience— the  low  dose  of  0.5  Gm.  (1  tab- 
et)  per  day  offers  optimum  convenience  and 
acceptance  to  patients 


Tablets : 

Each  tablet  contains  0.5  Gm.  (7%  grains)  of  sulfamethoxy- 
pyridazine.  Bottles  of  24  and  100  tablets. 

Syrup : 

Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains 
250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz.  <- 
1 Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
.'Reg.  U.S.  Pat.  Off. 
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THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

300  First  National  Bank  Sioux  Falls,  S.  D. 

Subscription  $2.00  per  year  20c  per  copy 

CONTRIBUTORS 

MANUSCRIPTS:  Material  appearing  in  all  publi- 
cations of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not 
the  carbon  should  be  submitted.  Footnotes  should 
conform  with  this  request  as  well  as  the  name  of 
author,  title  of  article  and  the  location  of  the  author 
when  manuscript  was  submitted.  The  used  manu- 
script is  not  returned  but  every  effort  will  be  used 


to  return  manuscripts  not  accepted  or  published 
by  the  Journal  of  Medicine. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings 
will  be  furnished  by  The  South  Dakota  Journal  of 
Medicine  when  satisfactory  photographs  or  draw- 
ings are  supplied  by  the  author.  Each  illustration, 
table,  etc.,  should  bear  the  author’s  name  on  the 
back.  Photographs  should  be  clear  and  distinct. 
Drawings  should  be  made  in  black  India  ink  on 
white  paper.  Used  illustrations  are  returned  after 
publication,  if  requested. 

REPRINTS:  Reprints  should  be  ordered  when 
galley  proofs  are  submitted  to  the  authors.  Type 
left  standing  over  30  days  will  be  destroyed  and 
no  reprint  orders  will  be  taken.  All  reprint  orders 
should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  300  First  Nat’l  Bank,  Sioux 
Falls,  South  Dakota. 
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Committee  on  Civil  Defense 

L.  C.  Askwig,  M.D.,  Chr Pierre 

G.  J.  Bloemendaal,  M.D Ipswich 

P.  V.  McCarthy,  M.D - — Aberdeen 

Commission  for  Improvement  of  Patient  Care 
R.  Delaney,  M.D.,  Chr.  (1960)  Mitchell 

M.  Sanders,  M.D.  (1960)  Redfield 

C.  L.  Vogele,  M.D.  (1958)  Aberdeen 

C.  F.  Gryte,  M.D.  (1958)  Huron 

J.  A.  Muggly,  M.D.  (1959)  Madison 

R.  A.  Buchanan,  M.D.  (1959)  Huron 

Committee  on  School  Health 

R.  G.  Mayer,  M.D.,  Chr Aberdeen 

W.  A.  Anderson,  M.D Sioux  Falls 

N.  R.  Whitney,  M.D.  Rapid  City 

Committee  on  Budget  and  Audit 

A.  P.  Reding,  M.D.,  Chr Marion 

A.  A.  Lampert,  M.D Rapid  City 

C.  R.  Stoltz,  M.D Watertown 

Hunters  Fall  Medical  Meeting 

W.  A.  Delaney,  M.D.,  Chr.  Mitchell 

H.  R.  Lewis,  M.D _..Mitchell 

L.  W.  Tobin,  M.D Mitchell 

Committee  on  Aging 

Warren  Jones,  M.D.,  Chr ..Sioux  Falls 

J.  W.  Argabrite,  M.D Watertown 

M.  P.  Merryman,  M.D JRapid  City 

DISTRICT  OFFICERS 
DISTRICT  1 

President A.  Keegan,  M.D.,  Aberdeen,  S.  D. 

Vice-President  ... G.  H.  Steele,  M.D.,  Aberdeen,  S.  D. 

Secretary-Treasurer W.  E.  Gorder,  M.D.,  Aberdeen,  S.  D. 

DISTRICT  2 

President John  Stransky,  M.D.,  Watertown,  S.  D. 

Vice-President S.  W.  Allen,  Jr.,  Watertown,  S.  D. 

Secretary-Treasurer....M.  C.  Rousseau,  M.D.,  Watertown,  S.  D. 

DISTRICT  3 

President ..S.  E.  Friefeld,  M.D.,  Brookings,  S.  D. 

Vice-President ...C.  S.  Roberts,  Jr.,  M.D.,  Brookings,  S.  D. 

Secretar.v-Treasurer C.  M.  Kershner,  M.D.,  Brookings,  S.  D. 


DISTRICT  4 

President S.  B.  Simon,  M.D.,  Pierre,  S.  D. 

Vice-President R.  C.  Jahraus,  M.D.,  Pierre,  S.  D. 

Secretary-Treasurer J.  T.  Cowan,  M.D.,  Pierre,  S.  D. 


DISTRICT  5 

President Ted  Hohm,  M.D.,  Huron,  S.  D. 

Vice-President Roscoe  Dean,  M.D.,  Wess.  Springs,  S.  D. 

Secretary-Treasurer Fred  Leigh,  M.D.,  Huron,  S.  D. 

DISTRICT  6 

President  F.  D.  Gillis,  Jr.,  M.D.,  Mitchell,  S.  D. 

Vice-President D.  R.  Nelimark,  M.D.,  Mitchell,  S.  D. 

Secretary-Treasurer ...R.  J.  Delaney,  M.D.,  Mitchell,  S.  D. 


DISTRICT  7 

President  F.  C.  Kohlmeyer,  M.D.,  Sioux  Falls,  S.  D. 

Vice-President C.  S.  Larson,  M.D.,  Sioux  Falls,  S.  D. 

Secretary A.  K.  Myrabo,  M.D.,  Sioux  Falls,  S.  D. 

Treasurer D.  L.  Ensberg,  M.D.,  Sioux  Falls,  S.  D. 


DISTRICT  8 

D.  Reaney,  M.D.,  Yankton,  S.  D. 

R.  Monk,  M.D.,  Yankton,  S.  D. 

A.  C.  Michael,  M.D.,  VermiUion,  S.  D. 
W.  Stanage,  M.D.,  Yankton,  S.  D. 


DISTRICT  9 

President ...  S.  F.  Sherrill,  M.D.,  Belle  Fourche,  S.  D.  '] 

Vice-President R.  Boyce,  M.D.,  Rapid  City,  S.  D.  I 

Secretary-Treasurer..... Wayne  Geib,  M.D.,  Rapid  City,  S.  D.  ) 


DISTRICT  10 

President F.  J.  Clark,  M.D.,  Gregory,  S.  D.  I 

Secretary-Treasurer  Peter  Lakstigala,  M.D.,  White  River,  S.  D.  | 


DISTRICT  11  ! 

Secretary-Treasurer B.  P.  Nolan,  M.D.,  Mobridge,  S.  D.  9 


DISTRICT  12  I 

President E.  A.  Johnson,  M.D.,  Milbank,  S.  D.  I 

Vice-President- ...W,  H.  Karlins,  M.D.,  Webster,  S.  D.  . 

Secretary-Treasurer Dagfin  Lie,  M.D.,  Webster,  S.  D. 


President 

Vice-President 

Secretary 

Treasurer 


S.D.J.O.M.  FEBRUARY  1958  - ADV. 


33 


CLINICAL 

COLLOQUY 


My  patients  complain  that 
the  pain  tablets  I prescribe 
are  too  slow-acting . . . 
they  usually  take  about 
30  to  JfO  minutes  to  work. 

Why  don't  you  try 
the  new  analgesic 
that  gives  faster, 
longer- lasting  pain  relief? 

What  is  it... 
how  fast  does  it  act? 

It's  Percodan*— relieves  pain 
in  5 to  15  minutes, 
with  a single  dose 
lasting  6 hours  or  longer. 

How  about  side  effects? 

No  problem.  For  example, 
the  incidence  of  constipation 
with  Percodan*  is  rare. 

Sounds  worth  trying  — 
whafs  the  average  adult  dose? 

One  tablet  every  6 hours. 

That's  all. 

Where  can  I get 
literature  on  Percodan? 

Just  ask  your  Endo  detailman 
or  write  to: 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


*U.  S.  Pat.  2,628,185.  PERCODAN  contains  salts  of  dihydrohydroxycodeinone  and 
homatropine,  plus  APC.  May  be  habit-forming.  Available  through  all  pharmacies. 
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respiratory  congestion 


reiiet  in  minutes.. iasts  tor 


orally 

hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

'Morrison,  L.  F.:  Arch.  Otolaryng.  S9:48-53  (Jan.)  1954. 

Each  double-dose  “timed-release"  triaminic 
Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pyrilamine  maleate 25  mg. 

Pheniramine  maleate 25  mg. 

Dosages  1 tablet  in  the  morning,  afternoon,  and 
in  the  evening  if  needed. 


Each  double-dose  *‘timed-release’^ 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours — 
provides  **around-the-clocJd* 
freedom  from  congestion  on 
just  three  tablets  a day 


disintegrates  to  give  3 to  4 
more  hours  of  relief 


Also  availables  Triaminic  Syrup,  for  children  and 
those  adults  who  prefer  a liquid  medication. 


A 


Triaminic 


timed- release” 
tablets 


\ running  noses . . . and  open  stuffed  noses  orally 

SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough.  Canada 
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} . .«aRd  for  a nutritional  buildup 
I plus  freedom  from  leg  cramps* 

STORCAVITE* 


BONADOXIN  brings  relief  to  88.1% 
of  patients ...  often  within  a few  hours.'-^ 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
“toxicity  and  intolerance . . . [is]  zero.”2 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy ... 


IT  DOESN’T  STOP  THE 


PATIENT 


BONADOXIN^ 

STOPS  MORNING  SICKNESS ...  BUT 


phosphatMree  calcium,  10  essential 
vitamins,  8 Important  minerals. 
Bottles  of  100. 


I 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


and  just  one  supplies  the  a 

full  50  mg.  of  pyridoxine.  Sf~~ 
EACH  TABLET  CONTAINS: 

MECLIZINE  HCI 25  mg. 

PYRIDOXINE  HCI SO  mg. 

Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  al:  Clin. 
Med.  ^:885  (Sept.)  1955.  2.  Goldsmith,  J.  W.: 
Minnesota  Med.  40:99  (Feb.)  1957. 
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TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


A versatile,  well-balanced  formula  capable  of  modifying 
the  course  of  common  upper  respiratory  infections  . . . 
particularly  valuable  during  respiratory  epidemics;  when 
bacterial  complications  are  likely;  when  patient’s  history 
is  positive  for  recurrent  otitis,  pulmonary,  nephritic,  or 
rheumatic  involvement. 

Adult  dosage  for  Achrocidin  Tablets  and  new  calTeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 

Available  on  prescription  only. 


TABLETS  (sugar  coated)  Each  Tablet  contains: 


Achromycin®  Tetracycline  125  mg. 

Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate 25  mg. 

Bottles  of  24  and  100. 


SYRUP  (lemon  -lime  flavored)  Each  teaspoonful  (5  cc.) 


contains: 

Achromycin®  Tetracycline 

equivalent  to  tetracycline  HCl 125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


malaise 

chilly  sensations 
low-grade  fever 
headache 
muscular  pains 
pharyngeal  and  nasal 
discharge  :■ 


rapidly  relieves 


debilitating  symptoms 


LEDERLE  LABORATORIES 
♦Trademark 


PEARL  RIVER.  NEW  YORK 


DIVISION. 


AMERICAN  CYANAMID  COMPANY. 


FEBRUARY  1958 
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of  infant  feeding 

Standard  formulas  for  NEWBORNS 

Breast  feeding  is  the  procedure  of  choice  for 
the  newborn.  But  it  may  need  to  be  comple- 
mented with  standard  formulas  given  here. 

The  first  feeding,  12  hours  after  birth,  consists 
of  a prelacteal  solution  of  5%  Karo  Syrup,  one 
or  two  ounces,  repeated  at  two-hour  intervals. 
Breast  feeding  is  started  on  the  second  day  for 
five-minute  intervals  and  the  prelacteal  feed- 
ing continued  immediately  thereafter  and 
between  nursings. 

Formula  feeding  is  given  on  the  second  day  if 
breast  feeding  is  denied.  The  small  infant 
prefers  the  three-hour  schedule  and  the  large 
infant  the  four-hour  schedule. 

The  initial  formula  is  a low-caloric  milk  mix- 
ture, gradually  increased  in  r^ncentration 
over  several  day  intervals  accoruing  to  toler- 
ance. Standard  formulas  for  whole  cow’s  milk 
or  evaporated  milk  modified  with  diluted 
Karo  Syrup  as  shown  here,  constitute  the 
dietary  regimen  for  well  newljorns. 

First  formulas  for  newborns, 

concentrated  according  to  tolerance 
Evaporated  Milk  Formulas:  3 oz.  q 4h  x 6 feedings 

FORMULA  I FORMULA  II  FORMULA  III 

12.5  cals./oz.  16  cals./oz,  20  cals./oz. 


Evap.  Milk  . . 4 oz  5 oz.  6 oz. 

Water 14  oz.  13  oz.  12  oz. 

Karo  Syrup  . . 1/2  oz.  3/4  oz.  1 oz. 


Whole  Cow's  Milk  Formulas:  3 1/2  oz.  q 4h  x 6 feedings 


FORMULA  I 
11  cals./oz. 


FORMULA  II 
11.5  cals./oz. 


FORMULA  ill 
13.5  cals./oz. 


Whole  Milk  . . 8 oz.  9 oz. 

Water 12  oz.  11  oz. 

Karo  Syrup  . . 1/2  oz.  3/4  oz. 


10  oz. 
10  oz. 
1 oz. 


ADVANTAGES  OF  KARO  IN  INFANT  FEEDING 


CoiTipOS'ltiOTl’  Karo  is  a su- 
perior maltose-dextrin  mixture 
because  the  dextrins  are  non-fer- 
mentable  and  the  maltose  is 
rapidly  transformed  into  dextrose 
which  requires  no  digestion. 

CoTlCCfltTO/ti/OTl’  Volume  for 
volume  Karo  furnishes  twice  as 
many  calories  as  similar  milk 
modifiers  in  powdered  form. 

Puvity’  Karo  is  processed  at 
sterilizing  temperatures,  sealed 
for  complete  hygienic  protection 
and  devoid  of  pathogenic  or- 
ganisms. 

Low  Cost’  Karo  costs  l/5th  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 


Medical  Division 

CORN  PRODUCTS  REFINING  COMPANY 

1 7'  Battery  Place,  New  York  4,  N.  Y. 


A 
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DRINK 


The  purity,  the 
wholesomeness, 
the  quality  of 
Coca-Cola  as 


refreshment  has  helped 


make  Coke  the 


best-loved  sparkling 
drink  in  alt  the  world. 


SIGN  OF  GOOD  TASTE 


i fcdnn 

Aspirin  200  mg.  (3  grains)  i q.  n tabiefs 

Phenacetin  ISO  mg.  (2V2  grains)  ' ° laoieis. 

Potentiated  Pain  Reiief 

WINTHROP  LABORATORiiS 

New  York  18,  N.  Y.  • Windsor,  Ont. 

Demerol  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 
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AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


‘EMPTYING”  OF  GALLBLADDER  AFTER  FATTY  MEAL^ 


5 egg  yolks 


a 24  48  72  96  120 

Minutes 

Adapted  from  Wright,  S.;  Applied  Physiology,  ed.  8,  London, 
Oxford  University  Press,  1947,  p.  734. 


W' 


mm 


Whafs  wrong  with  the  term 

“emptying  of  the  gallbladder”? 

The  gallbladder  discharges  bile  by  fractional  evacuation.  It  is  not 
emptied  completely  at  any  one  time  even  following  a fatty  meal. 

Sowrce  — Lichtman,  S.  S.:  Diseases  of  the  Liver,  Gallbladder  and  Bile  Ducts,  ed.  3, 
Philadelphia,  Lea  & Febiger,  1953,  vol.  2,  p.  1177. 


■ 


routine  physiologic  support  for  “sluggish”  older  patients 
DEOHOLir  one  tablet  t.i.d. 

therapeutic  bile 

increases  bile  flow  and  gallbladder  function— comhzis  bile  stasis 
and  concentration . . . helps  thin  gallbladder  contents. 

corrects  constipation  without  catharsis— pxevtnis  colonic  dehydra- 
tion and  hard  stools . . . provides  effective  physiologic  stimulant. 

Decholin  tablets  (dehydrocholic  acid,  Ames)  3%  gr.  Bottles  of  100  and  500. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  44656 


■*. 


m 


k\ 
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in  v«ry  special  cases 
a very  superior  brandy...  ^ 


mmmmmssY 

COGNAC  BRANDY 

84  Proof  ! Schieftelin  & Co.,  New  York 


I 


« 


Protection  against  loss  of  income  from  acci- 
dent & sickness  as  well  as  hospital  expense 
benefits  for  you  and  all  your  eligible  depend- 
ents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 


PERF^ORMANCe  WITH 


GREATER  PERMANENCE 
IN  THE  MANAGEMENT 
OF  DERMATOSES... 

(Regardless  of  Previous  Refractoriness) 

Confirmed  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 


A'y  JLC  4k  A)l  ointment 

Hytlrocortisone  0.5%,  Nebrfiycln  0.35%  <as  Sulfate)  and  Special 
Coal  Tar  Extract  5%  (TARBONIS)  in  an  orntment  base. 


REED  A CARNRICK 


y Jersey  City  6,  New  Jersey 


* 


1.  Clyman.  S.  G. : Postgrad.  Med.  2t  :309,  19B7. 

2.  Bleiberg.  J.:  J.  M.  Soc.  New  Jersey  5S:37,  1956. 

3.  Abrams.  B.  E.  and  Sbaw,  C. : Clin.  Med.  J:839,  1966... 

4.  Welsh.  A.  L.,  and  Ede,  M. : Ohio  State  M.  J.  SO : 837.  1964. 
6.  Bleiberg,  J.:  Am.  Practitioner  8:1404,  1957. 


New... from  Rizer  Research 


compounds  tested 


compound  unexcelled 


Progress  has  been  made  in  antibiotic  therapy 
through  the  use  of  absorption-enhancing  agents, 
resulting  in  higher,  more  effective  antibiotic  blood 
levels. 

For  the  past  two  years,  in  a continuing  search 
for  more  effective  agents  for  enhancing  oral  anti- 
biotic blood  levels,  our  Research  Laboratories 
screened  eighty-four  adjuvants,  including  sorbitol, 
citric  acid,  sodium  hexametaphosphate,  and  other 
organic  acids  and  chelating  agents  as  well  as  phos- 
phate complex  and  other  analogs.  After  months  of 
intensive  comparative  testing,  glucosamine  proved 
to  be  the  absorption-enhancing  agent  of  choice. 
Here’s  why ; 

1 Crossover  tests  show  that  average  blood  levels 
achieved  with  glucosamine  were  markedly  higher 
than  those  of  other  enhancing  agents  screened.  In 
some  cases  this  effect  was  more  than  double. 

2 Of  great  importance  to  the  practicing  physi- 
cian is  the  consistency  of  the  blood  level  enhance- 
ment achieved  with  glucosamine.  Extensive  tests 
show  that  the  enhancing  effect  with  glucosamine 
occurs  in  a greater  percentage  of  cases  than  with 
any  other  agent  screened. 

3 Glucosamine  is  a nontoxic  physiologic  metabo- 
lite occurring  naturally  and  widely  in  human  se- 
cretions, tissues  and  organs.  It  is  nonirritating  to 
the  stomach,  does  not  increase  gastric  secretion, 
is  sodium  free  and  releases  only  four  calories  of 
energy  per  gram.  Also,  there  is  evidence  that  glu- 
cosamine may  favorably  influence  the  bacterial 
flora  of  the  intestinal  tract. 

For  these  reasons  glucosamine  provides  you  with 
an  important  new  adjuvant  for  better  enhance- 
ment of  antibiotic  blood  levels.  Tetracycline,  po- 
tentiated physiologically  with  glucosamine,  is  now 
available  to  you  as  Cosa-Tetracyn. 

Capsules  250  mg.  and  125  mg. 


COSA-TETRACYN 

glucosamine-potentiated  tetracycline 

The  most  widely  used 
broad-spectrum  antibiotic 
now  potentiated  with 
glucosamine, the 

Pfizer  Laboratories  enhancing  agent  of  choice 

Kjrfizer)  Division,  Chas.  Pfizer  &.  Co.,  Inc, 

— ^ Brooklyn  6,  N.  Y. 


'Trademark 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 

"premarin: 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORiES 
New  York,  N.  Y.  • Montreal,  Canada 
6646 
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the  chill 

the  cough 


the  aching  muscles 

the  fever 


Viral  upper  respiratory  infection. . . . For  this  patient,  your  management  will  be  twofold — 
prompt  symptomatic  relief  plus  the  prevention  and  treatment  of  bacterial  complications. 
PEN*VEE*Cidiin  backs  your  attack  by  broad,  multiple  action.  It  relieves  aches  and  pains,  and 
reduces  fever.  It  counters  depression  and  fatigue.  It  alleviates  cough.  It  calms  the  emotional 
unrest.  And  it  dependably  combats  bacterial  invasion  because  it  is  the  only  preparation  of  its 
kind  to  contain  penicillin  V. 

SUPPLIED:  Capsules,  bottles  of  36.  Each  capsule  contains  62.5  mg.  (100,000  units)  of  penicillin  V,  194  mg.  of 
salicylamide,  6.25  mg.  of  promethazine  hydrochloride,  130  mg.  of  phenacetin,  and  3 mg.  of  mephentermine  sulfate. 

Pen-Vee-^&  . 

Penicillin  V with  Salicylamide,  Promethazine  Hydrochloride.  Phenacetin,  and  Mephentermine  Sulfate,  Wyeth  Philadelphia  1,  Pa. 


This  advertisement  con- 
forms to  the  Code  for 
Advertising  of  the  Physi- 
cians' Council  for  Infor- 
mation on  Child  Health. 
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Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


DIRECT  FACTORY  BRANCHES 

MINNEAPOLIS 

808  Nicollet  Ave.  • FEderal  6-1643 
OMAHA 

1617  Dodge  St.  • ATlantic  6049 


RESIDENT  REPRESENTATIVE 

SIOUX  FALLS 
A.  G.  TROSTAD 

2501  S.  Baluvelt  Ave.  • Phone  2-3066 


PRESCRIPTION  SPECIALTY: 
SIGNEMYCIN  SYRUP 

WHAT  THE  PRODUCT  IS:  Tetracycline  and 
triacetyloleandomycin  in  an  homogenized  red 
colored,  raspberry  flavored  ready-mix  syrup. 
WHAT  IT’S  FOR:  Treatment  of  a wide  range 
of  microbial  infections  caused  by  both  Gram 
negative  bacteria,  with  added  protection 
against  resistant  staphylococci. 

ITS  ADVANTAGES;  Especially  formulated 
for  pediatric  patients  or  those  patients  who 


cannot  or  will  not  take  solid  forms  of  med- 
ication. 

HOW  ADMINISTERED:  Orally,  as  pres- 
cribed by  the  physician.  Each  teaspoonful 
(5  cc.)  contains  125  mg.  Stignemycin  activity 
(42  mg.  oleandomycin  as  triacetyloleando- 
mycin, and  tetracycline  equivalent  to  83  mg. 
tetracycline  hydrochloride). 

HOW  IT’S  SOLD:  2 oz.  and  1 pint  bottles. 
WHO  MAKES  IT:  Pfizer  Laboratories,  di- 
vision of  Chas.  Pfizer  & Co.,  Inc.  630  Flushing 
Avenue,  Brooklyn,  N.  Y.  ' 


PRESTIGE 

PRESCRIPTION 

PRODUCTS 


Now,  more  than 
at  any  other 
time 

of  the  year . . . 


WE  ARE  A 


you  need 
a double  check! 

This  is  the  peak  season  for  respiratory  infections,  and 
now  that  the  holiday  merchandising  rush  and  year-end 
inventory  are  past,  a realistic  check  on  R department 
stocks  is  vital. 

Ask  our  salesman  to  help  you  accomplish  this  task.  Then 
replenish  your  needs  from  our  complete,  comprehensive 
stock  with  a minimum  of  delay  and  confusion.  For  really 
competent  service,  send  your  orders  to  us. 

BROWN  DRUG  COMPANY 


DISTRIBUTOR 


SIOUX  FALLS,  SOUTH  DAKOTA 
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for  ''This  Wormy  World 


Pleasant  tasting 

‘ANTEPAR! 


brand 


PIPERAZINE 


SYRUP  • TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 


• ECONOMICAL 


ANTEPAR^  SYRUP  < Piperazine  Citrate,  100  mg.  per  ec. 
^ANTEPAR’  TABLETS  -Piperazine  Citrate,  250  or  500  mg.,  seored 
ANTEPAR*  WAFERS  - Piperazine  Phospliate,  500  rag. 

Literature  avuilahle  on  request 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


FROM  INFECTION-  FROM  IRRITATION 


RELIEF 


^as  adjunctive  therapy  only 


THE  FIRST  TROCHE  TO  PROVlOE 


THREEFOLO  OENEFITS 


PENTAZETS 


I 


TROCHES 


NON-NARCOTIC  ANTITOSSIVE  EFFICACY 
SHOWN  TO  APPROXIMATE  THAT  OF  COOEINE 


With  the  addition  of  a non-narcotic  antitussive 
to  troche  medication,  ‘Pentazets’  provides 
a new  and  extended  therapeutic  advantage  in 
this  convenient  form  of  treatment. 

Treatment  of  the  cough  too,  so  often  a 
troublesome  symptom  of  sore  throat,  combined 
with  wide-range  antibiotic  activity  and 
soothing  analgesic  benefit,  now  offers  threefold 
relief  in  a variety  of  throat  irritations. 

And  ‘Pentazets’  are  pleasant-tasting,  too, 
making  them  highly  acceptable,  especially 
to  children. 

‘PENTAZETS*  contains: 

• Homarylamine—a  new  non-narcotic  antitussive  with  cough 
control  shown  to  approximate  that  of  codeine.  • Bacitracin- 
Tyrothricin-Neomycin  — a combined  antibiotic  treatment 
against  many  pathogenic  organisms  with  little  danger  of 
unfavorable  side  effects.  • Benzocaine—a  local  anesthetic  for 
soothing  relief  to  inflamed  tissues.  Being  slowly  absorbed, 
it  is  especially  beneficial  for  prolonged  effect  and  benefit  to 
surrounding  areas. 

Supplied:  Vials  of  12. 

Each  'PENTAZETS’  troche  contains: 

Homarylamine  hydrochloride  20  mg.  ■mm 

Zinc  Bacitracin 50  units  ^ 

Tyrothricin 1 mg.  ‘ \ 

Neomycin  sulfate  6 mg.  f 

(equivalent  to  3.5  mg.  neomycin  base)  JKB 

Benzocaine 5 mg. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHIUDELPHIA  1,  PA. 


there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  primary 
secondary  fibrositis- 

early  rheumatoid  arthriti 


f- 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage 
corticosteroid'  . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate^'®  brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 

more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 
side  effects'  * . . . reduces  possibility  of  residual 
injury  . . . simple,  flexible  dosage  schedule 


THERAPY  SHOULD  BE  INDIVIDUALIZED 
acute  conditions:  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 


subacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime. 

precautions:  Because  sigmagen  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 


in 

any 
case 
calls  for 


tablets 

Composition 

METicoRTEN®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.;  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker. 
R.  B.:  Panel  Discussion.  Ohio  State  M.  J.  52:1037, 1956. 
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BUY 

An  old  adage  says  "Clothes  make  the  man."  Per- 
haps this  is  not  true  in  a very  strict  sense,  but 
nevertheless  a well-groomed  man  makes  a better 

QUALITY 

impression  than  one  who  is  not.  This  same  reason- 
ing may  well  apply  to  the  printed  forms  which 
leave  your  office.  A dignified,  well-printed  state- 

IN  YOUR 

ment  or  envelope  can  lend  a great  deal  of  prestige 
to  your  practice.  It  costs  no  more  to  get  QUALITY 
printing  than  poor  printing. 

PRINTING 

We've  had  many  years  of  printing  experience  and 
would  like  to  help  you  with  your  printing  require- 
ments. 

MIDWEST-BEACH  COMPANY 

222  South  Phillips  Ave. 

• Sioux  Falls,  S.  Dak. 

^ Both 


IPHERAL 


ANTITUSSIVE  . DECONGESTANT  • A N T I H I ST A M I N 1 C 


Cowhum : 


LABORATORIES 


NEW  YORK  18,  N.  Y 


(4cc.]  cMtms 


EXEMPT  NARCOTIC 


n6W  for  angina 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac 
invalidism.  These  are  the  pathways  of 
angina  patients.  For  fear  and  pain  are  inexorably 
linked  in  the  angina  syndrome. 

For  angina  patients— perhaps,  the  next  one  who 
enters  your  office— won’t  you  consider  new 
CARTRAX?  This  doubly  effective  therapy  combines 
PETN  (pentaerythritol  tetranitrate)  for  lasting 
vasodilation  and  atarax  for  peace  of  mind. 

Thus  CARTRAx  relieves  not  only  the  anginal  pain 
but  reduces  the  concomitant  anxiety. 


New  York  17,  New  York 


Division,  Chas.  Pfizer  & Co.,  Inc. 


Dosage  and  supplied:  begin  with  1 to  2 yellow  cartrax 
"10”  tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times 
daily.  When  indicated,  this  may  be  increased  for  more 
optima!  effect  by  switching  to  pink  cartrax  “20”  tablets 
(20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience,  write 
“CARTRAX  10”  or  "cartrax  26.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on 
a continuous  dosage  schedule.  Use  petn  preparations 
with  caution  in  glaucoma, 

‘"Cardiac  patients  who  show  significant  manifestations  of 
anxiety  should  receive  ataractic  treatment  as  part  of  the 
therapeutic  approach  to  the  cardiac  problem.*’^ 

1.  WaWman,  S.,  and  Pelner,  L.:  Am.  Pract.  & Digest  Treat.  S:1075  (July)  1957. 
•trademark 
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FROM  THE  GRAY  FLANNELS— 

Booklets  by  two  noted  authors,  first  on  a 
unique  series  designed  to  help  parents  of 
crippled  children,  but  equally  applicable  to 
those  of  children  who  are  not  handicapped, 
have  just  been  published  by  the  National 
Society  for  Crippled  Children  and  Adults. 

In  one,  Earl  Miers,  prominent  author,  editor 
and  Civil  War  authority,  has  written  his  own 
story  of  conquest  of  cerebral  palsy  in  “Why 
Did  This  Have  to  Happen?”  Dr.  Grace  Lang- 
don,  one  of  the  country’s  well-known  leaders 


in  the  field  of  child  development  and  special- 
ist in  the  relation  of  toys  to  every  day  living, 
has  written  the  second,  “Your  Child’s  Play.” 

To  assist  in  solving  the  perplexing  problems 
which  confront  parents  in  raising  handi- 
capped children,  Mr.  Miers  offers  inspiration 
and  Dr.  Langdon,  practical  advice  to  all  par- 
ents, for  use  in  the  day-by-day  relationships 
with  their  children. 


Edward  Zink,  retired  sales  manager  of  Eli 
Lilly  and  Company,  died  January  17  at  the 
age  of  eighty.  Caused  by  a pulmonary  fi- 
brosis, death  took  place  at  his 
home  in  Indianapolis. 

Mr.  Zink’s  death  ended  an 
association  of  sixty  years 
with  Eli  Lilly  and  Company. 
He  joined  the  firm  Septem- 
ber 1,  1897;  and  held  the 
position  of  plant  superintend- 
ent before  transferring  to 
sales  work.  Among  other 
sales  assignments,  he  served 
Lilly  as  a representative  in 
Wisconsin  and  was  the  first 
manager  of  the  eastern  di- 
vision before  being  named 
sales  manager.  Following  his 
retirement  on  January  1, 
1943,  he  continued  to  be  con- 
sulted by  the  company  on 
matters  of  sales  administra- 
tion. 

A native  of  Missouri,  “Ned” 
Zink  was  born  September 
10,  1877,  in  Houstonia.  He 
attended  DePauw  Univer- 
sity. 

Mr.  Zink’s  wife  preceded 
him  in  death  in  1955.  The 
only  survivor  is  a nephew, 
James  E.  Zink,  manager  of 
Lilly’s  equipment  and  sup- 
plies purchases  department. 
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KREISER  SURGICAL  Inc. 


Sioux  Falls,  S.  D. 
1220  S.  Minnesota 


Rapid  City,  S.  D. 
528  Kansas  City  St. 


Alseroxylon  less  toxic  than  reserpine 

“...alseroxylon  is  an  antihypertensive  agent 
of  equal  therapeutic  efficacy  to  reserpine  in 
the  treatment  of  hypertension,  but  with 
significantly  less  toxicity.” 

Ford,  R.V.,  and  Moyer,  J.H.:  Rauwolfia  Toxicity 
in  the  Treatment  of  Hypertension:  Some  Observa- 
tions on  Comparative  Toxicity  of  Reserpine,  a 
Single  Alkaloid,  and  Alseroxylon,  a Compound  Con- 
taining Multiple  Alkaloids,  Postgrad.  Med,,  Janu- 
ary, 1958. 


just  two  tablets 
at  bedtime 


Rauwiloid® 

(alseroxylon,  2 mg.) 

for  gratifying 

rauwolfia  response 

virtually  free  from  side  actions 


When  more  potent  drugs  are  needed,  prescnbe 

-.t  Rauwiloid®  d‘'  Veriloid® 

alseroxylon  1 mg,  and  oikovervir  3 mg* 

for  moderate  to  severe  hypertension. 

Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium 

> alseroxylon  t mg.  end  hexamelhontum  chloride  dthydrote  250  mg. 

in  severe,  otherwise  intractable  hypertension. 

Initial  dose  V%  tablet  q.i.d. 

Both  combinations  in  convenient  single-tablet  form. 


To  prevent  emotional  upsets  in  cardiovascular  conditions 


Compazine 


the  tranquilizing  agent  remarkable 
for  its  freedom  from  drowsiness  and 
depressing  effect 

Available:  Tablets,  Ampuls,  Multiple  dose 
vials,  Spansule®  sustained  release  capsules. 
Syrup  and  Suppositories. 


‘Compazine’,  by  controlling  anxiety  and 
tension,  can  prevent  the  emotional  upsets 
that  so  often  play  an  exacerbating  role 
in  cardiovascular  conditions. 

And,  ‘Compazine’  can  be  depended  upon 
to  have  little,  if  any,  hypotensive  effect. 


Smith  Kline  & French  Laboratories,  Philadelphia 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 


MARCH  ^ 1958 


SPECIFICALLY 


for  petit  mal 

and  psychomotor  seizures 


KAPSEALS “ 

CELONTIN 


METHSUXIMIDE* 
0.3  GRAM 

Caution— Federal  law 
prohibits  dispensing 
without  prescription. 

U.S.  PaUnt  WtmT 
•5-cn»!hjt-»Iph».  alpha- 
fBc(b}lph<n;laacdDlaIda 


PARKi.  DAVIS.  & C0« 


CELONTIN  KAPSEALS 


(methsuximide,  Parke-Davis) 


Clinical  experience^-^’^  indicates  that  CELONTIN: 

• provides  effective  control  with  minimal  side  effects  in  the  treatment  of 
petit  mal  and  psychomotor  epilepsy; 

• frequently  checks  seizures  in  patients  refractory  to  other  medications; 

• has  not  been  observed  to  increase  incidence  or  severity  of  grand  mal 
attacks  in  patients  with  combined  petit  and  grand  mal  seizures. 
Optimal  dosage  of  CELONTIN  should  be  determined  by  individual 
needs  of  each  patient.  A suggested  dosage  schedule  is  one  0.3  Cm. 
Kapseal  daily  for  the  first  week.  If  required,  dosage  may  be  increased 
thereafter  at  weekly  intervals,  by  one  Kapseal  per  day  for  three  weeks, 
to  maximum  total  daily  dosage  of  four  Kapseals  (1.2  Cm.). 

1.  Zimmerman,  E T,  and  Burgemeister,  B.:  Arch.  Neurol,  ir  Psychiat.  72:720,  1954. 

2.  Zimmerman,  E T,  and  Burgemeister,  B.;  J.A.M.A.  157:1194,  1955. 

3.  Zimmerman,  E T.:  Arch.  Neurol.  6-  Psychiat.  76:65,  1956. 


the  Parke-Davis  family  of  anti-epileptics  provides  specificity 
and  flexibility  in  treatment  for  convulsive  disorders 


for  grand  mal  and  psychomofor  seizures 
DILANTIN*  Sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  supplied  in  a variety  of 
forms — including  Kapseals®  of  0.03  Gm.  and  of  0.1  Gm.  in  bottles  of  100 
and  1,000. 

PHELANTIN*  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg.,  desoxyephedrine  hydro- 
chloride 2.5  mg.),  bottles  of  100. 

for  the  petit  mal  triad 

CELONTIN*  Kapseals  (methsuximide,  Parke-Davis),  0.3  Gm.,  bottles  of  100. 


MILONTIN*  Kapseals  (phensuximide,  Parke-Davis),  0.5  Gm.,  bottles  of  100  and  1,000. 
MILONTIN  Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles. 
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“Since  we’ve  had  him  on  NEOHYDRIN  he  can  walk 
without  dyspnea.  I wouldn’t  have  believed  it  possible 
a month  ago.” 
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a superior  psychochemical 

for  the  management  of  both 
minor  and  major 

emotional  disturbances 


• more  effective  than  most  potent  tranquilizers 

• as  well  tolerated  as  the  milder  agents 

• consistent  in  effects  as  few  tranquilizers  are 


Dartal  is  a unique  development  of  Searle  Research, 
proved  under  everyday  conditions  of  office  practice 

It  is  a single  chemical  substance,  thoroughly  tested  and  found  particularly  suited 
in  the  management  of  a wide  range  of  conditions  including  psychotic,  psycho- 
neurotic and  psychosomatic  disturbances. 

Dartal  is  useful  whenever  the  physician  wants  to  ameliorate  psychic  agitation, 
whether  it  is  basic  or  secondary  to  a systemic  condition. 

In  extensive  clinical  trial  Dartal  caused  no  dangerous  toxic  reactions.  Drowsiness 
and  dizziness  were  the  principal  side  effects  reported  by  non-psychotic  patients, 
but  in  almost  all  instances  these  were  mild  and  caused  no  problem. 

Specifically,  the  usefulness  of  Dartal  has  been  established  in  psychoneuroses  with 
emotional  hyperactivity,  in  diseases  with  strong  psychic  overtones  such  as  ulcera- 
tive colitis,  peptic  ulcer  and  in  certain  frank  and  senile  psychoses. 

Usual  Dosage  • In  psychoneuroses  with  anxiety  and 
tension  states  one  5 mg.  tablet  t.i.d. 

• In  psychotic  conditions  one  10  mg.  tablet  t.i.d. 


Significant  J^^inslresearch  discovery: 


A NEW  SKELETAL 
MUSCLE  RELAXANT 


Robaxin  - synthesized  in  the  Robins  Research  Laboratories,  and 
intensively  studied  for  five  years— introduces  to  the  physician  an 
entirely  new  agent  for  effective  and  well-tolerated  skeletal  muscle 
relaxation.  Robaxin  is  an  entirely  new  chemical  formulation,  with 
outstanding  clinical  properties: 


• Highly  potent  and  long  acting. 

• Relatively  free  of  adverse  side  effects.’ 

• Does  not  reduce  normal  muscle  strength  or  reflex  activity 
in  ordinary  dosage.’^ 

• Beneficial  in  94.4%  of  cases  with  acute  back  pain 
due  to  muscle  spasm.’'®'^'®'^ 


CL.INICAL  RES  |f 


DISEASE  ENTITY 


Acute  back  pain  due 


(a)  Muscle  spasm  sect 
to  sprain 


(b)  Muscle  spasm  due) 
trauma 


(c)  Muscle  spasm  duel 
nerve  irritation  I 


(d)  Muscle  spasm  seerd 
to  discegenic  diseis 
and  postoperative! 
orthopedic  procedM 


Miscefloneous  (bursitil- 

torticollis,  etc.)  1 


TOTA 


(Methocarbamol  Robins,  U.S.  Pat.  No.  2770649) 


Highly  specific  action 

Robaxin  is  highly  specific  in  its  action  on  the 
intemuncial  neurons  of  the  spinal  cord  — with 
inherently  sustained  repression  of  multisyn- 
aptic  reflexes,  but  with  no  demonstrable  effect 
on  monosynaptic  reflexes.  It  thus  is  useful  in 
the  control  of  skeletal  muscle  spasm,  tremor  and 
other  manifestations  of  hyperactivity,  as  well 
as  the  pain  incident  to  spasm,  without  impair- 
ing strength  or  normal  neuromuscular  fimction. 


Beneficial  in  94.4%  of  cases  tested 

When  tested  in  72  patients  with  acute  back 
pain  involving  muscle  spasm,  Robaxin  in- 
duced marked  relief  in  59,  moderate  relief  in 
6,  and  slight  relief  in  3 — or  an  over-all  bene- 
ficial effect  in  94.4%.^’^'^’®’’^  No  side  effects 
occurred  in  64  of  the  patients,  and  only  slight 
side  effects  in  8.  In  studies  of  129  patients, 
moderate  or  negligible  side  effects  occurred 
in  only  6.2%.i’2-3-4.6,7 
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H ROBAXIN  IN  ACUTE  BACK  PAIN <■  a 7 


DURATION 

OF 

TREATMENT 

)OSE  PER  DAY  (divided) 

RESPONSE 
narked  mod.  slight 

neg. 

ilDE  EFFECTS 

2-42  days 

3-6  Gm. 

17 

1 

0 

0 

None,  16 

Dizziness,  1 

Slight  nausea,  1 

1-42  days 

2-6  Gm. 

8 

1 

3 

1 

None,  12 
Nervousness,  1 

4-240  days 

2.25-6  Gm. 

4 

1 

0 

0 

None,  5 

2-28  days 

1.5-9  Gm. 

24 

3 

0 

3 

None,  25 

Dizziness,  1 
Lightheaded- 
ness, 2 

Nausea,  2 * 

3-60  doys 

4-8  Gm. 

6 

0 

0 

0 

None,  6 

59 

6 

3 

4 

^Relifrved  on 
ro  JfKt'on 
of  dose 

^ ..  .‘Mef&'enceB:  l.  Carpenter,  E.  B.:  Publication  pendingr.  2.  Carter, 
•■t.,,  .C.  Hi:  Person^  cozonuinication:  3.  Forsyth,  EL  F.:  J^ublication 
pendinft  <f,  Freund,  J'  Personal  (ommunushon  S.  Mor^ui, 
A.  M.,  TruHt,  E,  B.,  Jr.,  and  Litllv.  .1.  M.:  American  Pharm.  Assn. 

6.  Nachman,  H.  M.:  Personal . commuiucation. 


Indications  — Acute  back  pain  associ* 
ated  with : (a)  muscle  spasm  secondary  to 
sprain;  (b)  muscle  spasm  due  to  trauma; 

(c)  mu.scTc  .spasm  due  to  nerve  irritation; 

(d)  muscle  spasm  secondary  to  discogenic 
disease  and  postoperative  orthopedic 
procedures;  and  miscellaneous  conditions, 
such  as  bursitis,  fibrositis,  torticollis,  etc. 


Dosage  — Adults:  Two  tablets  4 times 
daily  to  3 tablets  every  4 hours,  Ibtal  daily 
dosage:  4 to  9 Cm.  in  divided  doses. 


Precautions  — There  are  no  siiecific  con- 
traindications to  Robaxin  and  untoward 
reactions  are  not  to  be  anticipated  Minor 
side  effects  such  as  lightheadcdncs.s,  dizzi- 
ness, nausea  may  occur  rarely  in  patients 
with  unusual  sensitivity  to  drugs,  but  dis- 
appear on  reduction  of  dosage.  When  ther- 
apy is  prolonged  routine  white  blood  cell 
counts  should  be  made  since  some  decrease 
was  noted  in  3 patients  out  of  a group  of 
72  who  had  received  the  drug  for  periods 
of  30  days  or  longer.. 


Supply r-^ohsexin  Tablets,  0.5  Gm.,  in 
bottles  of  50. 


AH  Pnmwjtnn  iwn  Pirhmnndontf^ 
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of  infant  feeding 

Standard  formulas  for  PREMATURES 

Breast  milk  is  satisfactory  for  the  feeding  of 
prematures  in  spite  of  the  low  protein  and 
mineral  and  high  fat  content.  But  eventual 
formula  feeding  should  provide  a high  protein 
and  carbohydrate  to  satisfy  the  rapid-growing 
needs  of  the  premature  and  low  fat  content 
because  of  limited  digestive  capacity. 

Feedings  of  small  prematures  are  most  effec- 
tively administered  by  the  indwelling  poly- 
thene nasal  catheter  and  of  large  prematures, 
by  bottle  with  small  nipples. 

The  first  six  feedings  should  be  a sterile  5% 
solution  of  Karo  Syrup  at  2 to  3 hour  intervals; 
for  subsequent  feedings,  breast  milk  or  for- 
mula should  be  added  in  gradually  increasing 
amounts  according  to  tolerance  and  require- 
ments, as  indicated  in  the  table  below. 


Initial  feeding  schedules 

for  premature  infants 

(Feedings  Started  After  36  Hours  and  Continued 


at  2 to  3 Hour  Intervals) 

FEEDINGS 

COMPOSITION 

QUANTITY 

First  Six 

5%  Karo 

2-5  ml. 

7th  and  8th 

2 parts  5%  Karo 

1 part  breast  milk 
or  formula 

6-10  ml. 

9th  and  10th 

1 part  5%  Karo 

1 part  breast  milk 
or  formula 

8-16  ml. 

nth  and  12th 

1 part  5%  Karo 

2 parts  breast  milk 
or  formula 

10-18  ml. 

Subsequently 

Breast  or  formula  feeding 

12-20  ml. 

ADVANTAGES 

OF  KARO®  IN  INFANT 

FEEDING 

Coifl'pOS'lt'lOn^  Karo  is  a su- 
perior maltose-dextrin  mixture 
because  the  dextrins  are  non-fer- 
mentable  and  the  maltose  is 
rapidly  transformed  into  dextrose 
which  requires  no  further  digestion. 

Concentration:  voi  ume  for 
volume  Karo  furnishes  twice  as 
many  calories  as  similar  milk 
modifiers  in  powdered  form. 

Purity:  Karo  is  processed  at 
sterilizing  temperatures,  sealed 
for  complete  hygienic  protection 
and  devoid  of  pathogenic  or- 
ganisms. 

Low  Cost:  Karo  costs  l/5th  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 


Medical  Division 

CORN  PRODUGTS  REFINING  COMPANY 
1 7 Battery  Place,  New  York  ^,N.Y. 
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REMARKABLE  EFFECTIVENESS  PLUS  A SAFETY  RECORD 
UNMATCHED  IN  SYSTEMIC  ANTIBIOTIC  THERAPY  TODAY 

Actually,  after  almost  six  years  of  extensive  use,  there  has  not  been  a single  report 
of  a serious  reaction  to  erythrocin.  And,  after  all  this  time,  the  incidence  of 
resistance  to  erythrocin  has  remained  exceptionally  low. 

You’ll  find  ERYTHROCIN  is  highly  effective  against  the  majority  of  coccal  infec- 
tions and  may  also  be  used  to  counteract  complications  from  Q Q ii 
severe  viral  attacks.  It  comes  in  Filmtabs  and  in  Oral  Suspension.  L>UjUXMX 


e020«9 


Compocillin-V 


for  those 

penicillin-sensitive 

organisms 


Indications 

Against  all  penicillin-sensitive 
organisms.  For  prophylaxis  and 
treatment  of  complications  in 
viral  conditions.  And  as  a prophy- 
laxis in  rheumatic  fever  and  in 
rheumatic  heart  disease. 

Dosage 

Depending  on  the  severity  of  the 
infection,  125  to  250  mg.  (200,000 
to  400,000  units)  every  four  to  six 
hours.  For  children,  dosage  is  de- 
termined by  age  and  weight. 

Supplied 

Filmtabs  compocillin-v  (Potas- 
sium Penicillin  V,  Abbott)  come  in 
125  mg.  (200,000  units),  bottles  of 
50;  and  in  250  mg.  (400,000  units), 
bottles  of  25.  Oral  Suspension 
COMPOCiLLiN-v  (Hydrabamine 
Penicillin  V,  Abbott),  contains  180 
mg.  per  5-cc.  teaspoonful,  in  40-cc. 
and  80-cc.  bottles. 
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THE  HIGHER  BLOOD  LEVELS  OF  COMPOCILLIN-V 

-IN  EASY-TO-SWALLOW  FILMTABS  AND  TASTY,  ORAL  SUSPENSION 


units/cc. 


16 


14 


12 


10 


8 


6 


4 


2 


0 


Filmtab  Compociliin-V 
(Potassium  Penicillin  V,  Abbott) 


Uncoated  Potassium  Penicillin  V 


Buffered  Potassium  Penicillin  G 


Doses  of  400,000  units  were  administered  before 
mealtime  to  40  subjects  involved  in  this  study. 


of  liie  blood  levels  of 


The  chart  repsSiints  a comparison  

FILMTAB  cOMPoaSiLiN-v  (Potassium  Peiaicillin  V,  Abbott) 
with  uncoated  j(^i®ium  penicillin  V,  and  with  buffered 
potassium  penicillin  G.  Bar  heights  sliow  ranges,  while 
crossbars  show  s^edians.  Note  the  higli, ranges  and  aver- 
ages of  FILMTAB  I^MFOCILLIN-V  at  % hbtur,  and  at  1 hour. 


Hours  V2 


1 


2 


4 


Now,  with  Filmtab  compocillin-V,  patients  get  (and  within  minutes)  fast,  high  peni- 
cillin concentrations.  Note  the  blood  level  chart. 

COMPOCILLIN-V  is  indicated  whenever  penicillin  therapy  is  desired.  It  comes  in 
two  highly-acceptable  forms.  Filmtab  compocillin-v  offers  two  therapeutic  dosages 
(125  and  250  mg.).  Patients  find  Filmtabs  tasteless,  odorless  and  easy-to-swallow. 
For  children,  compocillin-v  comes  in  a tasty,  banana-flavored  0 0 ++ 

suspension.  It’s  ready-mixed  — stays  stable  for  at  least  18  months.  vAX)^tjtMX 


Indications 


and  when 
coccal  infections 
hospitalize 
the  patient 


SPONTIN  is  indicated  for  treating  gram- 
positive bacterial  infections.  Clinical 
reports  have  indicated  its  effectiveness 
against  a wide  range  of  staphylococcal, 
streptococcal  and  pneumococcal  infec- 
tions. It  can  be  considered  a drug  of 
choice  for  the  immediate  treatment  of 
serious  infections  caused  by  organisms 
resistant  to  other  antibiotics. 

Dosage 

Recommended  dosage  depends  on  the 
sensitivity  of  the  microorganism  and  on 
the  severity  of  the  disease  under  treat- 
ment. For  pneumococcal  and  streptococ- 
cal infections,  a dosage  of  25  mg./Kg. 
per  day  will  usually  be  adequate.  Major- 
ity of  staphylococcal  infections  will  be 
controlled  by  25  to  50  mg./Kg.  per  day. 
However,  in  endocarditis  due  to  rela- 
tively resistant  strains  or  where  vege- 
tations or  abscesses  occur,  dosages  as 
high  as  75  mg./Kg.  per  day  may  be  used. 
It  is  recommended  that  the  daily  dosages 
be  divided  into  two  or  three  equal  parts 
at  eight-  or  twelve-hour  intervals. 

Supplied 

SPONTIN  is  supplied  as  a sterile,  lyophi- 
lized  powder,  in  vials  representing  500 
mg.  of  ristocetin  activity. 
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A LIFESAVING  ANTIBIOTIC  AFTER  OTHER  ANTIBIOTICS  HAD  FAILED 


SPONTIN  comes  to  the  medical  profession  with  a clinical  history  of  dramatic  results 
— cases  where  the  patients  were  given  little  chance  of  survival. 

During  these  careful,  clinical  investigations,  lives  were  saved  after  weeks  (and 
sometimes  months)  of  antibiotic  failures.  These  were  the  cases  where  the  infecting 
organisms  had  become  resistant  to  present-day  therapy.  And,  just  as  important, 
were  the  good  results  found  against  a wide  range  of  gram-positive  coccal  infections. 

Essentially,  spontin  is  a drug  for  hospital  use,  for  patients  with  potentially 
dangerous  infections.  In  its  present  form,  spontin  is  administered  intravenously 
using  the  drip  technique.  Dosage  may  be  dissolved  in  5%  dextrose  in  water  or  in 
any  isotonic  or  hypotonic  saline  solution.  Some  of  the  important  therapeutic  points 
of  SPONTIN  include : 

1 successful  short-term  therapy  for  acute  or  subacute  endocarditis 

2 new  antimicrobial  activity  — no  natural  resistance  to  spontin  was  found  in 
tests  involving  hundreds  of  coccal  strains 

3 antimicrobial  action  against  which  resistance  is  rare  — and  extremely  diffi- 
cult to  induce 

4 bactericidal  action  at  effective  therapeutic  dosages. 

SPONTIN  is  truly  a lifesaving  antibiotic.  It  could  save  the  life  0 0 j-i- 

of  one  of  your  patients  — does  your  hospital  have  it  stocked?  VAXXuXMX 


CORRECTS  IRON  DEFICIENCY 
AS  IT  STIMULATES  APPETITE 


FORMULA 

EACH  TEASPOONFUL  (5  cc.)  CONTAINS 

l-Lysine  HCI 

Ferric  Pyrophosphate  (Soluble) 

Iron  (as  Ferric  Pyrophosphate) 

Vitamin  Bja  Crystalline 

Thiamine  Mononitrate  (Bi) 

Pyridoxine  HCI  (Be) 

Alcohol 

Average  dosage  is  one  teaspoonful  daily.  Available  in  bottles  of  4 fl.  oz. 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY. 


300  mg. 
250  mg. 
30  mg. 
25  mcgm. 
10  mg. 
5 mg. 
0.75% 


•RE6.  u.  s.  pat.  off. 

PEARL  RIVER.  NEW  YORK 


Provides  the  following  percentages  of  Minimum  Daily  Requirements  per  teaspoonful; 


Child  under  6 

Child  over  6 

Adult 

B, 

2000% 

1333% 

1000% 

Iron 

400% 

300% 

300% 
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J.  C.  Hagin,  M.D.  (1958)  Miller 

F.  C.  Totten,  M.D.  (1959)  Lemmon 

Rheumatic  Fever  and  Heart  Disease 
J.  Argabrlte,  M.D.,  Chr.  (1958)  Watertown 

B.  T.  Lenz,  M.D.  (1959)  Huron 

H.  W.  Farrell,  M.D.  (1960)  Sioux  Falls 

SPECIAL  COMMITTEES 
Radio  Broadcasts  and  Telecasts  Committee 

J.  J.  Stransky,  M.D.,  Chr.  Watertown 

J.  P.  Steele,  M.D Yankton 

J.  C.  Rodine,  M.D Aberdeen 

Robert  Olson,  M.D.  Sioux  Falls 

Wm.  Fritz,  M.D - ^ Mitchell 

F.  D.  Leigh,  M.D.  Huron 

S.  B.  Simon,  M.D - Pierre 

H.  L.  Ahrlin,  M.D Rapid  City 

American  Medical 
Education  Foundation 

A.  P.  Reding,  M.D.,  Chr Marion 

A.  A.  Lampert,  M.D Rapid  City 

O.  J.  Mabee,  M.D Mitchell 

H.  L.  Saylor,  Jr.,  M.D Huron 

S.  F.  Sherrill,  M.D Belle  Fourche 

Editorial 

R.  G.  Mayer,  M.D (Deceased) Aberdeen 

G.  S.  Paulson,  M.D.  Rapid  City 

Harold  Lowe,  M.D Mobridge 

H.  R.  Wold,  M.D Madison 

R.  E.  Van  Demark,  M.D.  Sioux  Falls 

T.  W.  Reul,  M.D.  Watertown 

Mary  Price,  M.D.  ._ Armour 

Amos  Michael,  M.D Vermillion 

M.  L.  Spain,  M.D Rapid  City 

Medical  Licensure 

F.  F.  Pfister,  M.D.  Webster 

Magni  Davidson,  M.D.  Brookings 

C.  E.  Kemper,  M.D Viborg 

Veterans  Administration  and  Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr Pierre 

M.  R.  Gelber,  M.D Aberdeen 

G.  H.  Steele,  M.D.  Aberdeen 

T.  J.  Billion,  M.D.  Sioux  Falls 

Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D.  Vermillion 

Prepayment  and  Insurance  Plans 

C.  J.  McDonald,  M.D.,  Chr.  Sioux  Falls 

D.  H.  Breit,  M.D Sioux  Falls 

Paul  Hohm,  M.D.  Huron 

E.  A.  Johnson,  M.D Milbank 

A.  A.  Lampert,  M.D.  Rapid  City 

Robert  Monk,  M.D.  Yankton 

T.  H.  Sattler,  M.D Yankton 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.,  Chr Volga 

G.  J.  Bloemendaal,  M.D.  Ipswich 

E.  F.  Kalda,  M.D.  _...Platte 

Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr.  Madison 

C.  L.  Vogele,  M.D Aberdeen 

G.  F.  Gryte,  M.D.  Huron 

Workmen’s  Compensation 

J.  N.  Hamm,  M.D.,  Chr.  Sturgis 

H.  R.  Lewis,  M.D Mitchell 

R.  Giebink,  M.D.  _ Sioux  Falls 

Blood  Banks 

W.  A.  Geib,  M.D.,  Chr Rapid  City 

R.  L.  Carefoot,  M.D.  Huron 

A.  K.  Myrabo,  M.D.  Sioux  Falls 

Rehabilitation  Committee 

R.  E.  Van  Demark,  M.D.,  Chr Sioux  Falls 

Paul  Bunker,  M.D Aberdeen 

W.  A.  Dawley,  M.D.  Rapid  City 

H.  L.  Ahrlin,  M.D.  Rapid  City 

Mary  Schmidt,  M.D Watertown 

Press  Radio  Committee 

R.  E.  Jernstrom,  M.D.,  Chr.  Rapid  City 

E.  A.  Rudolph,  M.D.  Aberdeen 

Steve  Brzica,  M.D Sioux  Falls 

Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr.  Huron 

A.  P.  Peeke,  M.D — ; Volga 

H.  Russell  Brown,  M.D Watertown 

F.  F.  Pfister,  M.D.  Webster 

P.  V.  McCarthy,  M.D Aberdeen 

E.  J.  Perry,  M.D Redfield 

R.  F.  Hubner,  M.D Yankton 

C.  A.  Johnson,  M.D.  Lemmon 
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1.  Recurrent  joint  pain  followed  by 
long  periods  of  complete  remis- 
sion. (Percentages  refer  to  inci- 
dence.) 


3. 


Elevated  serum  uric  acid  levels. 


2 ■ Enlargement  of  bursae  such  as  in 
this  case  involving  the  olecranon 
bursa. 


4i  Colchicine  test:  full  dose  (0.5 
mg. ) every  1 to  2 hours  until  pain 
is  relieved  or  nausea,  vomiting  or 
diarrhea  occur.  The  test  requires 
usually  8 to  16  doses.  Pain  relief 
is  highly  indicative  of  gout. 


FROM  THESE  FINDINGS...SUSPECT  GOUT; 


^BENEMID 

PROBENECID 

A SPECIFIC  FOR  GOUT 


Once  findings  point  to  gout,  long-term  management  can  be  started 
with  Benemid.  This  effective  uricosuric  agent  has  these  unique 
benefits: 


• Urinary  excretion  of  uric  acid  is  approximately  doubled. 

• Serum  uric  acid  levels  are  reduced. 

• Uric  acid  deposits  (tophi)  in  tissues  are  mobilized. 

• Formation  of  new  tophi  can  often  be  prevented. 

• Fewer  attacks  and  severity  is  reduced. 

RECOMMENDED  DOSAGE;  0.25  Gm.  (%  tablet)  twice  daily  for 


one  week  followed  by  1 Gm.  (2  tablets)  daily  in  divided  doses. 
Benemid  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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How  to  provide  unsaturated  fatty  acids 

without  dieting 


With  type  as  well  as  amount  of  fat  in  the  human 
diet  now  assuming  such  importance,  the  new 
role  of  corn  oil  as  a source  of  unsaturated  fatty 
acids  has  prompted  these  questions: 


1  What  is  the  role  of  unsaturated  fats  in 
the  daily  diet? 

answer:  There  is  now  ample  clinical  evidence 
unsaturated  fats  tend  to  lower 
the  serum  cholesterol  level  of  human 
subjects,  whereas  saturated  fats  have 
the  opposite  effect. 

2  How  much  of  the  important  unsaturated 
fatty  acids  does  corn  oil  provide? 

\^nswer:  MAZOLA  Corn  Oil  yields  an  average 
of  85  per  cent  unsaturated  fatty  acids. 
100  grams  of  MAZOLA  will  yield:  53 
grams  of  linoleie  acid  and  28  grams  of 
oleic  acid;  it  also  provides  1.5  grams 
of  sitosterols,  and  only  12  grams  of 
saturated  fatty  acids. 


3  What  is  the  best  way  to  provide  unsatu- 
rated fatty  acids? 

answer:  By  balancing  the  types  of  fat  in  the 
daily  diet.  Many  doctors  now  agree 
that  from  one  third  to  one  half  of  the 
total  fat  intake  should  be  in  the  form 
of  a vegetable  oil  such  as  corn  oil 
(MAZOLA). 


4 


How  is  corn  oil  most  easily  taken  in  the 


usual  daily  diet? 


answer: 


There  is  no  need  to  disturb  the  daily 
routine  of  meals  or  to  have  separate 
diets  for  individual  members  of  the 
family.  MAZOLA  Com  Oil  can  be 
used  instead  of  solid  fats  in  preparing 
and  cooking  foods,  it  is  also  ideal  for. 
salad  dressings. 


O How  can  I obtain  further  information  on  , 
the  value  of  corn  oil  as  a source  of  un-  * 

saturated  fatty  acids?  • 

answer:  The  subject  is  reviewed  in  the  book  * 
‘ “Vegetable  Oils  in  Nutrition.”  Also  • 
available  is  a recipe  book  for  distribu-  I 
tion  to  your  patients.  It  tells  how  to  * 
use  corn  oil  in  everyday  meals.  Both  • 
books  will  be  sent  free  of  charge  to  • 
physicians,  on  request.  5 


F 
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Monilial  overgrowth 
is  a factor 


Combines  Achromycin  V with  Nystatin 


SUPPUEDc 

CAPSULES  contain  250  mg.  tetracycline  HCl 
equivalent  (phosphate-butfered)  and  250,000 
units  Nystatin.  ORAL  SUSPENSION  (cherry- 
mint  flavored)  Each  5 cc.  teaspoonful  contains 
125  mg.  tetracycline  HCl  equivalent  (phos- 
phate-buffered) and  125,000  units  Nystatin. 


Basic  oral  dosage  (6-7  mg.  per  lb.  body  weight 
per  day)  in  the  average  adult  is  4 capsules  or 
8 tsp.  of  Achrostatin  V per  day,  equivalent 
to  1 Gm.  of  Achromycin  V. 


Achrostatin  V combines  AcHROMYcmt  V 
...  the  new  rapid-acting  oral  form  of  AcHROMYCiNt 
Tetracycline . . . noted  for  its  outstanding 
effectiveness  against  more  than  50  different  infections 
. . . and  Nystatin  . . . the  antifungal  specific. 
Achrostatin  V provides  particularly  effective  j 
therapy  for  those  patients  prone 
to  monilial  overgrowth  during  a protracted  course 
of  antibiotic  treatment. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N.  Y. 
^Trademark  tReg.U.  S.  Pat.  Off. 
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N0W...A  NEW  TREATMENT 


'Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


‘Cardllate'  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


The  psychological  needs  of  the  elderly  confront  physicians  with  one  of  their  most 
perplexing  problems.  Perhaps  no  other  patient  group  suffers,  so  much  from  emo- 
tional distress.  Yet,  precisely  because  of  their  age,  geriatric  patients  often  seem 
beyond  the  reach  of  tranquilizing  treatment. 


When  tranquilization  seems  risky  . 


They  are  too  much  beset  by  complicating  chronic  ailments,  too  susceptible  to 
serious  side  effects.  Ataraxia  is  clearly  indicated,  yet  the  doctor  cannot  risk  side 
reactions  on  liver,  blood  or  nervous  system. 


Is  there  an  answer  to  this  dilemma? 


We  feel  there  is.  In  four  recent  papers  investigators  have  reported  good  results  with 
ATARAX  in  patients  up  to  90  years  of  age.*  In  one  study,  improvement  was  “pro- 
nounced” in  76%,  “good”  in  an  additional  18.5%.*  ATARAX  has  been  successfully 
used  in  such  cases  as  senile  anxiety,  agitation,  hyperemotivity  and  persecution 
complex.*  On  atarax,  patients  became  “.  . . quieter  and  more  manageable.  They 
slept  better  and  demonstrated  improved  relations  with  other  patients  and  hospital 
personnel.  Even  their  personal  hygiene  improved,  and  they  required  less  super- 
visory management."* 


ATARAX  is  safe 


Yet  even  in  the  aged,  ATARAX  has  given  "no  evidence  of  toxicity Complete  liver 

function  tests  and  blood  studies  were  made  on  all  patients  after  two  months  of 
therapy.  . . . There  were  no  significant  abnormalities.”*  With  still  other  elderly 
patients  “tolerance  to  the  drug  was  excellent,  even  in  cases  where  the  patients 
were  given  relatively  high  doses.”*  Similarly,  no  parkinsonian  effects  have  been  ob- 
served on  ATARAX  therapy. 


Nor  does  atarax  make  your  patients  want  to  sleep  all  day.  Instead,  they  can  better 
take  care  of  themselves,  because  atarax  leaves  them  both  calm  and  alert.  In  sum, 
ATARAX  “. . . does  not  impair  psychic  function  and  has  a minimum  of  side  effects. 
...  It  appears  that  atarax  is  a safe  drug. . . .”* 


r< . 


;IT>Z|R>!1X 


These,  undoubtedly,  are  the  results  you  want  when  emotional  problems  beset  your 
geriatric  patients.  For  the  next  four  weeks,  won't  you  prescribe  tiny  atarax  tablets 
or  pleasant-tasting  ATARAX  syrup  - both  so  readily  acceptable  to  the  elderly. 


♦Documentation  on  request 


ATARAX 


in  any 

hyperemotive 

state 


(BRAND  OF  HYDROXYZINE) 


for  ehtltfhnod  behavior  disorders 

10  mg.  tablets-  .^-6  years,  one  tab- 
. let  t.i.d.;  over  6 years,  two  tablet'. 
P t.i.cl.  Syrup-3  6 years,  one  tsp. 
Y t.l.il.!  ov»-r  6 years,  two  tr.p.  t.i.ri. 

for  adult  tension  and  anxie^  - 

^^25  mg,  tablets— one  tablet  q.i.d. 

' Syrup“One  tbsp.  q.l.d. 

for  severe  eihotlonat  disturbartces 

100  mg.  tablets-one  tablet  t.i.u. 

for  adult  psychiatric  and  emotional 
emergencies 

Parenteret  Solution— 25-50  mg. 
{1-2  cc.)  intramuscularly,  3-i; 
times  daily,  at  4-hour  inleryals.' 
Dosage  for  children  under  12  not 
established.  ^ 

kSupplied:  Tablets,  bottles  of  100^  Syrup, ; 
{pint  bottles.  Parenteral  Solution,  10  cc. 
iiultipte.(iose  vials. 


ik 


Medical  Birector 


New  York  17,  New  York 

Division,  Chas.  Pfizer  & Co.,  Inc. 
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• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 

MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 

for  “built-in”  safety,  Mysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin—the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 

Capaules  (250  mg./250,000  u.).  bottles 
of  16  and  100.  Half-Strength  Capsules 
(125  mg./125,000  u.),  bottles  of  16 
and  100.  Suspension  (125  m8r./125,000 
u.),  2 oz.  bottles.  Pediatric  Drops  (100 
mg./100,000  u.),  10  cc.  dropper  bottles. 


Squibb 

Squibb  Quality— 
the  Priceless  Ingredient 


‘HYSTECLIN,-*  •MYCOSTATIN'.®  ANO  ‘SVMVCIN-  ARE  SOVlBO  TRADEMARKS 


25  PATIENTS  ON 

TETRACYCLINE  ALONE 

25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 

Before  therapy 

After  seven  days 
of  therapy 

Before  therapy 

After  seven  days 
of  therapy 

® # 

0 # ® # # 

m m m 

m mm  m m 

m mm  m m 

# ® ® # # 

m mm  m m 

m mm  m ® 

# • • • • 

® # # « • 

m mm  m m 

• • • e • 

m mm  m m 

m m m 

Monilial  overgrowth  (rectal  swab)  ^ None  ^ Scanty  ^ Heavy 

Childs,  A.  J.:  British  M.  J.  1:660  1956. 


S.D.J.O.M.  MARCH  1958  - ADV. 


23 


How 


I 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 

2bi  Bottle  of  48  tablets  (IM  grs.  each). 

We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION  of  sterling  Drug  Inc.  1450  Broadway.  New  York  18,  N.  Y. 
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respiratory  congestion 


reiiet  in  minutes . . iasts  tor 


oraLiy 

hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open- — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

•Morrison,  L.  F.:  Arch.  Otolaryng.  59:48-63  (Jan.)  1954. 

Each  double-dose  “timed-release"  triaminic 

Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 


Pyrilamine  maleate 25  mg. 

Pheniramine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  afternoon,  and 
in  the  evening  if  needed. 


Each  double-dose  ^‘timed-release** 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours — 
provides  “around-the-clock** 
freedom  from  congestion  on 
just  three  tablets  a day 


disintegrates  to  give  3 to  4 
more  hours  of  relief 


Also  available:  Triaminic  Syrup,  for  children  and 
those  adults  who  prefer  a liquid  medication. 


Triaminic 


^‘timed-release’* 

tablets 


running  noses . . 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  . Lincoln,  Nebraska  • Peterborough,  Canada 


Three  advantages  of 

glucosamine-potentiated 

tetracycline: 


in  new 

well-tolerated 

COSA-TETRACYN 


(CHLOROTHIAZIDE) 


in 


EDEMA 

Start  therapy  with  one  or  two  500  mg, 
tablets  of  'diurw  once  or  twice  a day, 

BENEFITS: 

• The  only  orally  effective  nonmercurial  agent 
with  diuretic  activity  equivalent  to  that  of  the 
parenteral  mercurials. 

• Excellent  for  initiating  diuresis  and  maintaining 
the  edema-free  state  for  prolonged  periods. 

• Promotes  balanced  excretion  of  sodium  and 
chloride— without  acidosis. 

Any  indication  for  diuresis  is  an  in- 
dication for  'DIURIU: 

Congestive  heart  failure  of  all  degrees  of  severity; 
premenstrual  ssmdrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema — nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL' 
(chlorothiazide);  bottles  of  100  and  1,000. 

'diuril'  and  'inversinb'  are  trade-marks  of  Merck  & Co.,  Inc. 

MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1.  Pa. 


as  simple 
as  1~ 
in 


HYPEimNSION 


1 

z 


INITIATE  'DIURIL'  THERAPY 

'DIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 

ADJUST  DOSAGE  OF  OTHER  AGENTS 

The  dosage  of  other  antihypertensive  medication 
(reserpine,  hydralazine,  etc.)  is  adjusted  as  indi- 
cated by  patient  response.  If  the  patient  is  estab- 
lished on  a ganglionic  blocking  agent  (e.g.,  'IN- 
VERSINE')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  25 
to  50  per  cent.  This  will  reduce  the  serious  side 
effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage. 


BENEFITS: 

• improves  and  simplifies  the  management  of  hypertension 

• markedly  enhances  the  effects  of  antihypertensive  agents 

• reduces  dosage  requirements  for  other  antihypertensive 
agents— often  below  the  level  of  distressing  side  effects 

• smooths  out  blood  pressure  fluctuations 

INDICATIONS:  management  of  hypertension 


Smooth,  more  trouble-free  manage- 
ment of  hypertension  with  'DIURIU 


Symptomatic  refief  of  aches,  pains,  fever,  coryza,  and  rhinorrhea  associated 
with  upper  respiratory  tract  infections. 

Prevention  of  secondary  pyogenic  infections  due  to  tetracycline-sensitive  or^ 
ganisms  — which  often  follow  viral  Infections  of  the  upper  respiratory  tract, 


JBFiStol  laboratories  INC.  SYRACUSE,  NEW  YORK 


VI 


MEDICATION 


“flu,”  “grippe,”  “virus”  and  the  common  cold 


TetrexrMk-'h 

SSBMKlk  ssm  atapa  iasgga  0 


with 


BRISTAMIN 

TETRACYCLINE  PHOSPHATE  COMPLEX  WITH  PHENYLTOLOXAMINE  AND  APC 


Each  TETREX-APC  WITH  BRISTAMIN  Capsule  contains: 

'#•  ■ 

A broad-spectrum  ontibiotic  ,3^;,  " 

TETREX  (fetracycUne  phosphate  complex) .i.-'K...... 125  mg. 

jgs  (tetracycline  HCI  activity) 

f ^ 

An  established  analgesic-antipyretic  combinotion 

Aspirin  150  mg. 

Phenocetin  120  mg. 

Caffeine  «k««e«4e«e«4«*ae*«»e«>*fr***k«*»««*#*****>>*«»***««>«*>«r»*d****#*»e«*4*<«k*'k*4*t «*■«,«,»»««•******«*  30  mg.^  • 

.0*  /f'  . ■ ■•  ^;’sv  ■ 

■w 

4 ^ A dependable  antihistamine 


BRISTAMIN  (phenyltoloxamine,  Bristol) 


25  mg. 


Dosage;  Aduitu  2 capsules  at  onset  of  symptoms,  followed  by  2 capsules  3 or  4 
times  a day  for  3 to  ^days.  Children,  6 to  12  yrs.;  One-half  adult  dose. 

4if.  -M  j' 

Supplied:  Bottles  of  24  and  100  capsules.  <,  >—  r rv, 

% 'C  - ^ 
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A versatile,  well-balanced  formula  offering  in  one  tablet  the 
drugs  often  prescribed  separately  for  treating  upper  respira- 
tory infections. 

Traditional  and  nonspecific  nasopharyngeal  symptoms 
of  malaise  and  chilly  sensations  are  rapidly  relieved,  and 
headache,  muscular  pain,  and  pharyngeal  and  nasal  dis- 
charges are  reduced  or  eliminated. 

Early  effective  therapy  is  provided  against  such  bacterial 
complications  as  sinusitis,  otitis,  bronchitis  and  pneumonitis 
to  which  the  patient  may  be  highly  vulnerable  at  this  time. 

Adult  dosage  for  Achrocidin  Tablets  and  new,  caffeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  reduced 
according  to  weight  and  age. 

Available  on  prescription  only. 


TABLETS  (Sugar-coated) 

Each  tablet  contains: 

Achromycin®  Tetracycline  125  mg. 

Phenacetin 120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 

Bottles  of  24  and  100 


SYRUP  (Lemon  -lime  flavored) 

Each  teaspoonful  (3  cc.)  contains: 
Achromycin®  Tetracycline 

equivalent  to  tetracycline  HCl  ..  125  mg. 


Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


checks 

symptoms 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 

♦Trademark 


I 


for  simultaneously  combating 
inflammation,  allergy,  infection 


(0.5%  prednisolone  acetate  and  10%  sulfacetamide  sodium - 
5 cc.  dropper  bottle) 


(0.5%  prednisolone  acetate,  10%  sulfacetamide  sodium  and 
0.25%  neomycin  sulfate— % oz.  tube) 


for  ocular 
allergies 


eye 
disorders 
look  to  these 


®i^iir(0.2%  prednisolone 


acetate  and 
0.3%  Chlor-Trimeton®— 
5 cc.  dropper 
bottle) 


Standard  for  ocular  infections 


(Sulfacetamide  Sodium  U.S.E— 5 and  IS  cc.  dropper  bottles) 


(15  cc.  dropper  bottle) 


aV;  © 


(vs  oz.  tube) 


SCHERING  CORPORATION  ♦ BLOOMFIELD,  NEW  JERSEY 
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The  non-narcotic  analgesic  with  the  potency  of  codeine 


DARVON  (Dextro  Propoxyphene 
Hydrochloride,  LUly)  is  equally  as  po- 
tent as  codeine  yet  is  much  better 
tolerated.  Side-effects,  such  as  nausea 
or  constipation,  are  minimal.  You  will 
find  ‘Darvon’  helpful  in  any  condition 
associated  with  pain.  The  usual  adult 
dose  is  32  mg.  every  four  hours  or  65 
mg.  every  six  horns  as  needed.  Avail- 
able in  32  and  65-mg.  pulvules. 


DARVON  COMPOUND  (Dextro  Pro- 
poxyphene and  Acetylsalicylic  Acid 
Compound,  Lilly)  combines  the  antipy- 
retic and  anti-inflammatory  benefits  of 
‘A.S.A.  Compoimd’*  with  the  analgesic 
properties  of  ‘Darvon.’  Thus,  it  is  useful 
in  relieving  pain  associated  with  recur- 
rent or  chronic  disease,  such  as  neural- 
gia, neuritis,  or  arthritis,  as  well  as  acute 
pain  of  traumatic  origin.  The  usual  adult 
dose  is  1 or  2 pulvules  every  six  hours 
as  needed. 


Each  Pulvule  'Darvon  Compound’  provides; 


‘Darvon’  32  mg. 

Acetophenetidin 162  mg. 

‘A.S.A.’  {Acetylsalicylic  Acid,  Lilly) 227  mg. 

Caffeine 32.4  mg. 


*‘A.S.A.  Compound’  (Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6.  INDIANA,  U.  S,  A. 


820260 
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EFFECTIVE,  DEPENDABLE  THERAPY  FOR  VAGINITIS 


Floraquin®  eliminates 
trichomonal  and  mycotic  infection; 
restores  normal  vaginal  acidity 


Leukorrhea  is  by  far  the  most  frequent  symp- 
tom of  vaginitis;  trichomonads  and  monilia  are 
the  most  common  causes.  Many  authors  have 
reported^  trichomonal  protozoa  in  the  vagina 
of  25  per  cent  of  obstetric  and  gynecologic 
patients.  Increased  use  of  broad  spectrum 
antibiotics  has  resulted  in  a sharp  rise  in  the 
incidence  of  monilial  infections. 

Floraquin  effectively  eradicates  both  tricho- 
monal and  monilial  vaginal  infections  through 
the  action  of  its  Diodoquin®  content.  Floraquin 
also  furnishes  boric  acid  and  sugar  to  restore 
the  normal  vaginal  acidity  which  inhibits  patho- 


gens and  favors  the  growth  of  protective  Doder- 
lein  bacilli. 

Pitt^  recommends  vaginal  insufflation  of 
Floraquin  powder  daily  for  three  to  five  days, 
followed  by  acid  douches  and  the  daily  inser- 
tion of  Floraquin  vaginal  tablets  throughout  one 
or  two  menstrual  cycles.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service  of 
Medicine. 


1.  Pitt,  M.  B.;  Leukorrhea.  Causes  and  Management,  J.  M. 
A.  Alabama  25:182  (Feb.)  1956. 

2.  Parker,  R.  T.;  Jones,  C.  P.,  and  Thomas,  W.  L.:  Pruritus 
Vulvae,  North  Carolina  M.  J.  26:570  (Dec.)  1955. 
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when  you  encounter 

• respiratory  infections 

• gastrointestinal 
infections 

• genitourinary 
infections 

• miscellaneous 
infections 


for  all 

tetracycline-amenable 
infections, 
prescribe  superior 


SUIMYCIN 

Squibb  Tetracycline  Phosphate  Complex 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


In  your  patients,  sumycin  produces: 

1.  Superior  initial  tetracycline  blood  levels— faster  and  higher 
than  ever  before— assuring  fast  transport  of  adequate  tetra- 
cycline to  the  site  of  the  infection. 

2.  High  degree  of  freedom  from  annoying  or  therapy-inter- 
rupting side  effects. 


Tetracycline  phosphate 
complex  equiv,  to 

Supply:  tetracycline  HCl  (mg,)  Packaging: 


Sumycin  Capsules  (per  Capsule)  250  Bottles  of  16  and  100 

Sumycin  Suspension  (per  5 cc.)  125  2 oz.  bottles 


Sumycin  Pediatric  Drops  100  10  cc.  dropper  bottles 

(per  cc.— 20  drops) 


*SUMrCIN‘  IS 


IBB  TRAOCMABK 


MY  PAP 


”It  happened  I m 
at  work  \ f 

while  he 
was  putting 
oil  in 
something” 


"He  told 
Mom  his 
shoulder 
felt  like 
it  was  on 
fire" 


"He  couldn’t 
swing  a hat 
without 
hurting" 


"But  Doctor 
gave  him 
some  nice 
pills  — and 
the  pain 
went  away 


fast' 


"Dad  said 
we’d  play 
hall  again 
tomorrow 
when  he 
comes  home" 


New  "demi"  strength  permits  dosage  flexibility  to  meet 
each  patient’s  specific  needs.  Percodan-Demi  provides 
the  Percodan  formula  with  one-half  the  amount  of  salts 
of  dihydrohydroxycodeinone  and  homattopine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May 
be  habit-forming.  Available  through  all  pharmacies. 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxyco- 
deinone hydrochloride,  0.38  mg.  dihydrohydroxycodeinone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicylic  acid,  160  mg.  phenacetin,  and  32  mg.  caffeine. 


ENDO  LABORATORIES 

Richmond  Hill  18,  NewYork 


AND  THE  PAIN 
WENT  AWAY  FAST 


U.S.  Pat.  2.628,185 
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CESAREAN  SECTION  IN  THE  COUNTRY 
A PRELIMINARY  REPORT 
Robert  H.  Hayes.  M.D.  and  H.  D.  Phelps,  M.D. 
Winner.  South  Dakota 


The  purpose  of  this  preliminary  report  is  to 
compare  the  results  of  Cesarean  Section  in 
small  country  hospitals  with  those  of  the 
larger  hospitals  to  see  if  Cesarean  Section  in 
one  of  these  small  hospitals  is  obstetrically 
i feasible.  Obviously,  this  report  is  preliminary 
■ because  the  very  few  sections  that  are  done 
( place  a demand  of  a good  many  years  to  col- 
lect a few  hundred  cases.  The  period  of  1950- 
1956  was  chosen  because  in  our  rural  South 
Dakota  area,  under  the  impetus  of  the  Hill- 
Burton  Act,  three  new  modern  community 
hospitals  were  built.  Each  of  these  is  less 
than  thirty  beds.  Doctors  in  this  vast  rural 
territory  had  always  been  doing  their  own 
emergency  sections  but  with  new  hospitals 
came  new  doctors  and  the  desire  to  do  the 
elective  sections  and  repeat  sections.  We  are 
' trying  to  evaluate  whether  our  results  war- 
! rant  doing  other  than  emergency  Cesarean 
! Sections  in  such  hospitals. 

The  facilities  are  standard.  No  recovery 
i rooms  are  available  but  usually  only  one 
I operation  is  done  in  one  day  in  such  hospitals 
which  means  that  the  entire  hospital  is  a re- 
covery room  and  the  whole  hospital  staff  is 
the  recovery  room  staff.  Blood  is  available 
from  a walking  blood  bank  system.  Anes- 
thesia was  the  point  of  trouble  but  is  now 
becoming  less  of  a problem  with  more  trained 
personnel  becoming  available.  Here  the  word 
‘trained’  personnel  means  individuals  who 
may  not  be  Board  Certified  Anesthesiologists, 
Registered  Nurse  Anesthetists,  but  personnel 
who  have  had  some  formal  anesthesia  train- 
ing and  who  do  give  anesthesia. 


The  sections  represent  those  done  by 
twelve  different  Medical  Doctors  in  three 
different  hospitals.  They  cover  a period  of 
1950-1956.  Some  are  elective  or  repeat  sec- 
tions and  others  are  done  for  the  various 
reasons  indicated.  Dr.  Greenhill  states  that 
each  year  the  number  of  sections  performed 
in  the  United  States  increases  at  a higher  and 
higher  ratio  to  the  total  number  of  births  and 
that  only  part  of  this  is  due  to  repeat  Ce- 
sarean Section.^  This  group  of  cases  also  rep- 
resents this  trend. 

From  a series  of  3,511  deliveries  our  num- 
ber of  Cesarean  Sections  was  seventy  (70),  to 
give  a Cesarean  Section  rate  of  one  and  nine 
tenths  percent  (1.9%).  This  compares  favor- 
ably with  the  national  average  which  as  can 
be  seen  from  table  number  one  (#1),  varies 
between  seven  tenths  percent  (0.7%),  and  four 
and  nine  tenths  percent  (4.9%).  Our  number 
of  cases  compared  with  the  above  average  is 
not  a great  deal  different.  As  the  reader  will 
observe  in  the  series  we  report  our  cases  of 
repeat  sections  will  indicate  a trend  to  do 
elective  ‘repeat  Cesarean  Section’  in  the  small 
country  hospitals.  Previously,  anesthesia  has 
provided  the  biggest  drawback  in  our  plan- 
ning to  do  elective  Cesarean  Sections.  When 
we  were  limited  to  spinal  anesthesia  we  noted 
that  our  patients  were  going  to  medical  cen- 
ters for  elective  sections  so  that  they  could 
take  advantage  of  the  general  anesthesia 
which  was  offered.  More  recently  we  have 
observed  that  more  and  more  of  our  patients 
are  asking,  “may  we  be  asleep”?  We  are  also 
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TABLE  fil 


INCIDENCE  OF  CESAREAN  SECTION 


CESAREAN 

PERIOD  OF 

REF. 

INSTITUTION 

DELIVERIES 

SECTIONS 

TIME  COVERED 

% 

1. 

North  Side  Unit, 
Youngstown  Hospital 

32,238 

1,011 

1948-April  30,  1956 

3 

Youngstown,  Ohio 

2. 

Grady  Memorial  Hospital 

Atlanta,  Georgia 

27,972 

197 

1948-June  1953 

0.7 

3. 

George  Washington 
University  Hospital 

Garfield  Memorial  Hospital 

27,590 

1,177 

April  1948-December  1952 

4.3 

Washington,  D.  C. 

4. 

Tulane  Service 

New  Orleans,  Louisiana 

43,007 

1,105 

1949-1952 

2.56 

Charity  Hospital 

New  Orleans,  Louisiana 

12,095 

450 

1949-1952 

3.72 

6. 

St.  Joseph  Hospital 
Lexington,  Kentucky 

5,872 

110 

1949-1953 

Good  Samaritan  Hospital 

2.6 

Lexington,  Kentucky 

7,642 

237 

1949-1953 

8. 

St.  Vincent’s  Hospital 

New  York,  New  York 

15,429 

536 

1932-1946 

3.5 

9. 

Charlotte  Memorial  Hospital 

Charlotte,  North  Carolina 

10,093 

904 

1940-1952 

4.5 

10. 

Grace  Hospital 

Detroit,  Michigan 

34,598 

1,707 

1950-1955 

4.93 

13. 

Evanston,  Hospital 
Evanston,  Illinois 

21,612 

896 

1930-1950 

4.14 

14. 

Rosebud  Community  Hospital 

Winner,  South  Dakota 
Burke  Memorial  Hospital 
Burke,  South  Dakota 
Mother  of  Grace  Hospital 

3,511 

70 

1950-1956 

1.9 

Gregory,  South  Dakota 
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finding  it  more  difficult  to  say,  as  we  once 
did,  “you  must  be  awake,  that  is  the  best 
way.”  Now  that  we  have  a choice  of  anes- 
thesia we  find  that  we  are  doing  more  of  our 
repeat  Cesarean  Sections.  The  question  is 
should  we  be  doing  them? 

Reasons  For  Sections 

Since  a great  deal  of  obstetric  judgment 
and  thinking  must  lie  behind  the  decision  to 
do  a Cesarean  Section  on  a patient  for  the 
first  time  it  is  of  some  interest  to  note  the 
reasons  given  in  this  series  of  cases.  One  must 
bear  in  mind  that  in  such  hospitals  as  these 
the  doctor  makes  his  own  decision.  Obstetric 
consultation  is  not  available  as  such.  More- 
over, no  consultation  is  required  in  two  of 
these  three  hospitals.  Of  greater  import,  the 
records  kept  are  not  complete  enough  to 
ascertain  the  reason  for  Cesarean  Section  in 
all  of  the  cases.  Of  the  twenty  eight  (28)  sec- 
tions done  on  a patient  for  a first  baby,  thir- 
teen (13)  were  done  for  cephalopelvic  dis- 
proportion. All  of  these  patients  had  a trial 
labor,  of  at  least  eight  (8)  hours.  There  is  in- 
cluded a case  of  cervical  stenosis.  It  is  felt 
that  here  obstetric  consultation  might  have 
helped.  From  our  brief  survey  of  the  litera- 
ture, we  could  find  no  cases  of  Cesarean  Sec- 
tion done  for  cervical  stenosis.  Perhaps 
obstetric  consultation  would  have  helped 
make  a decision  to  deliver  this  patient  from 
below.  There  is  one  case  of  uterine  inertia. 
This,  from  the  records,  appears  to  be  a matter 
of  debate  as  to  whether  the  patient  was  in 
labor,  but  the  patient  was  sectioned  for  this 
reason.  One  listed  indication  of  ‘elective 
premium  baby’  actually  seems  clear  enough 
from  the  standpoint  of  the  attending  doctor, 
but  again  consultation  might  have  helped. 
The  one  breech  presentation  was  in  an  older 
thirty  eight  (38)  year  primipara.  This  seemed 
to  be  a reasonable  way  to  solve  this  problem 
in  the  country  and  we  do  not  feel  that  many 
of  our  colleagues  would  disagree  with  this  be- 
cause of  the  patient’s  age. 

The  type  of  Cesarean  Section  done  in  this 
series  is  with  no  exception  the  classic  section. 
To  discuss  a point  more  than  adequately  cov- 
ered by  Falls,  is  not  our  intent. ^ We  have 
done  classic  sections  because  they  by  far  and 
large  were  what  the  older  men  who  have  pre- 
ceeded  us  were  taught  to  do.  They  found  this 
fast  and  adequate  to  gain  the  result  of  a live 
baby.  Now  that  the  concept  of  doing  repeat 


Cesarean  Sections  has  entered  into  the  think- 
ing of  country  doctors,  we  feel  that  all  of  our 
colleagues  will  begin  to  think  of  doing  a low 
cervical  Cesarean  Section.  We  predict,  how- 
ever, that  the  classic  type  section  will  remain 
the  one  of  choice  even  though  the  low  cer- 
vical will  be  used  at  times.  This  probably 
can  be  explained  on  the  basis  that  the  men 
who  have  been  using  classic  section  method 
will  continue  to  do  so  because  the  results 
they  have  gained  are  satisfactory. 

From  table  number  two  (#2)  which  attempts 
to  give  an  indication  for  the  section,  one  can 
see  that  fifty  three  (53)  of  the  reported  seventy 
(70)  sections  were  done  for  a number  of  vary- 
ing reasons.  Among  these  were  nineteen  (19) 
for  cephalo-pelvic  disproportion.  It  must  be 
recalled  that  clinical  pelvimetry  and  a trial 
of  labor  are  the  chief  means  by  which  the 
country  doctor  judges  cephalopelvic  dispro- 
portion. No  radiologists  are  available  to  give 
an  x-ray  impression.  The  doctor  usually  has 
a film  of  the  pelvis  for  fetal  detail.  There  are 
eight  (8)  cases  of  placenta  previa.  These,  as 
near  as  can  be  determined  from  the  meager 
physicians’  records,  were  substantiated  at 
surgery.  Seven  (7)  cases  of  transverse  position 
were  a part  of  this  series.  There  were  four 
(4)  cases  of  abruptio  placenta,  one  (1)  of 
which  resulted  in  death  of  fetus  before  birth. 
This  was  apprehended  before  delivery  but 
bleeding  was  the  indication  for  Cesarean  Sec- 
tion. One  (1)  section  reason  is  described  as 
‘elective  premium  baby.’  We  have  this  in  a 
country  series  as  do  our  colleagues  in  the 
city.  Weber  and  Israel  point  out  that  a 
‘valuable  baby’  is  a poor  term  and  a poor  in- 
dication for  abdominal  delivery.  In  their 
series  this  indication  appeared  five  (5)  times 
in  the  first  446  patients  who  were  sectioned. 
It  did  not  occur  in  a later  group  of  554. ''2  We 
trust  that  we  too  will  not  see  it  in  our  forth- 
coming series.  The  three  (3)  cases  of  uterine 
inertia  were  difficult  to  evaluate  from  the 
meager  records  provided.  One  (1)  case  cer- 
tainly had  earmarks  of  the  patient  not  being 
in  true  labor.  We  feel  that  detailed  obstetric 
consultation  would  have  prevented  this.  Re- 
peat Cesarean  Section  was  an  indication  in 
seventeen  (17)  cases.  We  think  most  of  our 
colleagues  in  the  country  feel  that  this  is  a 
valid  indication.  We  do  not  have  unlimited 
quantities  of  blood  immediately  available  in 
case  of  uterine  rupture,  and  we  feel  that  it 
is  safer  to  deliver  the  patient  supravaginally. 
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INDICATIONS  FOR  CESAREAN  SECTION  IN 
WINNER.  GREGORY,  AND  BURKE. 
SOUTH  DAKOTA  HOSPITALS 


AGE  PARA  GRAVIDA 

INDICATIONS 

AGE  PARA  GRAVIDA 

INDICATIONS 

40 

4 

5 

Hydatidform  mole,  bleeding 

25 

1 

2 

Pre-eclampsia-severe 

27 

NA* 

NA* 

Dystocia  secondary 
to  cervical  stenosis 

19 

0 

2 

Cephalopelvic  disproportion 

19 

0 

1 

Abruptio  placenta 

17 

0 

1 

Breech 

Cephalopelvic  disproportion 

23 

0 

1 

Cephalopelvic  disproportion 

17 

0 

1 

Cephalopelvic  disproportion 

29 

NA* 

NA* 

Cephalopelvic  disproportion 

35 

1 

2 

Cephalopelvic  disproportion 

17 

0 

1 

Cephalopelvic  disproportion 

28 

1 

2 

Cephalopelvic  disproportion 

15 

0 

1 

Uterine  inertia 

19 

1 

2 

Transverse  presentation 

20 

0 

1 

Cephalopelvic  disproportion 

26 

2 

3 

Cephalopelvic  disproportion 

36 

NA* 

NA* 

Placenta  previa 

38 

NA* 

NA* 

Abruptio  placenta 

19 

0 

1 

Cephalopelvic  disproportion 

38 

1 

4 

Placenta  previa 

19 

0 

1 

Cephalopelvic  disproportion 

23 

0 

1 

Breech 

Cephalopelvic  disproportion 

36 

NA* 

NA* 

Diabetes  mellitus,  suspected 
Cephalopelvic  disproportion 

32 

NA* 

NA* 

Transverse  presentation 

32 

2 

3 

Transverse  position 

33 

NA* 

NA* 

Pre-eclampsia 

36 

3 

4 

Transverse  position 

34 

NA* 

NA* 

Uterine  inertia 

25 

0 

1 

Cephalopelvic  disproportion 

27 

NA* 

NA* 

Cephalopelvic  disproportion 

22 

0 

1 

Placenta  previa 

45 

1 

5 

Placenta  previa 

32 

2 

3 

Pre-eclampsia  with  twins 

23 

3 

4 

Placenta  previa 

24 

0 

1 

Pre-eclampsia 

25 

1 

3 

Transverse  presentation 

22 

0 

1 

Cephalopelvic  disproportion 

37 

2 

3 

Uterine  inertia 

37 

4 

5 

Placenta  previa 

25 

3 

4 

Abruptio  placenta 

25 

3 

4 

Abruptio  placenta 

32 

NA* 

NA* 

NA* 

NA* 

NA* 

NA* 

Cephalopelvic  disproportion 

29 

NA* 

NA* 

NA* 

24 

5 

6 

Placenta  previa 

25 

0 

3 

NA* 

18 

NA* 

NA* 

Cephalopelvic  disproportion 

31 

0 

3 

NA* 

25 

3 

4 

Abruptio  placenta,  lower 
segment  leiomyofibroma 

24 

NA* 

NA* 

Transverse  presentation 

22 

0 

1 

Cephalopelvic  disproportion 

NA*-information  not  available  from  incomplete  hosptial  records. 
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Repeat  Cesarean  Section  in  twenty  three  per- 
cent (23%)  of  our  series  compares  favorably 
with  the  percentage  of  repeat  sections  of 
Weber  and  Israel’s  series  done  in  the  Albert 
Einstein  Medical  Center,  Philadelphia,  Penn- 
sylvania.''2 

Anesthesia  has  been  the  problem  of  great- 
est magnitude  for  the  doctor  in  the  country 
hospital  who  is  faced  with  a Cesarean  Sec- 
tion . In  the  past  if  it  were  an  emergency  for 
placenta  previa,  he  has  asked  the  nurse  to 
give  open  drop  ether.  In  this  series  of  seventy 
(70)  there  are  ten  (10)  cases  of  this  type  anes- 
thesia. Twelve  (12)  cases  were  done  under 
cyclopropane  and  oxygen  anesthesia  with 
eleven  (11)  of  these  patients  receiving  a pen- 
tothal  induction.  In  five  (5)  cases  the  patient 
received  a low  spinal  and  after  the  baby  was 
delivered  was  given  pentothal  and  inhalation 
anesthesia.  This  was  done  in  cases  where  it 
was  felt  that  the  baby  was  not  mature.  By 
way  of  interest  the  greatest  number  of  cases 
were  done  under  low  spinal  anesthesia.  In  all 
of  these  cases  the  spinal  was  given  by  an  M.D. 
and  then  the  following  of  the  patient  was 
turned  over  to  a nurse  helper.  Amazingly 
enough  no  fatalities  followed.  This  procedure 
fortunately  has  changed  now  that  anesthesia 
help  is  available.  One  of  the  other  things  that 
is  changing  this  policy  is  the  preference  of  the 
patient  for  general  anesthesia.  Obviously, 
this  is  not  an  important  factor  when  the 
Cesarean  Section  is  an  emergency  but  in  elec- 
tive sections,  where  the  patient  has  to  be 
considered  in  a discussion  of  anesthesia,  it  is 
a trend  which  we  are  forced  to  follow.  Cer- 
tainly no  doubt  exists  as  to  how  satisfactory 
spinal  anesthesia  is  for  the  doctor  in  the 
country  when  he  is  faced  with  an  emergency 
situation,  a hemorrhagic  situation  being  the 
obvious  exception. 

No  maternal  mortality  was  noted.  Mor- 
bidity was  chiefly  confined  to  the  one  patient 
who  was  diabetic  and  developed  a electrolyte 
imbalance  following  spinal  anesthesia.  In  re- 
viewing the  record  it  was  felt  that  this  could 
have  been  avoided  had  the  hospital  had  its 
technician  to  follow  the  blood  chemistries. 
At  the  time  the  section  was  done  the  tech- 
nician was  not  available.  A post  partum  fever 
was  considered  any  two  successive  elevations 
of- more  than  one  hundred  degrees  (100).  Six- 
teen (16)  patients  showed  elevations.  It  was 
felt  that  all  sixteen  (16)  cases  probably  were 


uterine  in  origin  since  they  all  occured  the 
first  five  (5)  days.  No  uterine  cultures  were 
done  because  at  that  time  none  were  avail- 
able. 

In  all  of  these  hospitals  early  ambulation  is 
practiced.  No  incidence  of  thrombophlebitis 
was  noted.  Elastic  bandages  are  not  used 
routinely  as  a preventative  measure.  No  pa- 
tient received  anticoagulant  therapy. 

Nineteen  (19)  patients  received  blood.  In 
one  of  the  hospitals,  blood  is  given  almost 
routinely.  In  the  other  two  it  is  made  avail- 
able (remembering  that  the  blood  bank  here 
is  a walking  blood  bank)  and  used  if  felt 
needed.  No  transfusion  reactions  either  major 
or  minor  were  noted  as  type  specific  blood  is 
used  as  well  as  type  O of  proper  RH  factor,  to 
which  Witebsky  substances  were  added. 

The  average  hospital  stay  was  seven  and 
two  tenths  days  (7.2),  a total  of  504  hospital 
days.  The  longest  stay  was  thirteen  (13)  days 
and  the  shortest  was  two  (2)  days.  This  pa- 
tient was  transferred  to  a larger  hospital  be- 
cause of  her  diabetes  mellitus  which  had  not 
responded  to  the  treatment  following  spinal 
anesthesia  and  development  of  electrolyte  im- 
balance. 

In  this  series  of  seventy  (70)  sections  with 
delivery  of  seventy  one  (71)  infants  the  fetal 
loss  was  six  (6)  to  give  a eight  and  nine  hun- 
dredths percent  (8.09%).  Three  (3)  of  these 
infants  were  stillborn,  none  of  these  were 
prematures  under  1500  grams,  none  were  ma- 
cerated, and  none  were  anomalous  fetuses. 

If  one  were  to  use  one  of  the  correction  fac-  ^ 
tors  and  remove  stillbirths,  prematures 
under  1500  grams,  macerated  and  anomalous 
fetuses  from  the  series  the  corrected  rate 
could  be  five  and  seven  tenths  percent  (5.7%). 
This  is  greater  than  the  United  States  average 
which  seems  to  be  about  three  percent  (3%). 
The  one  (1)  infant  who  died  more  than  twenty 
four  (24)  hours  after  delivery  had  been  de- 
ivered  under  general  anesthesia.  The  other 
infant  who  died  one  (1)  hour  after  birth  had 
been  delivered  under  low  spinal  anesthesia. 
No  post  mortem  examinations  were  done  so 
nothing  can  be  said  about  any  existing 
anomalies  not  evident  upon  clinical  examina- 
tion. 

Conclusions  from  the  above  preliminary  re- 
port are  as  follows: 

1.  Better  reporting  of  facts  in  the  records  of 
small  hospitals  must  be  done  by  the  doctors 
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in  these  hospitals.  This  paper  illustrates  that 
to  critically  review  a series  in  order  to  gain 
self  improvement,  one  must  have  facts.  This 
is  not  impossible.  In  one  of  the  hospitals  very 
adequate  records  are  being  kept.  We  feel  that 
the  others  can  and  will  follow  suit. 

2.  The  need  for  true  obstetric  consultation  is 
obvious.  It  is  felt  that  the  decision  to  do  some 
of  our  sections  could  have  been  changed  by 
a consultation  of  the  obstetric  type.  Perhaps 
obstetricians  are  not  available  but  an  accurate 
and  adequate  obstetric  evaluation  can  be 
made  by  the  consulting  general  physician.  In 
the  hospital  where  this  is  demanded  the 
tendency  to  section  appears  not  to  be  as  great. 

3.  The  anesthesia  problem  is  basic  to  success- 
ful surgery  — Cesarean  Sections  included. 
The  small  hospitals  must  strive  to  gain  better 
anesthesia.  This  can  only  be  done  by  post 
graduate  training  of  its  staff  in  anesthesia 
work.  To  acquire  certified  anesthesiologists 
or  nurse  anesthetists  will  be  a financial  im- 
possibility but  post  graduate  training  of  some 
of  the  hospital’s  key  personnel  can  be  a real- 
ity. The  constant  striving  to  do  better  anes- 
thesia combined  with  refresher  courses  in 
anesthesia  can  raise  the  standard  for  any 
small  hospital.  This  has  happened  in  our  com- 
munity. 

4.  We  feel  that  the  infant  mortality  rate, 
(which  is  obviously  too  high,  8.09%)  will  drop 
proportionately  when  the  anesthesia  methods 
become  more  efficient.  At  present  this  seems 
to  be  the  greatest  reason  to  say  that  Cesarean 
Section  is  not  an  obstetrically  feasible  pro- 
cedure in  the  small  country  hospitals. 

5.  From  the  standpoint  of  maternal  mortality 
and  morbidity,  Sesarean  Section  is  a safe  and 
sound  procedure  in  the  country. 

Summary: 

By  small  country  hospitals  constantly  striv- 
ing to  improve  and  taking  steps  to  make  their 
facilities  and  methods  as  near  like  those  of 
greater  size.  Cesarean  Section  is  an  obstetri- 
cally feasible  procedure. 
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ASKWIG  NAMED 
S.  D.  A.C.S.  PRESIDENT 
L.  C.  Askwig,  M.D.,  Pierre,  was  named 
president  of  the  South  Dakota  Chapter  of  the 
American  College  of  Surgeons  at  their  annual 
meeting  in  Huron,  January  18th.  H.  Russell 
Brown,  M.D.,  Watertown,  was  named  secre- 
tary-treasurer. 

The  meeting,  held  just  before  the  medical 
associations’  annual  bad-weather  Council 
meeting,  was  well  attended.  Out-of-state 
guest  speaker  was  C.  R.  Sullivan,  M.D.  of 
the  Mayo  Clinic. 
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THE  DIAGNOSIS  AND  TREATMENT  OF 
VAGINAL  BLEEDING  DURING 
PREGNANCY* 

Leonard  P.  Healh,  M.D. 

Detroit,  Michigan 


There  is  probably  no  other  condition  in  the 
female  that  a physician  will  encounter  such 
abnormal  vaginal  bleeding  than  in  pregnancy. 
This  bleeding  may  vary  from  a slight  staining 
to  a catastrophic  hemorrhage  and  thus  direc- 
tly account  for  thirty  to  fifty  per  cent  of  all 
maternal  mortality  and  indirectly  to  a greater 
percentage  since  hemorrhage  is  a contribut- 
ing cause  of  deaths  attributable  to  sepsis. 

Intelligent  pre-natal  care  should  consist  of 
a thorough  evaluation  of  the  patients  past  and 
present  history  as  well  as  a careful  physical 
examination  with  particular  attention  to  the 
pelvic  findings.  The  patient  is  not  only  en- 
titled to  frequent  urinalyses,  blood  pressure 
checks  and  weight  observations  but  she 
should  have  repeated  blood  counts  and  hemo- 
globins at  least  in  each  trimester  or  more  fre- 
quently as  indicated.  The  correction  of 
anemias  and  nutritional  deficiencies  early  in 
the  antenatal  course  will  insure  the  best 
prophylactic  measures  against  serious  con- 
sequences resulting  from  sudden  hemor- 
rhaging during  any  trimester  of  pregnancy, 
or  in  the  immediate  puerperium. 

In  spite  of  the  most  meticulous  precautions 
taken  by  both  patient  and  physician  during 

* Presented  at  the  Sixty  First  Annual  Meeting  of 
the  Sioux  Valley  Medical  Association,  February 
1957,  Sioux  City,  Iowa. 


pregnancy,  vaginal  bleeding  in  various 
amounts  will  occur.  The  bleeding  may  be 
caused  by  conditions  that  existed  prior  to  the 
pregnancy,  or  by  conditions  that  are  result 
of  pregnancy. 

It  is  the  purpose  of  this  paper  to  present 
the  common  causes  of  vaginal  bleeding  in 
each  trimester  of  pregnancy  and  to  discuss 
their  diagnoses  and  treatment. 

In  the  first  trimester  the  bleeding,  inde- 
pendent of  the  pregnancy,  may  be  the  result 
of  lesions  of  the  cervix  such  as  cervical  ero- 
sions, cervical  polyps,  cervical  varices,  car- 
cinoma of  the  cervix,  or  lesions  of  the  vaginal 
canal  such  as  condylomata,  or  inflammatory 
lesions  such  as  trichomoniasis,  moniliasis, 
gonorrhea  and  ulcerations  of  the  vaginal 
mucosa. 

The  bleeding  points  of  cervical  erosions  or 
cervical  varices  during  pregnancy  are  best 
treated  with  local  hemostatics  such  as  oxi- 
dized cellulose  gauze,  or  by  gentle  and  super- 
ficial application  of  the  nasal  tip  electro- 
cautery. Extensive  cauterization  of  the  cer- 
vix should  be  avoided  at  this  time. 

Cervical  polyps  if  causing  bleeding,  may  be 
ligated  as  close  to  their  base  as  possible  and 
then  removed.  Microscopic  sections  of  the 
polyps  should  be  studied  to  rule  out  possible 
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malignant  changes. 

The  multipara  between  the  ages  of  thirty 
and  forty  presenting  rather  extensive  areas 
of  cervical  erosion  that  bleed  on  contact, 
should  have  biopsies  of  the  erosion  done  to 
rule  out  cervical  carcinoma.  The  incidence 
of  this  malignancy  in  pregnancy  is  reported 
to  be  about  one  in  three  thousand  to  one  in 
seven  thousand  cases,  and  has  been  found  to 
be  rare  in  primigravida.  Prystowsky  and 
Brack  found  that  abortion  occurs  in  thirty  to 
forty  per  cent  of  the  patients.  The  treatment 
before  viability  of  the  fetus  should  be  by  X- 
Ray  then  radium  in  the  same  manner  as  in 
the  non-pregnant  woman.  If  the  diagnosis  is 
made  after  viability  a classical  cesarean  sec- 
tion is  done  followed  two  weeks  later  by  X- 
ray  then  radium. 

Campos  and  Soihet  warn  of  the  difficulty 
in  diagnosing  a carcinoma  of  the  cervix  in 
situ  during  pregnancy  because  of  the  transi- 
tory histological  changes  in  the  cervix  re- 
sulting from  the  gestation.  Mullen  and  For- 
aker  claim  that  cases  of  intra-epithelial  car- 
cinoma of  the  cervix  during  pregnancy  should 
have  prolonged  follow  up  studies  before  any 
radical  therapy  is  considered. 

Condylomata  of  the  vaginal  vault  can  be 
most  troublesome.  Sometimes  they  may  com- 
pletely fill  the  entire  vaginal  canal  and  an 
attempt  at  their  removal  by  surgical  approach 
may  produce  more  bleeding.  I once  had  a 
seventeen  year  old  primigravida  whose  en- 
tire vaginal  vault  was  so  filled  with  condylo- 
mata that  the  cervix  could  not  be  visualized. 
Dermatological  consultation  advised  the  use 
of  Bistrimate  tablets  (sodium  bismuth  tri- 
glycollamate)  each  410  mg.  size  tablet  being 
equivalent  to  75  mg.  of  elemental  bismuth. 
She  was  started  on  this  medication  in  her 
sixth  month  of  pregnancy  receiving  one 
tablet  orally  three  times  daily  for  three  days, 
then  two  tablets  three  times  daily  after  meals. 
Premature  rupture  of  her  membranes  in  her 
eight  month  was  followed  by  an  uneventful 
labor  and  vaginal  delivery  of  a healthy  five 
pound  nine  ounce  infant.  Inspection  of  the 
vaginal  canal  immediately  after  delivery 
showed  a few  discrete  and  minute  asympto- 
matic condylomata  present. 

A microscopic  study  of  a normal  saline  sus- 
pension of  the  vaginal  discharge  will  confirm 
the  presence  or  absence  of  suspected  tricho- 
monas vaginitis  or  monilia  vaginitis.  In  sus- 


picious cases  a gram  stain  of  the  cervical  and 
urethral  discharge  should  be  done  to  rule 
out  a gonorrheal  vaginitis.  There  are  many 
methods  of  treating  cases  of  trichomoniasis 
and  moniliasis.  Your  favorite  method  used 
in  the  non  pregnant  may  be  employed  in  the 
pregnant  patient,  except  that  no  methods  be 
used  which  employ  the  insertion  of  appli- 
cators into  the  vaginal  canal  because  of  the 
possibility  of  causing  trauma  to  a soft  cervix 
or  interrupting  a pregnancy  by  the  insertion 
of  the  applicator  into  a patulous  cervical 
canal.  In  persistent  cases  of  trichomonas  the 
husband  should  use  a condom  for  coitus  and 
the  patient  may  be  relieved  by  taking  one 
Tritheon  tablet  orally  three  times  daily  for 
ten  days.  Cases  of  monilia  may  warrant  more 
careful  urinalysis  and  even  determination 
of  blood  sugars  to  rule  out  the  possibility  of 
diabetes  mellitus. 

If  gonococci  are  found,  a single  injection 
intramuscularly  of  300,000  units  of  penicillin 
will  produce  a cure.  Repeated  smears  and 
cultures  at  monthly  intervals  for  three  suc- 
cessive negative  reports  should  be  obtained. 

Vaginal  ulcers  are  occasionally  the  result 
of  the  use  of  potassium  permanganate  pills 
that  are  used  by  women  in  an  attempt  to  pro- 
duce an  abortion.  Marsh  and  Webster  in  a 
review  of  128  cases  of  vaginal  hemorrhage 
from  this  chemical,  state  that  in  only  one  of 
these  cases  was  a correct  diagnosis  made  due 
to  the  patients  giving  a false  history.  They 
believe  that  the  diagnosis  should  always  be 
suspected  in  profuse  bright  red  vaginal  bleed- 
ing without  the  passage  of  tissue.  In  this 
series  bleeding  was  so  profuse  that  28%  re- 
quired transfusions  up  to  3000  ccs.  Fifty  per 
cent  of  their  own  twenty  three  cases  required 
suturing  of  the  ulcer  in  order  to  control  the 
bleeding.  They  conclude  that  the  possibility 
of  chemical  burns  of  the  vagina  should  be 
considered  in  the  differential  diagnosis  of  all 
cases  of  bleeding  in  early  pregnancy. 

An  earlier  serologic  test  that  was  negative 
may  be  positive  in  the  presence  of  a vaginal 
ulcer  that  may  be  a chancer.  Antiluetic 
therapy  should  be  started  at  once.  According 
to  a report  to  the  council  on  Pharmacy  and 
chemistry  of  the  A.M.A.  by  Thomas  in  De- 
cember 1956  such  therapy  for  syphilis  in  the 
pregnant  patient  is  the  same  as  in  the  non 
pregnant,  namely  a single  treatment  of  2,400,- 
000  units  of  benzathine  penicillin  G.  Such  a 


— 84  — 


MARCH  1958 


dose  can  be  used  for  the  routine  therapy  of 
early  and  latent  syphilis.  If  procaine  peni- 
cillin G in  oil  and  aluminium  monostearate  is 
used,  routine  therapy  should  consist  of  4,800,- 
000  units  with  individual  injections  of  1,200,- 
000  units  every  two  to  seven  days.  For  those 
allergic  to  penicillin,  Terramycin  or  Aureo- 
mycin  in  doses  of  three  to  four  grams  daily 
given  in  divided  doses  of  0.75  gm  to  1.0  gm 
every  six  hours  for  10  to  12  days. 

The  most  common  cause  of  vaginal  bleed- 
ing due  to  pregnancy  in  the  first  trimester  is 
the  effort  of  the  uterus  to  produce  a spon- 
taneous abortion.  Time  does  not  permit  to 
consider  in  detail  the  many  factors  that  may 
produce  a spontaneous  abortion.  We  are 
aware  however  that  there  are  paternal  and 
fetal  factors,  as  well  as  maternal  factors  ac- 
counting for  a ten  to  twenty  per  cent  term- 
ination of  all  pregnancies. 

Speert  and  Guttmacher  in  a study  of  over 
seven  hundred  private  cases  found  that 
twenty  eight  per  cent  complained  of  vaginal 
bleeding  at  some  time  between  the  twenty 
fifth  and  one  hundred  ninety  sixth  day  of 
gestation  but  abortion  occured  in  only  about 
one  third  of  those  who  spotted  or  bled,  and 
the  other  two  thirds  went  to  viability.  They 
mention  that  implantation  bleeding  must  be 
differentiated  from  bleeding  of  spontaneous 
abortion  emphasizing  that  in  the  former  it 
is  usually  bright  red,  slight  in  amount  and 
usually  not  associated  with  pelvic  cramping. 
Whereas  in  the  latter  the  bleeding  begins  as 
a scant  tan  or  dark  brown  discharge  becom- 
ing progressively  heavier  with  the  passage 
of  clots  and  later  there  is  a regression  of  the 
objective  and  subjective  symptoms  of  preg- 
nancy. 

There  is  no  treatment  for  implantation 
bleeding  and  altho  there  is  no  specific  ther- 
apy for  threatened  spontaneous  abortion  the 
patient  most  desirous  of  retaining  her  preg- 
nancy demands  that  her  physician  perform 
some  miracle  in  order  that  she  may  continue 
her  pregnancy  to  a successful  termination. 

Bed  rest  and  sedation  with  paragoric  or 
codeine  are  probably  as  effective  measures 
as  the  many  others  suggested  by  numerous 
enthusiastic  investigators  who  have  used  the 
following  separate  or  in  combination:  anti- 
histamines, natural  and  synthetic  estrogens, 
oral  and  injectable  progesterones  and  vita- 
mines. 


Turnbull  and  Walker  state  that  they  doubt 
whether  any  form  of  treatment  can  repair 
damage  to  the  decidual  placental  site  occur- 
ring at  the  time  of  threatened  abortion,  but 
suggest  that  blood  loss  and  the  extent  of 
damage  may  be  limited  by  adequate  rest  in 
bed  and  attention  to  the  state  of  health  of 
the  individual  throughout  her  pregnancy 
with  particular  emphasis  on  a well  balanced 
diet  especially  in  the  mal-nourished  patient. 
They  also  advocate  bed  rest  from  the  thirty 
fourth  week  in  the  patient  who  has  had 
bleeding  repeatedly  or  the  patient  who  has  a 
history  of  previous  abortion  or  premature 
delivery. 

Javert  has  done  extensive  investigation  in 
the  treatment  of  the  habitual  aborter  and  has 
been  able  to  bring  a group  of  two  hundred 
patients  to  an  84%  successful  outcome.  He 
attempts  with  preconceptional  consultation 
of  both  husband  and  wife  to  correct  specific 
medical,  gynecological,  dental,  mental  and 
psychologic  factors.  Early  and  frequent  pre- 
natal visists  are  insisted  upon  and  an  ade- 
quate diet  with  a plentiful  supply  of  citrus 
fruits  is  emphasized  in  addition  to  the  pre- 
scribing of  additional  supplements  of  vitamin 
C,  P and  K.  If  there  is  a minus  basal  meta- 
bolism thyroid  extract  is  used.  In  stressing 
the  phychosomatic  element  of  the  case  of  the 
habitual  aborter,  Javert  emphasizes  the  per- 
mission of  unlimited  phone  calls  by  the  pa- 
tient and  providing  the  patient  an  opportun- 
ity for  a casual  meeting  in  his  reception  room 
with  a former  successfully  treated  habitual 
aborter.  He  approves  of  bed  rest  only  for  the 
case  of  threatened  abortion,  and  does  not  per- 
mit the  use  of  sex  hormones,  vitamin  E,  min- 
eral oil,  or  tight  abdominal  girdles.  Complete 
sexual  abstinence  is  advised  throughout  the 
entire  pregnancy. 

If  the  patient  persists  in  having  a progres- 
sion in  bleeding  and  cramping,  hospitalization 
will  be  required  for  examination  under  anes- 
thesia and  necessary  blood  replacement  along 
with  a currettage  of  the  uterus.  This  proce- 
dure is  only  to  be  done  in  the  absence  of  a 
moderately  elevated  temperature,  and  only 
after  a blood  count  has  been  done  and  com- 
patible blood  is  ready  for  use.  Occasionally 
intra-uterine  packing  may  be  indicated  fol- 
lowing the  currettage,  however  if  intraven- 
ous erogorate  is  given  after  the  removal  of 
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the  retained  products  of  conception,  resort  to 
utero-vaginal  tamponade  will  not  be  neces- 
sary. 

Unruptured  tubal  pregnancy  can  produce 
symptoms  similar  to  threatened  abortion  and 
should  always  be  considered  as  a possible 
cause  of  bleeding  in  the  first  trimester.  The 
diagnosis  is  difficult  in  comparison  to  the 
easily  diagnosed  case  of  a ruptured  tubal 
pregnancy.  If  one  is  always  ectopic  concious 
the  chances  will  always  be  greater  that  a 
tubal  pregnancy  will  not  be  forgotten.  A pa- 
tient in  the  child  bearing  age  with  irregular 
vaginal  bleeding  and  complaining  of  lower 
abdominal  pain  discomfort  varying  in  inten- 
sity from  a soreness  or  nagging  pain  to  a sud- 
den severe  pain  in  one  or  both  lower  quad- 
rants should  be  considered  as  a possible  case 
of  tubal  pregnancy.  A history  of  a missed 
period  is  not  essential  to  clinch  the  diagnosis 
for  in  a large  series  of  reported  cases  more 
than  fifty  per  cent  of  these  cases  had  no 
amenorrhea. 

In  a study  of  300  cases  of  tubal  pregnancies, 
Crawford  and  Hutchinson  found  that  only 
seven  per  cent  followed  a text  book  pattern. 

In  another  study  of  382  tubal  pregnancies. 
Word  found  that  the  usual  sequences  of 
symptoms  was  abdominal  pain  followed  by 
vaginal  spotting  or  bleeding  and  a history  of 
a change  in  the  menstrual  pattern  with 
oligomenorrhea,  or  amenorrhea  varying  from 
a few  days  to  as  much  as  three  months. 

The  death  rate  of  tubal  pregnancy  is  still 
too  high  being  between  four  and  five  per 
100,000  live  births  throughout  the  United 
States.  This  rate  can  only  be  reduced  if  phys- 
icians will  always  be  ectopic  conscious  and 
will  resort  to  needling  of  the  posterior  cul-de- 
sac  of  Douglas.  If  non-clotted  blood  is  ob- 
tained an  exploratory  operation  of  the  abdo- 
men and  pelvis  is  done  with  removal  of  the 
effected  tube.  Blood  replacement  at  least  be- 
fore and  during  the  operation  procedure  is 
also  important  and  necessary  in  saving  the 
patients  life.  Transfusions  may  be  needed 
after  the  completion  of  the  operation.  Ad- 
ditional surgery  such  as  appendectomy 
should  not  be  done  in  the  patient  who  has 
recently  been  in  acute  shock  from  a ruptured 
tubal  pregnancy. 

Occasionally  the  physician  has  a patient 
who  in  the  first  or  second  trimester  has  had 
vaginal  bleeding  with  cramping  suggestive 
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of  a threatened  abortion.  These  symptoms 
cease  spontaneously  or  the  physician  believes 
that  he  has  successfully  treated  the  patient 
only  to  find  that  a few  weeks  later  all  sub- 
jective signs  of  pregnancy  have  diminished 
and  upon  careful  pelvic  examination  there 
has  been  no  further  progress  in  the  growth  of 
the  uterus.  A condition  of  missed  abortion 
exists.  As  a rule  these  patients  will  event- 
ually abort  spontaneously,  however  in  a few 
there  will  be  a decrease  in  plasma  fibrinogen. 
Ratnoff  found  that  8 out  of  31  cases  that 
had  a retained  dead  fetus  showed  hypofi- 
brinogenenia.  This  decrease  below  the  nor- 
mal limits  of  fibrinogen  was  not  reported  in 
cases  in  which  the  fetal  death  occurred  earlier 
than  the  fourth  month  of  pregnancy  or  noted 
less  than  five  weeks  after  the  apparent  death 
of  the  fetus.  Ratnoff  believes  also  that  pa- 
tients with  a retained  dead  fetus  should  re- 
port any  evidence  of  bleeding  and  even  in  the 
absence  of  bleeding  symptoms,  should  have  ' 
weekly  determinations  of  their  plasma  fi- 
brinogen concentrations  beginning  the  third 
week  after  the  diagnosis  of  fetal  death. 
Greenhill  and  also  Kinch  concur  in  these 
opinions.  Ratnoff  advises  that  four  grams  of 
fibrinogen  be  given  intravenously  and  re- 
peated at  intervals  in  order  to  raise  the  fi- 
brinogen to  normal  levels  and  when  such  is 
accomplished  then  the  uterus  should  be 
emptied.  He  found  that  with  spontaneous  or  | 
induced  labor  there  was  no  significant 
changes  in  plasma  fibrinogen  concentrations 
in  twelve  patients  who  had  a retained  dead 
fetus  three  to  eleven  weeks  previously,  and 
the  hypofibrinogenemia  was  corrected  I 
promptly  by  emptying  the  uterus. 

Vaginal  bleeding  occurring  during  the  first 
two  trimesters  of  pregnancy  may  in  about 
one  out  of  every  1200  to  2000  pregnancies  be 
due  to  a hydatidiform  mole.  This  bleeding  | 
is  usually  characterized  by  a prolonged  I 
seepage,  for  weeks  or  months,  of  a dark  red  I 
or  brown  discharge.  The  characteristic  clear  | 
grape  like  vesicles  may  be  passed  separately  j 
or  found  within  the  blood  clots.  In  about  I 
thirty-five  to  fifty  per  cent  of  molar  preg-  ^ 
nancies,  the  uterus  is  larger  than  the  corres- 
ponding period  of  amenorrhea.  In  about 
twenty  per  cent  of  the  cases,  the  appearance 
in  the  first  or  second  trimester  of  album- 
inuria, hypertension,  edema  and  eye  sym- 
ptoms are  found  in  this  order  of  frequency 
according  to  Alter  and  Cosgrove.  The  ab- 
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sence  of  fetal  parts  on  X-ray  in  a patient 
with  five  to  six  months  gestation  will  be  of 
diagnostic  assistance. 

Eastman  believes  that  a biologic  test  for 
chorionic  gonadotrophin  may  be  the  decisive 
factor  in  the  diagnosis  of  a hydatidiform  mole. 

In  his  clinic  he  has  found  assays  of  the  serum 
of  the  patient  using  the  immature  rat  uterine 
weight  method  to  be  the  most  accurate  after 
the  first  100  days  of  pregnancy.  In  doubtful 
cases  he  recommends  one  or  more  repeat 
assays  at  weekly  intervals. 

The  treatment  of  hydatidiform  mole  is 
immediate  evacuation  of  its  contents  from 
the  uterus  after  the  necessary  blood  replace- 
ments. Since  this  can  be  a treacherous  pro- 
cedure both  from  the  possibility  of  profuse 
hemorrhaging  and  the  perforation  of  the 
uterus,  pitocin  stimulation  to  aid  in  the  spon- 
taneous evacuation  should  be  first  attempted 
if  bleeding  is  not  too  active.  A currettage  is 
then  done  a few  days  later  when  the  uterus 
has  had  a chance  to  begin  involution.  If  in- 
fection is  present  this  should  be  controlled 
by  antibiotics  and,  or,  chemotherapy  before 
active  intervention  in  a case  that  is  not  bleed- 
ing profusely.  Vaginal  hysterotomy  may  be 
necessary  for  the  evacuation  of  the  mole  in 
the  larger  uterus  and  if  the  abdominal  ap- 
proach is  necessary  serious  consideration  is 
given  to  a hysterectomy  in  the  multiparous 
patient  or  the  patient  who  is  forty  years  of 
age  or  older.  All  cases  that  have  had  the 
uterus  emptied  of  the  mole  should  be  fol- 
lowed with  quantitative  assays  of  chorionic 
gonadotrophin  at  least  every  two  weeks  until 
the  result  is  negative,  and  then  every  month 
for  one  year. 

Any  abnormal  vaginal  bleeding  that  in- 
tervenes anytime  after  the  mole  has  been 
evacuated,  should  warrant  immediate  hos- 
pitalization for  a diagnostic  currettage  of  the 
uterus  and  a repeat  assay  of  chorionic  gona- 
dotrophin in  order  to  detect  the  possibility  of 
the  presence  of  a choriocarcinoma.  About  one 
to  two  per  cent  of  all  patients  having  molar 
pregnancies  will  subsequently  develop  a 
choriocarcinoma. 

Towards  the  end  of  the  second  trimester 
and  anytime  in  the  third  trimester,  placenta 
previa,  placenta  abruptio,  marginal  sinus 
bleeding,  and  circumvallate  placentae  can  all 
be  considered  as  important  and  serious  causes 
of  vaginal  bleeding.  They  must  of  course  be 
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differentiated  from  other  causes  of  bleeding 
existing  prior  to  and  independent  of  preg- 
nancy; all  of  which  were  mentioned  in  the 
preceding  paragraphs. 

The  incidence  of  placenta  previa  as  re- 
ported by  large  series  of  cases  varies  from 
0.32  to  2 per  cent,  or  the  occurrence  is  about 
1 in  every  150  to  300  deliveries  being  found 
more  in  multipara  than  in  primipara.  The 
diagnosis  is  dependent  on  X-ray  after  the 
thirty  second  week  and  vaginal  examination. 
Soft  tissue  roentgenography  for  the  localiza- 
tion of  the  placenta  is  the  X-ray  method  of 
choice.  Placenta  previa  can  be  diagnosed 
when  the  shadow  of  the  placenta  cannot  be 
seen  in  the  upper  uterine  segment  on  the 
lateral  and  oblique  films  of  the  abdomen,  or 
the  shadow  is  found  to  disappear  into  the 
pelvis  and  also  there  is  found  to  be  a displace- 
ment of  the  fetal  skull  or  presenting  part  in 
the  erect  lateral  film  of  the  pelvis.  Deferring 
vaginal  examinations  until  after  X-rays  have 
been  evaluated  saves  the  patient  blood. 

In  all  suspected  cases  of  placenta  previa, 
the  initial  bleeding  is  never  exsanguinating 
clear  but  if  an  attempt  is  made  at  vaginal  or 
rectal  examinations  prior  to  proper  prepara- 
tion of  the  patient,  sudden  uncontrollable 
hemorrhage  can  occur.  At  least  two  pints  of 
compatible  blood  should  be  available  and  a 
functioning  venoclysis  with  an  eighteen  guage 
needle  should  have  been  started  prior  to  a 
most  gentle  and  sterile  vaginal  examination 
in  a delivery  or  operating  room  that  has  been 
prepared  for  either  a vaginal  or  abdominal 
delivery.  Vaginal  examination  should  be 
postponed  if  the  X-ray  findings  are  positive 
or  if  the  bleeding  has  subsided,  particularly 
in  cases  suspected  of  having  non  viable  pre- 
matures or  infants  who  are  of  questionable 
size  or  who  have  not  reached  maturity  as 
evidenced  by  failure  to  demonstrate  the  ap- 
pearance of  the  distal  femoral  epiphyses  of 
the  fetus  on  the  X-ray  films.  Since  some 
studies  have  shown  symptoms  to  occur  before 
viability  in  from  seven  to  twenty  five  per 
cent  of  the  cases  of  placenta  previa  and  from 
thirty  to  eighty  per  cent  of  cases  show  sym- 
ptoms before  term,  expectancy  and  intelligent 
inactivity  are  in  order. 

Conservative  management  ends  according 
to  Schmitz  and  others,  when  the  patient  has 
ante-partum  hemorrhage  between  the  thirty- 
seventh  week  and  term,  or  in  patients  who 
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have  been  under  expectant  treatment  and 
have  reached  the  thirty  eighth  week,  and  in 
cases  where  there  is  present  more  than  a 
moderate  hemorrhage  or  when  the  bleeding 
persists  for  hours.  These  investigators  believe 
that  vaginal  examination  when  possible 
should  be  deferred  until  termination  of  preg- 
nancy is  decided  upon. 

The  method  of  delivery  will  be  dependent 
upon  the  location  of  the  placenta.  Cesarean 
section  is  the  procedure  of  choice  for  those 
cases  of  total  placenta  previa  and  those  cases 
with  an  undilated  cervix,  regardless  of  parity, 
and  for  those  cases  with  mal-presentation.  In 
a case  with  a soft  dilatable  and  partially 
effaced  cervix  in  a multipara  or  primipara 
in  labor,  with  a low  lying  or  partial  placenta 
previa  and  with  the  presenting  part  engaged 
in  the  pelvis,  the  membranes  can  be  ruptured 
and  vaginal  delivery  anticipated.  As  Green- 
hill  emphasizes  there  are  only  two  methods 
of  treatment  for  placenta  previa,  (1)  rupture 
of  the  membranes,  or  (2)  Cesarean  section. 
He  as  well  as  Kern  and  Roddie  are  opposed 
to  the  use  of  bags  and  Braxton  Hicks  version. 

Since  about  only  thirty  three  per  cent  of 
all  cases  of  painless  vaginal  bleeding  in  the 
third  trimester  are  due  to  placenta  previa, 
other  sources  of  vaginal  bleeding  due  to  preg- 
nancy must  be  sought  for. 

When  placenta  previa  has  been  definitely 
ruled  out  by  X-ray  and  vaginal  examination, 
rupture  of  a marginal  sinus  of  the  placenta 
should  be  considered  as  a possible  cause  of 
the  painless  bleeding.  The  diagnosis  can  only 
be  confirmed  after  delivery  of  the  placenta 
but  prior  to  completion  of  the  third  stage, 
such  symptoms  as  bright  red  vaginal  bleed- 
ing just  prior  to  term  should  make  one  sus- 
picious of  a ruptured  marginal  placental 
sinus.  The  vaginal  bleeding  does  not  recur 
as  often  as  in  placenta  previa  but  when  it 
does  there  are  concomitant  symptoms  of 
labor  such  as  uterine  contractions  and  uterine 
irritability. 

The  proof  of  a rupture  of  the  marginal  sinus 
of  the  placenta  will  be  dependent  upon  the 
demonstration  according  to  Fish  of  a clot 
of  old  or  recent  formation  adherent  to  a por- 
tion of  the  placental  margin,  overlying  a 
tear  in  the  marginal  sinus  and  spreading  out 
over  the  adjacent  membrane,  and  occasion- 
ally covering  a narrow  portion  of  the  mater- 
nal surface  of  the  marginal  cotyledons. 


Ferguson  states  that  the  clot  averages  50 
to  100  cc.  at  the  margin  and  is  usally  not  large 
and  does  not  appear  interposed  between  the 
placental  and  the  uterus.  The  clot  does  not 
indent  or  discolor  the  maternal  surface  of  the 
placenta,  nor  does  it  alter  the  texture  of,  or  is 
it  adherent  to,  the  maternal  surface. 

In  a study  of  ninety  seven  cases  of  hemor- 
rhage in  late  pregnancy  occurring  within  a 
six  month  period  of  2,251  deliveries,  Ferguson 
found  rupture  of  the  marginal  sinus  of  the 
normally  implanted  placenta  in  303  cases  or 
34%.  All  patients  were  delivered  vaginally 
but  when  there  is  doubt  as  to  the  diffenen- 
tiation  between  rupture  of  the  marginal  sinus 
and  abruption  of  the  placenta,  he  believes 
management  should  be  conducted  in  favor  of 
abruption. 

Circumvallate  placenta,  like  rupture  of  the 
marginal  sinus  of  the  placenta,  cannot  be 
definitely  diagnosed  until  after  completion 
of  the  third  stage  of  labor.  Eastman  in  his 
latest  text  considers  it  as  an  “interesting  ab- 
normality” without  any  marked  effect  on  the 
pregnancy  or  course  of  labor.  Gainey  and 
Nicolay  find  the  incidence  of  this  type  of 
placenta  to  be  1 in  188  to  208  deliveries,  ac- 
companied by  a high  fetal  loss  and  associated 
with  high  incidence  of  late  abortions  pre- 
mature labors  and  maternal  hemorrhage. 
Hunt  and  Mussey  believe  that  in  50%  of  the 
cases  there  is  a similarity  to  the  symptoms  of 
placenta  previa  or  premature  separation  of 
the  placenta.  They  believe  the  common  sym- 
ptoms of  circumvallate  placenta  to  show  fre- 
quent recurrence  or  no  subsidence  of  vaginal 
bleeding  even  from  the  first  or  second  tri- 
mester, and  also  early  rupture  of  the  mem- 
branes with  hydrorrhea  followed  usually  by 
premature  labor.  As  in  rupture  of  the  mar- 
ginal sinus  of  the  placenta,  expectancy  and 
bed  rest  are  the  principles  in  management  of 
bleeding  from  a circumvallate  placenta  plus 
the  use  of  antibiotics  due  to  hydrorrhea  and  a 
premature  rupture  of  the  membranes,  and  the 
differentiation  from  placenta  previa  and 
placenta  abruptio. 

Of  all  the  causes  of  vaginal  bleeding  in  the 
last  trimester,  placenta  abruptio  when  pres- 
ent should  give  the  attending  physician  the 
greatest  concern  for  the  outcome  of  both 
mother  and  child.  Fortunately,  complete 
separation  of  the  placenta  is  rare  occurring 
about  one  in  every  five  hundred  pregnancies. 
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but  various  degrees  of  partial  separations;  in- 
volving from  one  quarter  to  one  half  of  the 
placenta,  occur  in  about  one  in  eighty  to  two 
hundred  and  fifty  pregnancies. 

Placenta  abruptio  should  be  suspected  in 
patients  with  toxemia,  twins,  those  with  pre- 
vious Cesarean  sections  and  those  who  have 
uterine  fibroids.  The  dark  vaginal  bleeding 
is  accompanied  by  or  preceded  by  abdominal 
pain  with  a hypertonic  uterus  in  contrast  to 
the  painless  type  of  bright  red  bleeding  with 
a uterus  of  normal  tonicity  in  placenta  pre- 
via. The  bleeding  in  abruptio  at  first  is  much 
more  profuse  than  the  initial  bleeding  in  pre- 
via. There  may  be  a defective  clotting  of  the 
blood  in  the  patient  with  abruptio.  Kench 
believes  the  classification  of  placenta  abrup- 
tion is  not  as  toxemic  or  non  toxemic  but  as 
normal  or  abnormal  clotting  types. 

Hypofibrinogenemia  or  afibrinogenemia 
should  always  be  observed  for  in  all  cases  of 
abruptio.  Five  cc.s  of  venous  blood  is  placed 
in  a test  tube,  and  its  tendency  to  clot  is  noted 
within  a few  minutes  and  then  it  is  observed 
again  after  being  incubated  for  one  hour  at 
37°C.  Partial  to  complete  dissolution  of  the 
clot  will  appear  according  to  the  reduction  of 
the  fibrinogen  concentration  in  the  blood. 
This  test  is  done  at  hourly  intervals  until  the 
patient  is  delivered.  Fibrinogen  loss  is  best 
corrected  first  by  the  administration  of  fresh 
citrated  whole  blood,  lOOOcc.s  being  capable 
of  furnishing  about  1.5  to  2.0  gm.  of  fibrino- 
gen. If  clotting  does  not  improve  with  fresh 
citrated  blood,  then  2 to  4 gms.  of  purified 
human  fibrinogen  dissolved  in  10%  glusose 
solution  may  be  given  intravenously.  No  at- 
tempt at  delivery  should  be  done  until  the 
clotting  mechanism  has  been  restored. 

Following  blood  replacement  and  correc- 
tion, if  necessary,  of  the  coagulation  defect, 
emptying  of  the  uterus  is  next  to  be  con- 
sidered. A sterile  vaginal  examination  is 
done  with  the  same  precautions  and  prepara- 
tions as  for  diagnosis  of  a placenta  previa.  If 
no  central  previa  is  found  rupture  of  the 
membranes  is  done  and  vaginal  delivery 
awaited  in  the  case  of  the  patient  who  has 
persistent  bleeding  without  fetal  distress  and 
with  no  uterine  tetany.  If  labor  does  not  en- 
sue within  two  hours  then  Cesarean  section 
should  be  done. 

In  the  case  of  a primigravida  with  abdom- 
inal tenderness,  uterine  tetany,  and  fetal 


heart  tones  present  but  no  coagulation  defect, 
then  Cesarean  section  is  the  method  of  choice 
for  delivery. 

In  the  case  of  a multipara  not  in  shock  with 
a dead  fetus  and  no  uterine  tetany  rupture 
the  membranes  and  await  vaginal  delivery 
but  if  bleeding  continues  and  there  is  no 
progress  then  Cesarean  section  should  be 
done. 

If  a primigravida  or  a multipara  is  in  shock 
plus  uterine  tetany  and  a dead  infant,  rup- 
ture of  the  membranes  may  be  done  follow- 
ing fibrinogen  restoration  with  blood  replace- 
ment and  intravenous  fibrinogen  if  necessary. 

In  a study  of  104  cases  of  premature  separa- 
tion at  the  University  of  Iowa,  Eadie  and 
Randall  found  an  incidence  of  Cesarean  sec- 
tion to  be  only  3.7  per  cent  and  advocated  this 
type  of  delivery  in  the  following  conditions, 
(1)  after  rupture  of  the  membranes  and  pit- 
uitary stimulation  failed  to  contract  the 
uterus,  (2)  fetal  distress,  (3)  failure  of  the 
cervix  to  dilate  and  (4)  when  bleeding  tend- 
ency results  from  afibrinogenemia.  They 
concluded  that  89.6%  of  the  cases  of  abruptio 
placenta  could  be  delivered  vaginally  with 
relative  safety  to  the  mother  and  that  the 
fetal  mortality  was  similar  to  that  in  series 
in  which  Cesarean  section  was  the  most  com- 
mon method  of  delivery. 

Attempt,  therefore,  at  vaginal  delivery,  in 
absence  of  fetal  distress,  should  be  done  when 
possible  after  correction  of  the  fibrinogen 
concentration.  Rupture  of  the  membranes  is 
done  regardless  of  length,  softness  or  dilata- 
tion of  the  cervix.  Greenhill  believes  that 
pituitary  preparations  to  aid  labor  should  be 
given  cautiously,  whereas  Page  believes  that 
the  use  of  such  drug  is  contra-indicated  since 
it  may  by  producing  increase  intra-uterine 
pressure  tend  to  promote  an  increase  hypo- 
fibrinogenemia by  the  auto-injection  intra- 
veneously  of  thromboplastin  from  the  tissue 
extracts. 

Douglas  and  co-workers  believe  that  de- 
livery within  four  to  six  hours  after  separa- 
tion would  tend  to  decrease  fetal  mortality 
and  also  decrease  the  maternal  complications 
of  hypofibrinogenemia  and  renal  cortical 
necrosis. 

SUMMARY 

In  summary  then,  the  causes  of  vaginal 
bleeding  during  pregnancy  have  been  pre- 
sented and  their  management  discussed,  prin- 
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cipally  as  a review  to  re-alert  the  physician 
to  all  the  possibilities  that  may  predispose  to 
a serious  or  fatal  outcome  of  pregnancy. 

The  hemoglobinometer,  and  the  hemacyto- 
meter have  just  as  important  roles  in  pre- 
natal care  as  the  weight  scale,  the  sphygmo- 
manometer and  the  test  tube  for  urinalyses. 

Frequent  determinations  of  the  patients 
hemoglobin  and  total  red  cells,  and  the  im- 
mediate correction  of  anemias  will  provide 
the  best  defense  against  persistent  or  sudden 
blood  loss  and  afford  the  best  chances  for  re- 
covery and  survival  of  the  mother. 

Blood  loss  must  be  replaced  with  blood. 
The  ready  availability  of  blood  today  in  all 
hospitals  or  Red  Cross  Blood  Banks  is  no  ex- 
cuse for  carelessness  in  the  attempt  to  pro- 
vide every  possible  means  to  conserve  blood. 

At  the  present  time  there  are  no  specific 
measures  that  will  insure  the  completion  of  a 
pregnancy  to  viability  once  that  pregnancy 
has  threatened  to  abort.  The  numerous  re- 
ported successful  results  with  endocrines  hor- 
mones and,  or,  vitamins  may  be  due  to  their 
use  in  cases  of  implantation  bleeding  that 
would  have  terminated  successfully  in  spite 
of  treatment. 

The  patient  who  has  previously  aborted 
may  be  carried  to  successful  termination  in  a 
future  gestation  if  before  conception  takes 
place  she  and  her  husband  have  been 
thoroughly  evaluated  and  all  possible  patho- 
logic and  psychologic  factors  have  been  cor- 
rected and  constantly  observed.  Sexual  ab- 
stinence and  the  avoidance  of  all  stress  fac- 
tors may  prove  to  be  just  as  efficacious  as  the 
prophylactic  use  of  various  endocrine,  hor- 
mone, and  vitamin  preparations. 

Vaginal  examination  in  a bleeding  case  in 
the  first  trimester  should  not  be  deferred  be- 
cause of  the  fear  of  producing  an  impending 
abortion  since  a case  of  ectopic  pregnancy 
might  go  undiagnosed.  Needling  of  the  pos- 
terior cul-de-sac  of  Douglas  may  be  neces- 
sary to  substantiate  a diagnosis  of  an  ectopic 
pregnancy. 

In  the  case  of  missed  abortion  after  the 
twentieth  week  or  a case  of  intra-uterine 
death  over  five  weeks,  coagulation  defects 
should  be  observed  for  and  the  fibrinogen 
levels  restored  with  fresh  whole  blood  and  or 
intravenous  fibrinogen. 

Suspected  cases  of  placenta  previa  should 
have  the  benefit  of  placentography  when  pos- 


sible. If  bleeding  persists  or  recurs  vaginal 
examination  should  be  done  only  after  com- 
patible blood  has  been  made  available  for  the 
patient  who  then  is  examined  in  a delivery 
or  operating  room  that  is  in  readiness  for 
either  a vaginal  or  abdominal  delivery. 

Frequent  observations  of  blood  clotting  in 
cases  of  abruptio  placenta  will  provide  an  in- 
dex for  the  need  of  more  fresh  blood  and  or 
fibrinogen  administration. 

It  is  fortunate  for  all  of  us  in  private  prac- 
tice that  we  do  not  encounter  too  frequently 
placenta  abruptio  or  placenta  previa.  To  re- 
duce maternal  mortality  resulting  from  these 
serious  complications  as  well  as  other  causes 
of  vaginal  bleeding  during  pregnancy  we 
should,  when  faced  with  these  complications, 
frequently  discuss  them  with  our  colleagues. 
Periodic  reviews  of  these  cases  in  staff  con- 
ferences and  thorough  analysis  of  the  fatal 
cases  studied  in  maternal  mortality  commit- 
tees will  prove  of  inestimable  value  both  to 
the  individual  physician  and  to  the  resident 
staff  of  each  hospital. 
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ANESTHESIOLOGY* 


I.  HISTORICAL  BACKGROUND 
Adam's  Rib 

The  first  record  of  a human  being’s  receiv- 
ing some  form  of  anesthetic  during  a painful 
procedure  is  in  the  Bible,  Genesis  11:21:  “And 
the  Lord  God  caused  a deep  sleep  to  fall  on 
Adam,  and  he  slept;  and  he  took  one  of  his 
ribs,  and  closed  up  the  flesh  instead  thereof.” 
Adam  lost  a rib  and  gained  Eve. 

The  people  of  ancient  times  knew  of  the 
pain-relieving  properties  of  various  herbs, 
rocks,  and  wine,  and  the  effect  of  some  forms 
of  hypnotism  and  “laying  on  of  hands.”  Egyp- 
tians, Chinese,  Greeks  and  Romans  employed 
wine  with  hemp,  popy  juice  and  mandrake. 
The  Egyptians  used  ground  rocks  from  Mem- 
phis mixed  with  sour  wine.  (This  is  the 
earliest  records  of  the  use  of  carbonic  acid.) 
Helen  of  Troy  cast  a “drug”  into  wine  to 
“assuage  suffering,  dispel  anger,  and  to  cause 
forgetfulness  of  all  ills.” 

The  "Soporific  Sponge" 

In  Europe  in  the  Middle  Ages  it  was  con- 
sidered immoral  to  try  to  prevent  suffering, 
since  suffering  was  a condition  supposedly 
visited  upon  humanity  by  God  as  punishment 
for  sin.  Use  of  inhalants  for  anesthesia  was 
described  as  “criminal.”  Nevertheless,  from 
the  Eighth  Century  on,  various  mixtures  were 
soaked  up  by  a sponge  (the  “soporific 
sponge”),  the  vapor  breather  by  the  patient 
who  was  later  revived  with  another  sponge 
soaked  with  vinegar. 

Sometimes  the  soporific  sponge  had  bad 
effects  — the  patient  was  asphyxiated.  To 

* Courtesy  of  the  Schering  Corporation 


make  limbs  more  insensitive  to  all  kinds  of 
surgery,  compression  was  frequently  used, 
i.e.,  pressure  on  nerves  and  blood  vessels. 
Sometimes  the  results  were  disastrous.  Even 
blood-letting  to  the  point  of  insensibility  had 
its  advocates  and  users. 

Ether 

Sweet  vitriol,  or  ether  as  it  later  came  to 
be  called,was  discovered  around  1200  A.D. 
by  a Spanish  physician,  Raymondus  Lullius, 
but  it  was  not  used  in  surgery  until  1842.  In 
1540,  a method  for  making  ether  was  sold  to 
the  city  of  Nurnberg  by  Valerius  Cordus, 
Paracelcus’  apprentice  and  assistant,  for  a 
small  amount.  At  that  time  it  was  an  un- 
recognized bargain. 

Oxygen  and  Nitrous  Oxide 

In  1772,  Joseph  Priestley  discovered 
oxygen,  and  a few  years  later,  nitrous  oxide 
or  “dephlogistated  air.” 

Humphrey  Davy 

Humphrey  Davy,  who  was  subsequently 
knighted,  published  his  researches  on  N^O 
(nitrous  oxide),  and  suggested  the  possibility 
of  using  it  to  obtain  analgesis  for  minor  op- 
erations. The  suggestion  was  largely  disre- 
garded. 

Henry  Hill  Hickman 

Years  later,  around  1820,  Davy’s  book  on 
his  researches  was  read  by  a young  country 
doctor,  Henry  Hill  Hickman,  practicing  in 
Shropshire,  England.  He  discovered  that  car- 
bon dioxide  had  an  anesthetic  effect  on  an- 
imals, wrote  a paper  on  his  experiments  and 
the  possible  use  of  the  gas  for  anesthesia  in 
humans.  Hickman  went  to  Faraday  and 
Davy,  who  refused  to  read  his  paper  before 
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the  Royal  Society  of  Physicians,  and  then  to 
France,  after  sending  a moving  request  to  the 
French  king.  Charles  X granted  him  permis- 
sion to  read  his  paper  before  French  phys- 
icians. Hickman  hopefully  departed  on  his 
journey,  only  to  find  that  the  lone  voice  of 
Baron  Larrey  Dominique,  raised  in  defense  of 
his  research,  could  not  overcome  the  preju- 
dice of  French  physicians.  Baron  Larrey 
was  Napoleon’s  physician,  and  the  first  one 
to  perform  amputations  on  freezing  battle- 
fields, where  the  cold  would  serve  as  anal- 
gestic  — a method  revived  in  our  time. 

Hickman  returned  home  to  England,  a 
broken  man  who  died  at  the  age  of  29.  His 
grave,  like  his  service  to  mankind,  was  for- 
gotten for  the  next  100  years,  until  the  Royal 
Society  of  Anesthesiologists  honored  him 
with  a plaque  in  1930. 

Morphine 

In  the  meantime,  Serturner  in  Germany 
had  isolated  morphine  from  opium,  a drug 
known  to  the  ancients  for  its  analgesic  prop- 
erties. 

Meserism 

Around  1776,  in  France,  a new  “movement” 
was  born  — Mesmerism.  The  inventor  and 
chief  proponent,  Anton  Mesmer,  used  a 
theory  which  he  called  “Vitalism”  — a com- 
bination of  hypnotism  and  hocus-pocus.  His 
method,  demonstrated  with  great  showman- 
ship, roused  the  ire  of  medical  men,  who 
roundly  condemned  him  and  his  methods. 

The  useful  content  of  Mesmer’s  method  — 
hypnotism  — was  discredited.  However, 
Mesmerism  was  far  from  dead  — it  had  its 
devotees  and  followers.  Phineas  Parker  Quin- 
ley  spread  it  to  the  United  States. 
Humanitarians  and  Closed  Minds 

The  18th  and  early  19th  Centuries  brought 
further  advances  in  anesthesia  and  analgesia, 
at  first  slowly  and  painfully;  some  of  the 
men  connected  with  the  first  attempts  at 
inhalation  anesthesia  suffered  throughout 
their  lives  and  died  in  proverty  and  illness, 
and  some  by  their  own  hand.  Their  sincere 
and  dedicated  labors  of  love  for  humanity 
were  misunderstod  and  unappreciated  by 
others,  and  the  public  they  sought  to  protect 
from  suffering  and  pain  ridiculed  and  tor- 
tured them.  The  closed  minds  of  physicians 
and  laymen  of  that  era,  inadequate  funds, 
and  lack  of  interest  all  combined  to  slow 
down  progress  in  the  advance  of  anesthesia 


and  analgesia. 

William  Crawford  Long 

A Georgia  physician,  William  Crawford 
Long,  removed  a small  vascular  tumor  from  a 
patient’s  neck  in  1842  — using  ether.  This 
was  the  beginning  of  the  era  of  “ether  fro- 
lics,” in  which  Long  himself  took  part  occas- 
ionally. Parties  were  organized,  and  the 
sniffing  of  ether  was  followed  by  exhilara- 
tion and  all  sorts  of  antics  by  the  participants. 
It  was  during  one  of  these  parties  that  a guest 
fell  and  cut  his  leg.  Afterwards  he  reported 
not  having  felt  any  pain.  Ether  now  became 
the  subject  of  more  investigation  by  Long, 
who  used  it  in  minor  surgery,  but  lack  of 
opportunity  and  apathy  among  his  neighbors 
deterred  him  from  publishing  his  results. 
Chloroform 

In  the  meantime,  chloroform  had  been  dis- 
covered, but  was  not  used  on  animals  as  an 
anesthetic  until  1847.  Dumas  in  France  an- 
alyzed its  chemical  and  physical  properties. 

Belter  Instruments 

In  1839  a system  of  puncturing  the  skin 
with  a lancet,  using  a syringe  to  deposit  a 
solution  of  morphine  directly  under  it  was 
introduced  by  Isaac  Ebenezer  Taylor  and 
James  Augustus  Washington.  The  modern 
hollow  needle  was  invented  by  Alexander 
Wood  in  Scotland,  1853,  and  Charles  Pravaz 
in  France  complemented  this  achievement  by 
adding  the  modern  syringe  to  the  healer’s 
armamentarium. 

Horace  Wells  and  Dental  Analgesia 

In  1844,  a traveling  lecturer  in  chemistry, 
Gardner  Q.  Colton,  gave  a demonstration  of 
the  effects  of  nitrous  oxide  at  Hartford,  Conn. 
Horace  Wells,  a local  dentist,  was  present  at 
the  demonstration  and  noticed  that  a young 
ship  assistant,  while  under  the  influence  of 
the  gas,  had  banged  his  shin  and  made  it 
bleed,  but  stated  that  he  had  felt  no  pain. 
Wells  was  greatly  impressed  and  asked  Col- 
ton to  give  the  gas  to  a patient  during  a tooth 
extraction  — until  then  a very  painful  and 
harrowing  procedure,  tough  on  patient  and 
dentist.  On  the  following  day.  Wells  himself 
was  the  patient  in  a painless  tooth  extraction, 
with  Colton  acting  as  anesthetist,  Riggs  as 
dentist. 

Later  in  the  year  Wells  went  to  Boston  to 
demonstrate  the  gas  before  a larger  audience. 
Unfortunately,  something  went  wrong,  the 
patient  on  the  stage  felt  pain,  and  Wells  was 


— 92  — 


MARCH  1958 


hissed  out  of  the  auditorium.  He  returned  to 
Hartford  and  continued  to  use  the  gas,  but 
ether  gradually  ousted  the  use  of  nitrous 
oxide.  Wells,  bitterly  disappointed,  gave  up 
dentistry,  became  a bird  fancier  among  other 
things,  and  traveled  around  the  country  with 
performing  canaries.  He  was  jailed  for  spat- 
tering a New  York  prostitute  with  acid,  and 
committed  suicide. 

Morton  and  Ether 

William  Thomas  Green  Morton  probably 
deserves  the  chief  credit  for  introducing  ether 
as  an  anesthetic  agent  in  the  United  States, 
although  W.  E.  Clark  of  Rochester,  N.  Y., 
gave  ether  for  a dental  extraction  in  1842,  and 
William  Crawford  Long  removed  a tumor 
from  a patient’s  neck  a few  months  after 
Clark’s  experiment.  By  the  time  (1849)  that 
Long  reported  on  his  work,  Morton’s  fame 
was  well  established. 

Morton  was  a dentist  who  became  a stu- 
dent and  later  a partner  of  Wells  in  Hart- 
ford. He  separated  from  Wells  and  became  a 
medical  student  in  Boston.  He  was  present 
at  the  ill-fated  demonstration  of  the  effective- 
ness of  nitrous  oxide  by  Wells. 

Charles  A.  Jackson,  one  of  Morton’s  lec- 
turers at  Harvard,  suggested  that  ether 
might  be  used  as  a local  anesthetic  in  dentis- 
try. Morton  went  further:  he  experimented 
on  dogs  to  find  out  the  effects  of  giving  ether 
vapor  by  inhalation.  Impressed  with  the  re- 
sults, he  gave  ether  to  Eben  Frost  for  a tooth 
extraction  in  1846.  It  proved  painless.  After 
gaining  further  experience,  Morton  gave  a 
demonstration  at  the  Massachusetts  General 
Hospital  while  he  was  still  a student  — Oc- 
tober 16,  1946  — when  Dr.  Warren,  the  sur- 
geon, removed  a tumor  from  a patient’s  jaw 
without  producing  any  pain. 

A great  controversy  developed  between 
Morton  and  Jackson  as  to  who  should  receive 
credit  for  the  discovery  of  ether  for  surgical 
anesthesia,  lasting  through  both  their  life- 
times and  causing  great  bitterness.  Morton 
unsuccessfully  petitioned  the  U.  S.  Congress 
three  times  to  gain  this  recognition,  which 
was  denied  him  until  after  his  death.  He  died 
of  a cerebral  hemorrhage,  reportedly  after 
reading  one  of  Jackson’s  vitriolic  attacks 
against  him.  Jackson,  seeing  a statue  in  a 
Boston  Park  erected  to  honor  Morton,  went 
out  of  his  mind  and  attacked  the  statue.  He 
ended  his  life  in  a mental  institution.  Mor- 


ton’s agent,  which  he  had  tried  to  patent 
under  the  name  Letheon,  became  widely 
used. 

John  Snow 

England’s  leading  anesthetist  at  this  period 
was  John  Snow,  whose  epitaph  described  him 
as  the  man  who  “.  . . made  the  art  of  anes- 
thesia a science.”  Snow  wrote  an  influential 
book  in  1847,  On  The  Inhalation  of  Ether,  but 
he  later  abandoned  ether  for  chloroform.  He 
knew,  however,  the  dangers  of  chloroform, 
believing  that  too  strong  a dose  of  it  caused 
primary  cardiac  failure.  To  overcome  this 
danger,  he  invented  a percentage  chloroform 
inhaler.  He  gave  more  than  4,000  chloroform 
anesthetics  without  a death.  In  1853,  Snow 
originated  the  method  of  “chloroform  a la 
reine,”  when  he  acted  as  anesthetist  at  the 
birth  of  Queen  Victoria’s  eighth  child.  Prince 
Leopold.  He  gave  his  royal  patient  small 
doses  intermittently  on  a handkerchief,  the 
total  administration  lasting  53  minutes. 

The  Turning  Point 

The  halfway  mark  of  the  19th  Century  was 
the  approximate  turning  point  in  the  history 
of  anesthesiology.  After  the  heartbreak, 
frustration  and  individual  tragedies  of  the 
early  pioneers,  the  clouds  of  public  and  pro- 
fessional hostility  and  prejudice  parted. 
There  succeeded  a period  of  activity  and  dis- 
covery which  is  still  in  progress. 

A new  era  in  anesthesia  was  open  with  the 
introduction  in  1934  of  thiopental  sodium,  an 
intravenous  anesthetic.  This  and  subsequent 
similar  agents  exhibited  advantages  over 
agents  previously  used.  These  products  and 
their  advantages  are  discussed  in  the  next 
section. 

II.  METHODS  OF  PRODUCING 
ANESTHESIA 

The  terms  “anesthesia”  and  “analgesia”  are 
not  interchangeable.  Anesthesia  means  the 
production  of  complete  unconsciousness,  mus- 
cular relaxation  and  absence  of  pain  sensa- 
tion for  the  performance  of  surgery.  Anal- 
gesia means  the  reduction  or  elimination  of 
pain  sensibility  while  the  patient  remains 
conscious. 

The  choice  of  the  method  to  be  used  to  pro- 
duce either  condition  rests  with  the  anes- 
thetist, who  makes  the  decision  on  the  basis 
of  the  patient’s  age  and  general  condition,  the 
type  of  operation,  the  length  of  time  the  op- 
eration will  take,  the  temperament  of  the  pa- 
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tient,  and  the  position  the  patient  will  have 
to  be  put  in  on  the  operating  table.  In  ad- 
dition, a patient  may  be  allergic  to  a par- 
ticular anesthetic  agent. 

Inhalation  Anesthesia: 

The  patient  is  put  into  an  unconscious 
state  by  breathing  the  vapor  of  an  anesthetic. 
This  is  accomplished  either  by  a gauze-cov- 
ered mask,  on  which  drops  of  the  anesthetic 
are  allowed  to  fall  at  a controlled  rate,  or  by 
a closed  or  semi-closed  system,  by  which  the 
patient  is  connnected  to  complicated  gas- 
measuring and  administering  machinery,  and 
keeps  rebreathing  the  anesthetic  gas  mixture 
to  maintain  the  proper  level  of  anesthesia. 

The  mask  method,  usually  in  combination 
with  ether  as  the  anesthetic,  can  be  used  even 
in  emergency  conditions,  when  hospitals  and 
skilled  anesthetists  are  not  available.  In 
major  operations  and  other  more  difficult 
cases,  the  responsibilities  of  the  anesthetist 
become  greater.  While  his  chief  function  is  to 
prevent  and  alleviate  pain,  his  primajy  re- 
sponsibility is  to  maintain  respiration  and 
keep  the  patient  alive. 

Surgeons  frequently  insist  on  working  with 
the  same  anesthetist  on  all  their  cases;  their 
teamwork  is  so  coordinated  that  a look  or 
slight  gesture  suffices  to  apprise  either  one 
of  changes  in  the  patient’s  condition,  which 
may  require  immediate  action  on  the  part  of 
either  or  both.  The  anesthetist  must  be  con- 
stantly alert  to  a number  of  things:  The  anes- 
thesia machinery  directly  concerned  with  the 
anesthetic  administration;  pressure  and  rate 
of  gas  and  gas  mixture  proportion;  the  breath- 
ing bag  which  helps  to  indicate  the  patient’s 
breathing  rate  and  depth;  the  patient’s  pulse, 
blood  pressure,  temperature,  heart  and  brain 
action.  Whole  blood,  plasma,  electrolytes 
(saline  solutions,  etc.),  emergency  drugs  must 
be  instantly  available. 

The  depth  of  the  anesthesia  must  be  con- 
trolled. Many  agents  have  a small  margin  of 
safety;  anesthesia  must  not  be  too  light,  so 
that  the  patient  is  not  completely  “under,” 
while  too  much  of  it  may  seriously  depress 
the  patient’s  breathing.  The  anesthetist  must 
guard  the  patient  from  choking  on  body 
fluids  and  stomach  contents  aspirated  during 
surgery.  All  anesthetic  agents  for  inhalation 
are  used  in  combination  with  oxygen.  The 
normal  ratio  of  21  percent  oxygen  in  the  air 
we  breathe  must  be  maintained  during  anes- 


thesia. 

The  commonest  agents  used  are: 

1)  Nitrous  oxide  (“laughing  gas”);  sweet- 
smelling, non-irritating,  colorless  gas. 

2)  Cyclopropane:  colorless  gas  with  sweet 
smell.  It  is  useful  in  cases  requiring  smooth 
breathing,  with  minimal  after  affects  and 
minimal  respiratory  irritation. 

3)  Ether:  colorless  volatile  liquid  which 
turns  to  gas  when  exposed  to  air  or  oxygen. 
Advantages:  It  is  relatively  non-toxic,  and 
produces  excellent  relaxation  without  undue 
respiratory  depression.  Respiratory  depres- 
sion is  not  accompanied  by  serious  cardiac 
damage,  and  artificial  respiration  will  usually 
overcome  effects  of  temporary  overdosage. 
Disadvantages:  It  tends  to  irritate  the  breath- 
ing apparatus,  to  upset  the  body  chemistry, 
to  irritate  the  kidneys,  and  to  explode  when 
in  contact  with  sparks,  flames,  and  hot  sur- 
faces. 

4)  Chloroform:  clear,  sweet-smelling,  heavy 
liquid.  It  is  non-inflammable  but  in  its  liquid 
form  is  irritating  to  the  skin  and  mucous 
membranes. 

5)  Ethyl  chloride:  a clear  fluid  with  an 
ether-like  odor. 

6)  Divinyl  ether  (or  divinyl  oxide):  a clear 
fluid  with  non-irritating  odor. 

Intravenous  Anesthesia 

In  recent  years,  the  intravenous  route  of 
administration  has  become  more  popular. 
Thiopental  sodium,  introduced  in  1934,  was 
the  first  anesthetic  of  this  type  to  gain  wide 
acceptance.  Others  with  wide  acceptance  are 
thiamylal  sodium  and  hexobartital  sodium. 

In  1956  Sobering  Corporation  introduced 
methitural  sodium,  under  the  trade  name 
Neraval.  This  agent  has  advantages  over 
other  ultra  short-acting  thiobarbiturates. 

A barbiturate  is  a derivitive  of  barbituric 
acid,  used  in  medicine  as  a hypnotic  or  seda- 
tive drug,  or  in  larger  doses  as  an  analgesic 
or  anesthetic.  A thiobarbiturate  is  a derivitive 
of  thiobarituric  acid,  differing  slightly  from 
barbiturates,  but  similar  in  effect. 

These  intravenous  agents  produce  a degree 
of  basal  narcosis  which  may  be  adequate  for 
short  surgical  procedures,  but  none  of  them 
are  both  analgesic  and  anesthetic.  They  have 
certain  advantages  over  inhalation  agents: 
rapid,  peasant  induction;  simplicity  of  admin- 
istration; lack  of  pulmonary  irritation;  less 


— 94  — 


MARCH  1958 


nausea  and  vomiting  during  recovery;  no  ex- 
plosion hazard. 

Route  of  administration  is  through  a needle 
into  a vein  of  the  arm  or  foot.  Sleep  is  very 
rapid,  usually  in  seconds,  and  is  not  unpleas- 
ant for  the  patient.  Frequently,  one  of  the 
gases  and  oxygen  are  used  after  the  intra- 
vanous  agent  has  taken  effect.  Such  a com- 
bination of  methods  and  agents  is  called  bal- 
anced anesthesia,  a term  which  represents 
“anesthesiology  at  its  best  and  is  employed 
more  and  more  in  better  clinics  throughout 
the  country.”  (Understanding  Surgery,  Dr. 
Robert  E.  Rothberg,  Fellow  of  the  American 
College  of  Surgeons,  New  York,  1955.) 

Amost  every  operation  in  surgery  has  been 
performed  under  intravenous  anesthesia,  but 
it  is  held  especially  useful; 

1)  For  induction  of  general  anesthesia; 

2)  For  short  operations: 

3)  Under  service  conditions  where  port- 
ability and  relative  ease  of  administra- 
tion are  advantages; 

4)  For  supplementing  regional  anesthesia; 

5)  In  the  presence  of  a cautery; 

6)  For  controlling  convulsions  during  gen- 
eral or  local  anesthesia; 

7)  For  narco-analysis  in  psychiatry,  and 
for  electroconvulsive  therapy. 

Neraval  has  demonstrated  a number  of  ad- 
vantages over  other  intravenous  anesthetics: 

1)  Less  of  it  is  retained  in  the  body,  there- 
fore there  is  much  faster  detoxification. 

2)  There  is  less,  and  usually  no,  unpleasant 
after  effects. 

3)  Total  recovery  is  faster  and  more  com- 
plete. 

4)  There  is  a greater  margin  of  safety. 

Because  of  rapid  degradation,  less  Neraval 

is  retained  in  the  body  than  other  thiobarbitu- 
rates.  The  anesthesiologist,  therefore,  is  bet- 
ter able  to  control  the  desired  depth  of  anes- 
thesia, and  with  greater  safety.  The  absence 
of  after  effects,  such  as  nausea,  vomiting, 
dizziness,  has  a decided  advantage  in  hospital 
administration,  for  the  patient  is  often  able  to 
go  directly  to  his  bed,  by-passing  the  recovery 
room. 

In  the  doctor’s  office,  dentist’s  office  or  in 
out-patient  clinic,  the  patient  can  be  anesthe- 
sized  and  fully  recovered  in  15  to  30  minutes 
and  able  to  go  home  unassisted.  This  rapid 
recovery  is  in  contrast  with  almost  an  hour  or 
more  for  thiopental  sodium. 


The  intravenous  agents  described  here  are 
the  most  important,  but  there  are  others 
which  are  used  occasionally  or  under  special 
circumstances. 

Spinal  Anesthesia 

This  method  is  perhaps  the  commonest  type 
used  for  operations  within  the  abdominal  cav- 
ity. By  placing  a long,  thin  needle  into  the 
spinal  canal,  an  anesthetic  agent,  such  as  no- 
vocaine,  is  injected  in  calculated  doses  into 
the  spinal  fluid.  By  manipulating  the  dosage, 
the  site  of  injection  and  position  of  the  pa- 
tient on  the  operating  table,  the  desired  level 
of  anesthesia  is  obtained. 

Spinal  anesthesia  completely  anesthetizes 
that  portion  of  the  body  supplied  by  the  anes- 
thetic injected  into  the  spinal  canal.  Thus,  the 
abdomen  and  lower  extremities  can  be  ren- 
dered insensitive  to  pain  while  the  patient 
remains  conscious  and  alert. 

The  fears  of  complication  from  spinal  anes- 
thesia date  back  20  or  30  years  when  non- 
medical anesthetists  officiated.  Today,  spinal 
anesthesia  is  one  of  the  safest  of  all  forms 
when  given  by  a properly  qualified  anes- 
thetist. A troublesome  complication,  which 
is  never  permanent  yet  frequently  annoying, 
is  postspinal  headache.  This  symptom  occurs 
in  about  5 percent  of  all  cases  and  lasts  any- 
where from  two  days  to  two  weeks  after  sur- 
gery. 

Drugs  Used  to  Produce  Spinal  Anesthesia: 

1)  Cocaine:  this  was  the  first  drug  used, 
but  has  now  been  entirely  given  up. 

2)  Stovaine:  was  popular  for  many  years, 
but  is  now  known  to  be  irritating  and  has 
lost  much  of  its  popularity. 

The  following  four  are  the  chief  drugs  used 
today  in  spinal  anesthesia: 

3)  Novocaine:  analgesia  lasts  from  40  to  80 
minutes. 

4)  Amethocaine  Hydrochloride:  of  slower 
onset  than  novocaine,  but  longer  lasting, 
i.e.,  from  IVa  to  IVz  hours. 

5)  Nupercaine:  also  has  a slower  onset  but 
longer  duration,  from  V-k  to  3 hours. 

6)  Metycaine:  a little  stronger,  and  lasts 
longer,  than  novocaine. 

Epidural  and  Caudal  Anesthesia 

These  methods  are  similar  to  spinal  in  that 
they  deaden  for  a few  hours  the  spinal  nerves, 
thus  anesthetizing  various  regions  of  the 
body.  They  differ  from  spinal  anesthesia  in 
that  the  anesthetic  agent  is  placed  outside 
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the  spinal  canal  rather  than  within  the  canal. 
Although  the  completeness  of  the  anesthesia 
may  not  be  quite  as  great  as  in  spinal  anes- 
thesia, epidural  blocks  have  the  advantage  of 
protecting  patients  against  postspinal  head- 
aches. Caudal  anesthesia  has  attained  con- 
siderable vogue  here  lately  in  obstetrics, 
where  it  does  much  to  eliminate  labor  pains. 
Regional  Anesthesia 

This  represents  “one  of  the  highest  develop- 
ments of  the  anesthesiologists  art.”  (Rothen- 
berg:  Understanding  Surgery).  By  means  of 
needles  placed  in  various  regions  of  the  body, 
anesthetic  solutions  (e.g.,  novocaine)  are  in- 
jected to  “block”  or  “deaden”  temporarily 
specific  nerves  supplying  particular  parts  of 
the  body.  Thus,  only  the  arm,  hand,  tongue, 
neck  or  side  of  the  face  may  be  anesthetized 
if  the  operation  is  to  be  limited  to  these  areas. 
The  advantage  of  this  technique  is  that  the 
heart,  lungs,  blood  pressure  and  general  con- 
dition of  the  patient  are  unaffected  by  the 
blocking  of  specific  nerves  and  many  poor- 
hisk  patients  who  could  not  ordinarily  with- 
stand a general  or  spinal  anesthesia  can  be 
rendered  operable. 

Topical  Anesthesia 

This  form  of  anesthesia  consists  of  spraying 
or  painting  an  agent  such  as  cocaine  or 
cyclaine  onto  a mucous  membrane  surface. 
It  is  limited  almost  entirely  to  eye,  nose  and 
throat  procedure.  In  some  instances,  it  is  used 
merely  to  induce  superficial  anesthesia  and 
is  followed  by  injections  of  novocaine  or 
similar  local  anesthetics.  It  is  also  commonly 
used  to  aid  the  passage  of  tubes  into  the 
trachea  (windpipe)  or  esophagus  (food  pas- 
sage.) 

In  addition  to  the  anesthetic  agents,  there 
are  muscle  relaxant  drugs.  These  drugs,  such 
as  curare  (an  old  Indian  poison  used  on 
arrowheads)  or  succinyl-choline,  when  given 
by  injection  in  proper  amounts,  produce  great 
relaxation  of  the  muscles  of  the  body.  Good 
muscle  relaxation  lessens  the  amount  of  anes- 
thetic agent  which  must  be  given,  and  aids 
the  surgeon  markedly  in  performing  his  op- 
erative work. 
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III.  ANESTHESIA  GLOSSARY 

ANALGESIA  — Absence  of  sensibility  to  pain. 

(pain) 

ANESTHESIA  — Loss  of  feeling  or  sensation, 
(sensation) 

especially  loss  of  tactile  sensibility,  though  the 
term  is  used  for  loss  of  any  of  the  other  senses. 
ANESTHESIOLOGIST  — A physician  who  special- 
izes in  the  practice  of  anesthesiology. 
ANESTHETIC  — A drug  which  produces  local  or 
general  loss  of  sensibility. 

ANESTHETIST  — An  expert  in  administering 
anesthetics.  This  term  usually  is  applied  to 
nurses. 

DESATURATION  — The  act  or  process  of  reliev- 
ing the  saturated  state. 

DRIP  METHOD  — Continuous  intravenous  instil- 
(intravenous) 

lation,  drop  by  drop,  of  saline  or  other  solu- 
tion. 

ENDOTRACHEAL  — Endo  (within)  — Tracheal 
(pertaining  to  the  trachea). 

EPIDURAL  — Situated  upon  or  outside  the  ura 
(the  fibrous  membrane  forming  the  outermost 
covering  of  the  brain  and  spinal  cord). 
HYYOXIA  — Low  oxygen  content  or  tension; 

deficiency  of  oxygen  in  the  inspired  air. 
HNHALATION  ANESTHESIA  — Gaseous  anes- 
thesia applied  by  respiration. 
INTRATRACHAEL  INSUFFLATION  — The  op- 
eration of  blowing  air  into  the  trachea  through 
a tube  introduced  into  the  larnyx;  employed  to 
avoid  collapse  of  the  lungs  in  intrathoracic 
operations. 

INTUBATION  — The  insertion  of  a tube;  espe- 
cially the  introduction  of  a tube  into  the 
larynx  through  the  glottis,  performed  in  diph- 
theria and  edema  of  the  glottis  for  the  intro- 
duction of  air. 

SALINE  — Salty;  of  the  nature  of  salt;  contain- 
ing a salt  or  salts. 

SATURATION  — The  act  of  saturating  or  con- 
dition of  being  saturated. 

IV.  THE  ANESTHESIOLOGIST  AS  A 
MEMBER  OF  THE  OPERATING  TEAM 

Since  most  of  the  anesthesiologist’s  work  is 
caried  out  while  the  patient  is  unconscious, 
people  obviously  know  little  about  it. 

Let  us  suppose  you  enter  the  hospital  for 
an  elective  operation.  What  can  you  expect 

(Continued  on  Page  107) 


— 96  — 


The  week  of  April  20-26th  has  been  set  aside  as  Medical  Education  Week.  As  members 
of  the  medical  profession  we  should  make  a concerted  effort  to  inform  the  public  of  the  role 
of  medical  schools  in  training  physicians,  in  research  and  service  to  the  nation.  We  must  em- 
phasize the  need  for  more  medical  schools  and  more  money  for  those  already  established. 

Since  1952  there  has  been  a remarkable  decrease  in  qualified  applicants  to  medical  schools. 
Increased  interest  in  other  sciences,  business,  advertising  and  notably  engineering  has  oc- 
curred. These  fields  siphon  off  many  students  who  might  qualify  for  medical  school.  Four 
to  ten  years  beyond  the  normal  four  years  of  college  with  low  earning  power  and  heavy  ex- 
penses discourage  many.  Immediate  solutions  to  the  many  problems  are  not  evident.  It  is 
unthinkable  to  lower  the  standards  of  our  schools.  Perhaps  some  method  of  subsidizing  med- 
ical students  should  be  devised.  Every  effort  should  be  made  to  support  medical  schools  and 
students  from  private  sources. 

In  South  Dakota  we  have  two  separate  and  distinct  ways  of  subsidizing  medical  education. 
First:  contributions  to  the  American  Medical  Education  Foundation  are  transmitted  in  full  to 
medical  schools  to  keep  them  out  of  financial  difficulties.  Second:  gifts  to  the  South  Dakota 
Medical  School  Endowment  Fund  builds  up  the  revolving  fund  that  is  now  lending  money  to 
deserving  South  Dakota  medical  students.  Neither  of  these  funds  use  any  contributed  money 
for  administrative  expenses.  With  more  money  in  the  revolving  fund  more  students  can  be 
helped. 

M.  M.  Morrissey,  M.D. 

Pierre,  South  Dakota 
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MEDICAL  EDUCATION  WEEK 

Medical  Education  Week  is  sponsored  by 
the  American  Medical  Association  and  other 
organizations  to  awaken  the  public  to  the 
need  for  voluntary  funds  for  medical  educa- 
tion. The  objectives  are  to  focus  attention  on, 
and’ to  inform  the  public  of,  the  ever  increas- 
ing contribution  of  medicine  to  American  life, 
and  to  the  basic  significance  of  medical  edu- 
cation. 

The  program  is  an  attempt  to  develop  pub- 
lic understanding  of  the  progress,  aims,  and 
problems  of  medical  education  with  the  hope 
of  stimulating  its  more  adequate  financial 
support  by  the  public.  Efforts  are  directed 
towards  informing  the  pubic  of  the  compre- 
hensive role  the  medical  schools  have  in  edu- 
cation, research,  and  service. 

Dates  set  for  the  observance  of  Medical 
Education  Week  this  year  are  April  20th 
through  26th.  Each  medical  school  dean,  each 
student  AMA  president,  and  each  AMEF 
chairman  has  been  invited  to  join  in  promot- 
ing the  campaign. 

Kick-off  Medical  Education  Week  was 
made  by  President  Eisenhower  in  a telegram 
sent  to  Dr.  David  B.  Allman,  President  of 
the  American  Medical  Association,  in  which 
he  said  “In  this  great  era  of  American  med- 
icine, it  is  fitting  that  we  set  aside  a special 
week  each  year  to  consider  the  work  of  our 
medical  schools. 

Progress  has  been  made  in  the  expansion  of 
medical  school  enrollments,  in  research  and 
community  services,  but  during  the  current 
year  I hope  we  can  take  additional  steps  to 


strengthen  medical  education.  To  this  end,  I 
have  again  asked  Congress  to  enact  pending 
legislation  to  provide  federal  assistance  for 
the  construction  of  medical  teaching  facilities. 

Our  people  are  well  aware  of  the  role  of 
modern  medicine  in  this  national  health 
structure,  and  I know  they  will  support,  by 
private  and  public  means,  the  continued 
growth  of  medical  education  in  this  country.” 


DOCTORS  AND  POLITICS 

Happened  recently  to  run  into  a member 
of  congress  who  is  also  a doctor  of  medicine. 
In  the  group  talking  to  the  Congressman 
was  a South  Dakota  banker  and  a U.  S.  Sen- 
ator. 

The  conversation  turned  to  doctors,  their 
participation  in  political  battles,  etc.  when 
the  banker  asked  for  quiet  so  he  could  pose 
a question. 

“Why  is  it,”  he  said,  “that  the  doctors  are 
most  vocal  on  legislation  but  refuse  to  give 
money  to  their  political  parties  in  an  attempt 
to  get  men  elected  who  understand  their 
views?” 

I let  the  doctor-congressman  answer  the 
question  — but  it  gave  me  pause.  Is  it  be- 
cause our  doctors  are  politically  naive,  or 
perhaps  just  not  politically  conscious?  At  any 
rate,  its  worth  thinking  about.  If  you  wish 
to  have  the  kind  of  lawmakers  who  believe 
as  you  believe,  it  is  necessary  for  you,  as  lead- 
ing citizens,  to  support  those  candidates 
through  their  political  parties. 

J.  C.  F. 
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THE  MONTH  IN  WASHINGTON 

Those  who  are  trying  to  follow  the  course 
of  medical  legislation,  find  an  unusual  situa- 
tion developing  in  this  session  of  Congress. 
All  of  Washington  is  being  subjected  to  for- 
ces, some  completely  new,  that  often  work  at 
cross-purposes  to  each  other.  The  result  could 
be  a moratorium  on  health  legislation  — or 
again  it  could  be  a flood  of  new  laws. 

At  the  start  of  the  session,  a new-born  in- 
terest in  science  completely  dominated  the 
scene  — by  a frantic  spending  of  billions  of 
dollars  we  would  overtake  Russia.  That  was 
the  theme  in  Washington,  and  it  persisted 
despite  a few  quiet  voices  that  asked  whether 
Russia  really  had  far  outdistanced  the  U.  S. 
or  was  merely  exploiting  a slight  advantage. 

Even  before  the  American  satellite  started 
on  its  orbit,  some  of  the  panic  had  subsided, 
and  most  of  the  legislators  had  decided  that 
advent  of  the  space  age  had  not  removed  all 
of  the  old  problems  and  opportunities  in 
legislation  and  politics.  The  familiar  issues 
were  still  there,  medical  panaceas  included. 

The  shock  of  Russian  achievements  will, 
at  any  rate,  produce  legislation  designed  to 
shore  up  our  educational  system.  This  seems 
to  be  generally  accepted.  For  the  medical 
profession,  two  provisions  are  of  major  in- 
terest. Scholarships  would  be  either  four 
years  — possibly  six  — offering  some  assist- 
ance to  premed  students  and  in  some  cases  to 
those  in  their  first  year  of  medical  school. 
Also,  fellowships  would  be  available  for  med- 
ical and  other  graduates  if  they  wanted  to 
teach  or  go  into  research. 

The  administrations  idea  was  a program 
that  would  cost  a billion  dollars;  several  lead- 
ing Democrats  joined  in  a bill  proposing  three 
billion  dollars  as  a stimulant  to  mathematics 
and  science. 

But  there  are  other  factors  to  be  reckoned 
with.  For  the  first  time  a President  set  down 
in  black  and  white  in  his  budget  just  how  he 
proposed  to  withdraw  the  federal  government 
from  some  activities,  or  limit  its  participation, 
and  turn  the  programs  back  to  the  states.  Mr. 
Eisenhower  wants  to  slow  down  on  the  Hill- 
Burton  hospital  construction  program  and 
change  its  emphasis,  he  wants  to  mesh  in 
some  veterans’  benefits  with  social  security 
payments,  he  would  have  the  states  do  more 
and  the  U.  S.  less  in  public  assistance  (where 
medical  payments  are  a growing  factor),  and 


he  hopes  to  get  Congress  to  drop  the  $50  mil- 
lion a year  program  of  grants  to  help  build 
water  treatment  plants. 

Whether  Congress  will  follow  the  Presi- 
dent’s lead  in  the  back-to-the-states  move- 
ment is  another  question.  At  least  he  has  said 
specifically  what  he  thinks  should  be  done, 
and  when. 

There  was  no  expectation  that  the  Russian 
scare  would  dilute  politics  this  election  year 
— and  it  hasn’t.  If  anything,  the  partisans 
are  struggling  harder  than  ever  to  make  rec- 
ords that  will  reflect  glory  on  them  next 
November.  Some  of  course,  would  be  press- 
ing for  their  projects  regardless  of  the  elec- 
tion. 

So  this  is  the  prospect,  in  brief: 

The  Defense  Department  and  science  will 
get  the  major  attention  and  the  major  money, 
but  some  may  spill  over  into  medicine. 

There  is  some  interest  in  a tight  domestic 
budget  and  returning  certain  activities  to  the 
states,  but  old  fashioned  politics  combined 
with  a fear  of  a continuing  recession  may 
again  open  up  the  federal  purse. 

Medical  legislation,  always  a popular  sub- 
ject, may  get  more  and  more  attention  as  the 
session  rolls  on.  If  so,  the  Forand  bill  among 
others  would  come  immediately  to  the  fore. 
NOTES: 

Several  developments  in  the  legislative 
field  on  Jenkins-Keogh  bills  came  early  in 
the  session.  The  American  Thrift  Assembly, 
representing  some  10  million  self-employed, 
urged  favorable  House  Ways  and  Means  ac- 
tion, and  the  American  Medical  Association 
pointed  out  that  the  proposal  for  tax  defer- 
ment of  money  paid  into  retirement  plans 
could  help  solve  the  problem  of  maldistribu- 
tion of  physicians. 

In  the  Senate,  a majority  of  the  Small  Bus- 
iness Committee  introduced  a tax  relief  bill 
with  a J-K  provision.  The  section  would 
allow  anyone  not  now  benefitting  from  a 
qaulified  pension  plan  to  set  aside  10%  of  an- 
nual income  ($1,000,  maximum).  The  bill  went 
to  Senate  Finance  Committee. 

* * * 

A limited  number  of  medical  scientists 
from  this  country  and  Russia  will  give  lec- 
tures in  each  other’s  countries  this  year  in  an 
exchange  program  worked  out  by  the  State 

(Continued  on  Page  103) 
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DOCTORS.  HEART  ASSOCIATIONS.  AND 
UNITED  FUNDS 

A Message  to  Physicians  from,  the  President 
of  the  American  Heart  Association 
Robert  W.  Wilkins.  M.D. 


As  the  American  Heart  Association  ap- 
proaches its  second  decade  as  a national  vol- 
untary health  agency,  we  find  its  promise  of 
continued  success  being  threatened  by  a 
movement  that  is  serious  in  nature  and  large 
in  scope. 

Just  when  we  begin  to  glimpse  where  and 
how  the  answers  to  strokes,  coronary  disease 
and  hypertension  may  be  found,  we  are 
turned  aside  from  our  main  task  by  the  neces- 
sity of  defending  ourselves  against  an  organ- 
ized effort  designed  to  regiment  us  into  a 
single  plan  of  fund  raising.  Knowing  that 
doctors,  of  all  people,  demand  for  themselves 
and  champion  for  others  the  right  of  fair  and 
equal  opportunity  and  the  privilege  of  in- 
dividual enterprise,  I am  addressing  myself 
to  you,  the  members  of  my  own  profession, 
in  the  hope  that  you  will  help  us  to  maintain 
the  Heart  Association  as  a free  American  in- 
stitution. 

I am  referring,  of  course,  to  the  effort  now 
being  made  by  United  Funds  to  force  the  na- 
tional voluntary  health  agencies  into  giving 
up  their  independent  campaigns.  However, 
at  the  outset  I wish  to  make  one  point  chystal 
clear;  we  in  the  heart  associations  are  not 
fighting  United  Funds;  we  are  striving  to  con- 
tinue and  expand  a scientific  program  de- 
signed to  conquer  the  cardiovascular  diseases 
through  the  combined  voluntary  efforts  of 
the  medical  profession  and  the  public.  We 


regard  federated  plans  of  fund  raising,  es- 
pecially for  local  charity  causes,  as  fully 
worthy  of  support,  provided  they  are  truly 
voluntary  and  not  forced  on  either  the  people 
or  the  participating  agencies.  We  certainly 
want  all  community  chests  to  succeed,  and 
will  do  everything  in  our  power,  short  of 
participating  actively  in  their  campaigns,  to 
help  them  accomplish  their  goals. 

Now  what  has  this  matter  of  fund  raising  got 
to  do  with  the  medical  profession?  As  the 
world  becomes  more  complex  and  more  an- 
xiety ridden,  people  everywhere,  including 
those  here  in  the  United  States,  are  being 
asked  to  turn  to  government  for  “womb  to 
tomb”  security,  including  socialized  medical 
care. 

A major  influence  restraining  this  drift 
toward  governmental  domination  has  been 
the  development  of  a unique  and  typically 
American  institution,  the  national  voluntary 
health  agency.  This  is  usually  an  association 
or  society  devoted  to  a limited  or  specific  pur- 
pose, such  as  the  prevention  and  control  of  a 
single  disease.  It  often  comes  into  being  in 
response  to  a profound  conviction  on  the  part 
of  individuals — laymen  and  physicians — that 
their  combined  efforts  are  needed  to  combat 
a major  health  menace.  These  citizens  decide 
on  their  own  to  do  something — not  to  rely 
solely  on  government.  What  could  be  more 
American  than  this? 
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The  contributions  to  medicine  made  by 
the  national  voluntary  health  agencies  dur- 
ing the  past  decade  have  been  impressive. 
Polio  appears  to  be  on  its  way  out.  Cancer’s 
early-detection  campaign  is  saving  an  esti- 
mated 75,000  lives  a year.  In  a half  century, 
the  National  Tuberculosis  Association  has 
spearheaded  a 90  per  cent  reduction  in  that 
disease.  In  just  10  years,  the  Heart  Fund  has 
channeled  over  25  million  dollars  into  re- 
search which  has  produced  vital  new  methods 
of  diagnosis,  prevention  and  treatment  of 
cardiovascular  diseases. 

Now  here  is  a very  important  point;  by  es- 
tablishing such  national  voluntary  health 
agencies,  the  American  people  have  not  only 
promoted  health,  they  have  also  protected 
themselves,  and  especially  the  medical  pro- 
fession, from  increasing  governmental  dom- 
ination of  the  health  field.  The  Heart  Asso- 
ciation, the  Cancer  Society,  the  Polio  Founda- 
tion, and  others,  have  acted  as  buffers  be- 
tween private  medicine  and  governmental 
medicine. 

I do  not  mean  to  deny  to  government  an 
appropriate  place  in  the  medical  field.  How- 
ever, I do  believe  that  the  medical  profession 
owes  a substantial  debt  to  the  voluntary 
health  agencies  for  helping  to  preserve  the 
primary  interests  of  private  medicine  in 
matters  of  health. 

By  providing  independent  leadership  and 
by  giving  counsel  to  governmental  health 
agencies,  such  as  the  National  Institutes  of 
Health,  the  voluntary  agencies  have  helped, 
not  only  to  maintain  the  integrity  of  the  med- 
ical profession,  but  also  to  channel  the  health 
activities  of  government  into  their  proper 
areas  and  functions.  The  National  Institutes 
of  Health  have  not  suffered;  on  the  contrary 
they  have  profited  through  the  existence  of 
the  voluntary  health  agencies.  They  did  and 
still  do  look  to  these  agencies  to  pioneer,  to 
experiment,  and  to  show  the  way  in  explor- 
ing the  health  needs  of  the  nation. 

The  voluntary  health  agencies  also  serve  as 
a powerful  channel  through  which  the  value 
of  the  work  and  achievements  of  the  medical 
profession  and  research  investigators  is  made 
known  to  the  public.  Every  agency,  as  a mat- 
ter of  policy,  says  to  the  public  over  and  over 
again:  “See  your  own  physician;  he  is  your 
best  protection  against  disease.” 

Realizing  that  a doctor  cannot  ethically  re- 


mind his  patients  that  they  need  him,  the 
health  agencies  can  and  do.  They  extol  the 
family  doctor  as  the  first  and  best  line  of  de- 
fense against  disease  and  death,  and  they 
back  him  up  with  research,  education  and 
community  service. 

It  is  ironical,  therefore,  that  United  Funds 
have  focused  attention  on  the  local  physician 
and  the  local  medical  society  as  a point  of 
attack  in  promoting  their  campaigns.  What 
usually  happens  in  a community  is  this: 

A small  body  of  citizens,  usually  local  bus- 
iness executives,  either  self-motivated  or  per- 
suaded by  professional  representatives  of 
United  Funds,  become  annoyed  by  “so  many 
drives,”  and  it  is  decided  to  reduce  the  num- 
ber of  these  drives.  The  national  organiza- 
tion, known  as  the  United  Community  Funds 
and  Councils,  then  sends  out  information  and 
workers  to  instruct  the  local  group.  With  or 
without  a preliminary  “survey,”  these 
workers  come  up  with  the  surprising  answer 
that  the  public  is  in  revolt  against  so  many 
drives,  and  that  a United  Fund  Plan  of  “One 
gift  for  all — one  campaign  for  all”  will  solve 
all  the  local  charity  and  welfare  problems. 

The  local  group  are  glad  to  believe  that  this 
is  the  answer  to  their  problem,  part  of  which 
usually  includes  the  fact  that  the  local  Com- 
munity Chest  has  been  faltering,  not  to  say 
failing.  They  are  particularly  glad  to  believe 
in  the  United  Fund  plan  when  they  are 
further  told  how  easy  it  will  be.  “No  more 
door-to-door  solicitations  by  weary  volun- 
teers; no  more  high-powered  campaigns  by 
a multitude  of  drives,”  they  are  told;  “merely 
a single  payroll  check-off  in  industrial  plants 
and  places  of  work  and  the  job  is  done  for 
you.” 

On  this  basis,  the  local  group  enthusiastic- 
ally set  out  to  establish  a United  Fund.  Short- 
ly, however,  they  begin  to  run  into  difficul- 
ties. Cancer,  Heart,  and  Polio,  for  valid 
reasons  of  national  policy,  decline  to  partici- 
pate in  the  local  United  Fund  campaign.  And 
so  a struggle  is  precipitated. 

Those  who  start  out  believing  that  their 
objective  is  to  obtain  funds  more  easily  for 
many  good  causes,  suddenly  find  themselves 
attacking  some  of  those  very  causes.  As  one 
point  of  attack,  they  focus  on  individual  phys- 
icians or  on  local  medical  societies  in  an  effort 
to  induce  them  to  endorse  the  United  Fund. 
They  use  many  devices,  including  personal 
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influence  and  organizational  pressure,  to  ac- 
complish their  purpose. 

United  Fund  people  often  blame  the  pre- 
vious failures  of  the  Community  Chest  on  the 
health  agencies.  “Here,”  they  say,  “is  the 
reason  we  have  been  failing:  the  health  agen- 
cies have  been  siphoning  off  funds  from  our 
community.”  (They  conveniently  forget  that 
never  in  a single  year  have  all  the  national 
voluntary  health  agencies  combined  received 
a per  capita  contribution  of  more  than  $1 
from  the  American  people.)  “People  just 
now  happen  to  be  interested  in  health,”  they 
say;  “it’s  a popular  cause  at  the  moment.  We 
need  it  in  our  campaign  to  obtain  enough 
money.  The  health  agencies  must  go  along 
with  us,  or  we’ll  set  up  our  own  health  causes 
and  collect  the  money  ourselves.  After  all, 
heart,  cancer,  polio,  and  the  rest  are  just  di- 
seases and  one  cannot  trade-mark  a disease.” 

And  so  they  set  up  a health  “cause”  solici- 
tation as  part  of  their  campaign,  leaving  the 
public  to  believe  that  the  Heart  Association, 
the  Cancer  Society,  or  the  Polio  Foundation 
will  actually  receive  the  funds,  despite  ad- 
vance public  declarations  by  the  voluntary 
agencies  that  they  must  decline  such  funds 
and  will  continue  to  conduct  their  independ- 
ent campaigns.  Ironically,  in  the  process. 
United  Fund  promoters  do  what  they  pro- 
fess to  abhor;  they  establish  yet  another 
agency! 

The  pressures  brought  to  bear  by  the 
United  Fund  people  upon  the  voluntary 
health  agencies  in  this  connection  have  been 
almost  incredible.  They  have  openly  pro- 
claimed that  rough  pressure  methods  “with 
teeth  in  them”  will  be  used  against  the  agen- 
cies that  do  not  participate  in  local  United 
Funds.  Their  tactics  have  included  economic 
threats  against,  and  boycotts  of,  many  private 
individuals,  as  well  as  business  organizations. 
Thus  they  tell  the  public  not  only  how  to  give, 
but  where  to  give,  when  to  give,  and  often 
how  much  to  give. 

In  the  face  of  such  tactics,  the  national  vol- 
untary health  agencies  have  been  hard 
pressed  to  protect  themselves.  They  have  not 
wished  to  launch  a counterattack,  believing 
that  two  wrongs  do  not  make  a right,  and  be- 
sides they  do  not  wish  to  fight  United  Funds. 
They  have  resorted  heretofore  merely  to  pas- 


sive resistance,  relying  on  the  American 
people  to  recognize  in  time  the  value  of  the 
independent  way  and  to  find  a solution  other 
than  regimentation. 

Whether  we  like  it  or  not,  the  medical  pro- 
fession is  directly  involved  in  this  controv- 
ersy. Medicine  cannot  continue  to  ignore  or 
condone  the  threats  to  itself  through  the  in- 
creasing attacks  by  United  Funds  on  the  vol- 
untary health  agencies.  For  United  Funds 
are  promoting  a movement  under  which  un- 
informed, though  conceivably  well  inten- 
tioned,  local  laymen  are  entering  directly 
into  national  medical  fields  of  health  and 
disease  and  deciding  where  and  when  funds 
should  be  spent  for  each  purpose,  and  how 
much.  United  Fund  people  may  understand 
local  charity  needs,  but  they  know  nothing 
about  the  requirements  of  the  nationally  co- 
ordinated programs  of  medical  research  being 
conducted  by  the  voluntary  health  agencies. 

During  its  early  years,  the  Heart  Associa- 
tion participated  in  over  450  United  Funds, 
and  sadly  learned  not  only  that  the  amounts 
collected  were  inadequate,  but  also  that  de- 
votion and  zeal  were  lost  even  among  dedi- 
cated Heart  Volunteers  when  they  succumbed 
to  the  siren  song  of  “Once  for  all.” 

Today  the  Heart  Association  has  withdrawn 
from  all  but  270  of  these  Funds.  Based  on  the 
per  capita  giving  in  the  remaining  Funds,  the 
Heart  Association  in  1957  would  have  raised 
less  than  half  the  amount  it  did  raise  had  it 
participated  in  a United  Fund  everywhere. 
It  therefore  becomes  forcefully  apparent  that 
the  Heart  program  would  have  suffered  a 
serious  setback  in  research,  not  to  mention  all 
other  phases  of  its  work,  had  the  Heart  Asso- 
ciation been  forced  to  abandon  its  independ- 
ence under  coercion  by  the  United  Funds. 

Fund  raising,  except  by  taxation,  is  not 
easy;  indeed  it  should  not  be  easy.  Com- 
petition is  the  American  way.  Health  needs 
like  other  needs  must  compete  for  public  sup- 
port. The  law  of  supply  and  demand  cannot 
be  repealed,  and  the  Heart  Association  is  will- 
ing to  accept  this  fact.  We  believe  that  the 
people  will  continue  to  supply  the  funds  as 
long,  but  only  as  long,  as  a major  health  need 
exists.  When  the  cardiovascular  diseases  are 
conquered,  the  Heart  Association’s  work  will 
be  done. 

(Continued  on  Page  106) 
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SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 
COUNCIL  MEETING 
January  19,  1958 


The  January  meeting  of  the  Council  of  the 
South  Dakota  State  Medical  Association  was 
held  in  Huron,  January  19,  at  the  Marvin 
Hughitt  Hotel.  The  meeting  was  called  to 
order  by  Dr.  Davidson  at  1:00  P.M.  The  fol- 
lowing members  answered  the  roll  call:  Drs. 
Morrissey,  Buchanan,  Reding,  Peeke,  Stran- 
sky,  Davidson,  Askwig,  Hohm,  Brogdon, 
Johnson,  and  Mr.  Foster.  Absent:  Drs.  Lam- 
pert,  Stoltz,  McCarthy,  Sattler,  Hayes,  Tor- 
kildson,  and  McDonald.  A quorum  was  de- 
clared present. 

Dr.  Peeke  moved  that  the  reading  of  the 
minutes  of  the  last  meeting  be  dispensed 
with  as  they  had  been  published  in  the  Jour- 
nal. Dr.  Reding  seconded  the  motion  and  it 
was  passed. 

Mr.  Foster  discussed  the  opinions  given  by 
the  Chairman  of  the  Committee  on  Diabetes 
and  the  Public  Health  Committee  Chairman 
on  Blood  Testing  by  the  State  Health  Depart- 
ment for  Detection  of  Diabetes  at  the  State 
Fair.  Dr.  Stransky  moved  that  inasmuch  as 
this  was  not  a Public  Health  function,  it  is 
recommended  to  the  Health  Department  that 
the  program  be  discontinued.  Dr.  Askwig 
seconded  the  motion,  and  it  was  carried. 

Dr.  Askwig  moved  that  the  Medical  Eco- 
nomics Committee  recommendation  on  the 
Group  Life  Insurance  Program  be  adopted 
and  put  into  effect.  Motion  seconded  by  Dr. 
Buchanan  and  carried.  The  recommendation 
is  as  follows:  That  the  Council  revision  of  the 
present  group  life  insurance  plan  to  break 
down  rates,  giving  the  younger  men  a lower 
rate  than  has  now  been  possible. 

Mr.  Foster  explained  the  action  taken  by 
the  Committee  on  Medical  Economics  on 
Physicians  Liability.  Dr.  Peeke  moved  that 
each  District  Medical  Society  investigate 
what  the  physicians  in  their  District  are  pay- 
ing now  for  Physicians  Liability,  and  that 
this  information  be  brought  back  at  the  next 
meeting.  This  motion  was  seconded  by  Dr. 
Buchanan  and  carried. 

Mr.  Foster  discussed  the  Radiation  Protec- 
tion Act  which  the  Committee  on  Public 
Health  had  considered.  No  action  taken. 


Dr.  Stransky  moved  that  the  recommen- 
dation of  the  Medical  Economics  Committee 
on  Group  Loss  of  Time  Program  be  adopted. 
Motion  was  seconded  by  Dr.  Reding  and 
carried.  The  recommendations  are  as  follows: 

1.  That  more  study  be  given  the  group  loss 
of  time  plans  as  submitted  by  the  various 
companies  and  that  Mr.  Diers  make  an 
earnest  effort  to  increase  enrollment  in  the 
present  plan  to  make  it  a true  group. 

2.  That  no  expansion  of  the  present  plan  of 
group  disability  coverages  be  considered 
until  true  group  proportions  have  been  en- 
rolled. Mr.  Foster  discussed  the  proposed 
program  for  the  Annual  Meeting. 

No  action. 

Dr.  Buchanan  moved  that  the  Medical  As- 
sociation appropriate  $500.00  for  the  Basic 
Science  Board  for  the  prosecution  of  illegal 
practitioners,  any  further  action  to  be  taken 
by  the  House  of  Delegates  at  the  annual 
meeting.  Motion  was  seconded  by  Dr.  Stran- 
sky, and  carried. 

Mr.  Foster  discussed  the  progress  of  the 
Committee  on  Indigent  Care.  No  action. 

Dr.  Stransky  moved  that  the  recommen- 
dation from  the  Medical  School  Affairs  Com- 
mittee be  adopted.  This  motion  was  seconded 
by  Dr.  Peeke,  and  carried.  The  recommen- 
dation is  as  follows:  That  a Poison  Registry 
Center  be  established  at  the  University  of 
South  Dakota,  and  that  wide  spread  publicity 
be  given  to  South  Dakota  doctors  on  this 
matter. 

Dr.  Buchanan  moved  that  the  recommen- 
dation from  the  Legislation  Committee  be 
adopted.  Seconded  by  Dr.  Reding,  the  mo- 
tion was  carried. 

The  recommendation  is  as  follows: 
WHEREAS,  provision  of  medical  care  for  the 
aged  is  a serious  social  economical  problem 
facing  society  today,  and 
WHEREAS,  the  American  System  of  private 
enterprise  has  in  the  past  been  able  to  solve 
problems  of  this  nature,  and 
WHEREAS,  the  interest  of  Federal  Govern- 
ment has  already  been  evidenced  in  bills  now 
pending  before  Congress,  now  therefore 
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SUUFAMETHOXYPYRIDAZINE  ( 3-S ULFANILAMI DO-6-METHOXYPYR1 DAZIN e)  LEDERLE 


New  authoritative  studies  prove  that  Kynex  dosage  can  be  reduced  even  / 
further  than  that  recommended  earlier.^  Now,  clinical  evidence  has  established  ; 
that  a single  (0.5  Gm.)  tablet  maintains  therapeutic  blood  levels  extending  |;| 
beyond  24  hours.  Still  more  proof  that  Kynex  stands  alone  in  sulfa  per- 
formance—  '| 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm.  (1  tablet)  daily  in  the  usual  | 
patient  for  maintenance  of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentrations  within  an  hour  or  two  ' 

• Effective  Antibacterial  Range— exceptional  effectiveness  in  urinary  tract  I 

infections  i 

• Convenience— the  low  dose  of  0.5  Gm.  (1  tablet)  per  day  offers  optimum  | 
convenience  and  acceptance  to  patients 

NEW  DOSAGE.  The  recommended  adult  dose  is  1 Gm.  (2  tablets  or  4 teaspoon-  J 
fuls  of  syrup)  the  first  day,  followed  by  0.5  Gm.  ( 1 tablet  or  2 teaspoonfuls  of  i! 
syrup)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  ii 
infections.  In  severe  infections  where  prompt,  high  blood  levels  are  indicated,  y 
the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours.  Dosage  ; j 
in  children,  according  to  weight;  i.e.,  a 40  lb.  child  should  receive  14  of  the  '! 
adult  dosage.  It  is  recommended  that  these  dosages  not  be  exceeded.  1 1 

TABLETS:  Each  tablet  contains  0.5  Gm.  (714  grains)  of  sulfamethoxypyri-  ;'j 
dazine.  Bottles  of  24  and  100  tablets.  |j 

SYRUP:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg. 
of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1.  Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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BE  IT  RESOLVED,  that  the  Council  of  the 
South  Dakota  State  Medical  Association,  tak- 
ing cognizance  of  the  seriousness  of  this  situa- 
tion, urges  Blue  Cross  and  Blue  Shield  plans 
and  private  accident  and  health  insurance 
companies  to  develop  new  contracts  that 
will  provide  suitable  benefits  for  the  aged, 
and 

BE  IT  FURTHER  RESOLVED  that  the  South 
Dakota  State  Medical  Association  pledges  its 
interest  and  support  to  Blue  Cross  and  Blue 
Shield  plans  and  private  accident  and  health 
insurance  companies  in  the  development  of 
this  extended  coverage  and  in  their  efforts  to 
make  these  benefits  available  to  the  aged 
population. 

BE  IT  FINALLY  RESOLVED  that  a copy  of 
this  resolution  be  transmitted  to  the  Blue 
Cross  and  Blue  Shield  plans  in  South  Dakota, 
private  health  insurance  carriers  located  in 
South  Dakota,  and  American  Medical  Asso- 
ciation. 

Dr.  Brown  discussed  the  Forand  Bill. 

Dr.  Peeke  moved  that  Dr.  Lamport  and  Mr. 
Foster  represent  the  SDSMA  May  12,  and  13, 
in  negotiation  on  the  Medicare  contract,  and 
that  they  do  not  take  a signed  contract  with 
them,  but  return  for  approval.  This  motion 
was  seconded  by  Dr.  Morrissey,  and  if  was 
carried. 

Dr.  Buchanan  moved  that  the  executive 
secretary  be  authorized  to  purchase  a medium 
priced  car,  not  to  exceed  $3600.00,  and  that 
credit  cards  be  issued  to  the  Medical  Associa- 
tion and  Blue  Shield  so  that  all  expenses  will 
be  put  on  these  cards.  Dr.  Askwig  seconded 
the  motion  and  it  was  carried. 

Dr.  Morrissey  moved  that  it  be  recom- 
mended to  the  Blue  Shield  Board  that  the 
executive  secretary  receive  $150.00  a month 
for  services  rendered  the  Medicare  program. 
Dr.  Peeke  seconded  the  motion,  and  it  was 
carried. 

Dr.  Bailey  moved  that  F.  S.  Howe,  M.D.,  be 
made  an  honorary  member  of  the  South 
Dakota  State  Medical  Association.  This  mo- 
tion was  seconded  by  Dr.  Buchanan  and 
carried. 

Dr.  Bailey  moved  that  C.  A.  Soe,  M.D.,  be 
made  an  honorary  member  of  the  South  Da- 
kota State  Medical  Association.  This  motion 
was  seconded  by  Dr.  Reding  and  it  was  car- 
ried. 

Dr.  Morrissey  moved  that  Dr.  Robert  Van 
Demark  be  named  acting  editor  of  the  Jour- 


nal until  May  1958,  when  Mayer’s  term  would 
have  expired,  and  that  each  Councilor  should 
check  with  their  members  to  determine  in- 
terest in  the  position.  This  motion  was  sec- 
onded by  Dr.  Peeke  and  it  was  carried. 

Dr.  Stransky  moved  that  the  Medical  Asso- 
ciation donate  $100.00  to  the  Science  Fairs 
in  1958.  Dr.  Reding  seconded  the  motion  and 
it  was  carried. 

Dr.  Reding  moved  that  the  Medical  Eco- 
nomics Committee  contact  a like  committee 
of  the  Hospital  Association  to  study  the  prob- 
lem of  professional  liability.  Dr.  Johnson  sec- 
onded the  motion  and  it  was  carried. 

Dr.  Morrissey  moved  that  the  South  Dakota 
State  Medical  Association  adopt  the  resolu- 
tion introduced  at  the  AMA  Interim  Session 
by  Dr.  Carl  S.  Mundy  on  rural  health.  Dr. 
Buchanan  seconded  the  motion  and  it  was 
carried. 

The  resolution  is  as  follows: 

WHEREAS,  in  the  past  twelve  years  the 
American  Medical  Association  and  the  sev- 
eral state  medical  associations  have  made 
outstanding  progress  in  better  relationships 
with  the  major  national  and  state  farm  or- 
ganizations; and 

WHEREAS,  These  relationships  have  been 
built  up  by  discussions  of  programs  of  mutual 
interests  and  help  fullness;  and 
WHEREAS,  Organized  medicine  and  these 
rural  groups  have  much  in  common  in  pre- 
serving the  free  enterprise  system;  and 
WHEREAS,  There  is  still  much  to  be  achieved 
in  further  cementing  our  relationships  with 
local  farm  groups;  therefore  be  it 
RESOLVED,  That  the  House  of  Delegates 
urge  each  state  medical  association  to  give 
greater  support  and  encouragement  to  its 
rural  health  committee  in  its  work  with  state 
farm  organization  and  rural  groups,  and  en- 
courage said  committee  to  ask  county  med- 
ical societies  to  appoint  a physician  or  a com- 
mittee of  physicians  to  form  a closer  liaison 
with  and  work  with  all  local  farm  organiza- 
tions and  rural  groups. 

Dr.  Morrissey  moved  that  Dr.  Lampert  be 
named  President  of  the  North  Central  Con- 
ference to  fill  the  vacancy  created  by  the 
death  of  Dr.  Mayer.  The  motion  was  sec- 
onded by  Dr.  Peeke.  Motion  carried. 

Dr.  Peeke  moved  that  Dr.  Lampert  be 
named  from  South  Dakota  to  serve  on  the 
(Continued  on  Page  107) 
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NOBEL  PRIZES 

The  Nobel  Prizes  — five  cash  prizes  of 
$40,000,  a recognition  certificate,  and  a me- 
dallion bearing  the  likeness  of  Nobel  on  the 
front  and  a symbolic  representation  of  the 
recipient’s  field  of  endeavor  on  the  reverse 
side  — are  awarded  for  Physics,  Medicine  and 
Physiology,  Chemistry,  Literature,  and  Peace 
annually  on  December  10th,  the  anniversary 
of  the  death  of  Nobel  on  December  10th,  1896. 

The  will  of  Alfred  Bernhard  Nobel,  a Swed- 
ish chemist,  provided  that  the  major  portion 
of  his  fortune,  amassed  mainly  from  the  129 
patents  for  nitrocellulose  and  a smokeless 
powder,  the  percursor  of  cordite,  should 
be  invested  by  the  executors  in  reliable  secur- 
ities thereby  forming  a fund,  the  interest  of 
which  was  to  be  distributed  annually  “in  the 
form  of  prizes  among  those  who  have,  within 
the  respective  twelve  month  successively 
elapsed,  rendered  the  greatest  service  to  man- 
kind.” The  prizes  were  to  be  awarded  by  the 
following  agencies:  physics  and  chemistry  by 
the  Swedish  Academy  of  Sciences;  medicine 
or  physiology  by  the  Carolinian  Institution  in 
Stockholm;  literature  by  the  Academy  of 
Stockholm,  and  peace  by  a five  man  com- 
mittee elected  by  the  Norwegian  Storting 
(Parliament). 

All  of  the  distributing  bodies  have  Nobel 
committees  from  three  to  five  persons  and 
special  scientific  bodies  called  Nobel  Institu- 
tions. These  committees  examine  the  sugges- 
tions submitted  to  them  and  express  their 
opinion  as  to  the  prize  allotments.  These  sug- 
gestions must  be  submitted  in  writing  sub- 
stantiated in  detail  and  accompanied  by  the 
candidates  publications.  The  principle  cate- 
gories of  those  elegible  to  submit  the  names 
of  candidates  are  the  following;  members  of 


the  distributing  bodies;  members  of  the  Nobel 
committees;  former  Nobel  prize  winners; 
authorized  university  and  college  faculties, 
and,  for  the  peace  prize,  members  of  govern- 
ment or  international  organizations. 

Nobel  Prize  Winners  in  Medicine  and  Phys- 
iology 1901-1950  edited  by  Lloyd  G.  Steven- 
son, Schuman,  1952,  gives  biographical 
sketches,  as  well  as  information  about  the  re- 
search carried  on  by  each  recipient,  their 
main  contribution  to  the  field  of  medicine, 
and  a description  of  the  prize-winning  work. 

According  to  Science,  volume  126,  Novem- 
ber 15,  1957,  the  Nobel  Prize  for  Physiology 
and  Medicine  for  1957  was  awarded  to  Pro- 
fessor Daniel  Bovet,  aged  50  and  head  of  the 
Department  of  Pharmacology  at  the  Institute 
Superiore  di  Sanita  in  Rome.  Swiss  born,  he 
became  a naturalized  Italian  citizen  in  1947 
and  is  the  first  Italian  to  win  the  prize  since 
1906.  Professor  Bovet  was  an  early  student 
of  antihistamine  compounds  and  discovered 
their  chemical  structure.  Then  he  turned  to 
the  problem  of  muscle  relaxants.  He  an- 
alyzed the  Brazilian  arrow  poison,  used  by  the 
South  American  Indians  to  poison  darts,  and 
developed  a series  of  synthetic  curare  drugs 
that  are  now  considered  landmarks  in  the  his- 
tory of  anesthetics,  one  of  which  is  succinyl- 
choline  now  in  general  use  as  a muscle  relax- 
ant during  surgery  on  the  chest  and  abdomen. 
Currently  he  is  interested  in  the  chemistry 
of  the  brain  and  its  relation  to  mental  illness. 
The  award  was  for  his  discoveries  in  syn- 
thetic curare  compounds. 

A recent  article,  with  Professor  Bovet  as 
co-author,  appears  in  the  Journal  of  Pharma- 
cology and  Experimental  Therapeutics,  vol- 
ume 118,  1956,  page  63,  entitled  “Action  of 
histamine  on  the  jugular  venous  pressure  and 
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cerebral  circulation  of  dogs.  Effects  of  anti- 
histaminic  drugs  (pyrilamine  and  chlorpheni- 
ramine) and  a histamine  liberating  agent 
(48/80  B.  W.).”  The  findings  reported  in  this 
paper  appear  to  confirm  in  the  animal  the 
observations  in  man  made  by  Weiss,  Lennox, 
and  Robb  (1928),  which  twenty-five  years  ago 
attracted  attention  to  the  fact  that  “the  sensi- 
tivity of  the  cerebral  vessels  to  histamine 
(and  epinephrine)  suggest  that  these  chem- 
ical substances  through  their  local  action  may 
play  a role  in  the  physiologic  and  pathologic 
regulation  of  the  cerebral  circulation  in  man.” 

According  to  the  Scientific  American,  vol- 
ume 197,  Dec.,  1957,  page  59,  the  1957  physics 
winners  (among  the  youngest  men  even  to 
receive  the  Nobel  Prize)  were  the  Chinese- 
born,  not  United  States  citizens,  theoretical 
physicists,  Chen  Ning  Yang,  34,  of  the  Insti- 
tute for  Advanced  Study  at  Princeton,  and 
Tsung  Dao  Lee,  30,  of  Columbia  University. 
They  challenged  the  “law”  of  conservation  of 
parity  and  suggested  the  experiment  that 
proved  they  were  right. 

The  prize  for  chemistry  went  to  Sir  Alexan- 
der Todd,  50  and  Professor  of  Organic  Chem- 
istry at  Cambridge  University,  for  his  work 
on  Nucleotide  coenzymes  and  the  determina- 
tion of  the  fundamental  chemical  structure 
of  the  nucleic  acids.  He  was  the  first  to  syn- 
thesize a number  of  important  nucleotides  in- 
cluding adenosine  diphosphate  and  adenosine 
triphosphate. 

According  to  Science,  volume  126,  Septem- 
ber 6,  1957,  page  459,  the  Nobel  laureates  in 
medicine,  chemistry,  and  physics  meet  an- 
nually at  Lindau,  Bavoria  and  lecture  on 
their  particular  fields  of  interest.  The  city  of 
Lindau  and  Count  Bernadotte  act  as  hosts.  A 
large  number  of  instructors,  assistants  from 
various  scientific  institutions,  and  graduate 
students  in  German  and  foreign  universities 
are  invited  to  attend  these  meetings.  Among 
the  United  States  participants  in  1957  were 
the  following  and  the  topics  they  presented: 
P.  S.  Hench  of  Rochester,  Minnesota,  “The 
chemical  and  experimental  use  of  cortisone;” 
W.  M.  Stanley  of  Berkeley,  California,  “Re- 
lations between  virus  and  cancer;”  Selman  A. 
Waksman,  of  Rutgers  State  University,  “Anti- 
biotics and  their  social  significance.” 

A very  distinguished  graduate  of  this  Uni- 
versity, Dr.  Ernest  Orland  Lawrence,  born  in 


Canton,  South  Dakota,  received  the  Noble 
prize  for  physics  in  1939. 

Mrs.  Esther  Howard 
Medical  Librarian 


The  Diagnosis  and  Treatment  of  Vaginal 
Bleeding  During  Pregnancy — 

(Continued  from  Page  90) 

19.  Ratnoff,  O.  D.:  New  England  J.  Med.  253:  63; 

97  1955 

20.  Roddie,  T.  W.:  Brit.  M.  J.  1:  890,  1956 

21.  Schnitz,  H.  E.,  O’Dea,  N.  J.,  and  Isaacs,  J.  H.; 

Obst.  & Gynec.  3:  3,  1954 

22.  Speert,  H.,  and  Guttmacker,  A.  F., 

J.A.M.A.  155:  712,  1954 

23.  Thomas,  E.  W.;  J.A.M.A.  162:  1536,  1956 

24.  Turnbull,  E.  P.,  and  Walker,  J.:  J.  Obst.  & 

Gynec.  Brit.  Emp.  63:  553,  1956 

25.  Word,  B.:  Obst.  & Gynec.  8:  627,  1956 


MEDICAL  ECONOMICS— 

(Continued  from  Page  102) 

In  the  meantime,  may  I remind  you,  my 
medical  colleagues,  that  the  Heart  Associa- 
tion, and  the  other  ethical  national  voluntary 
health  agencies,  are  performing  vital  services 
for  you.  They  are  telling  your  story  to  the 
public;  they  are  protecting  you  from  govern- 
mental domination  on  one  side,  and  from 
local  dictatorship  on  the  other.  But  most  im- 
portant, along  with  you  they  are  leading  the 
way  towards  the  control  of  the  major  chronic 
diseases. 

If  United  Funds  are  permitted  to  continue 
to  undermine  these  efforts  of  the  voluntary 
health  agencies,  research  will  dwindle  and 
the  conquest  of  disease  inevitably  will  be  de- 
layed. The  result  will  be  the  needless  loss  of 
hundreds  of  thousands  of  lives. 

Every  physician  should  give  most  thought- 
ful consideration  to  the  problems  created  by 
the  United  Fund  philosophy  and  tactics.  Free- 
dom is  indivisible.  It  is  for  all,  or  for  none. 
The  medical  profession  will  help  to  preserve 
its  own  freedom  in  the  future  if  it  insists  now, 
through  its  county,  state,  and  national  organ- 
izations, that  the  ethical  voluntary  health 
agencies  be  freed  of  further  coercion  by 
United  Funds. 

Individual  doctors,  who  wish  to  interest 
themselves  and  their  patients  directly  in  the 
work  of  the  Heart  Association,  will  receive 
not  only  an  enthusiastic  welcome,  but  also 
the  satisfaction  of  contributing  in  an  import- 
ant way  to  a volunteer  group,  whose  sole 
purpose  is  to  help  all  physicians  in  their  fight 
against  disability  and  death. 
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ANESTHESIOLOGY— 

(Continued  from  Page  96) 
from  the  anesthesiologist? 

He  may  visit  you  in  your  room  before  the 
operation,  at  the  request  of  your  surgeon, 
who  already  will  have  talked  to  him  about 
your  condition  and  general  state  of  health. 

The  anesthesiologist  will  study  your  chart, 
review  your  medical  history  and  probably 
talk  over  the  proposed  anesthesia.  If  you  are 
overly  nervous,  he  will  use  his  skill  and  ex- 
perience to  relieve  your  apprehension. 

You  enter  the  operating  room  surprisingly 
relaxed  by  the  premedication  which  the  anes- 
thesiologist has  prescribed  for  you. 

He  again  checks  your  mental  state,  blood 
pressure,  pulse,  and  other  important  details. 
Then  he  gives  you  the  anesthetic  drugs  which 
he  and  your  surgeon  have  selected  for  you. 

As  the  surgeon  begins  to  operate,  the  anes- 
thesiologist keeps  a continuous  watch  over 
the  action  of  your  heart  and  lungs.  He  may 
decide  to  administer  blood,  plasma  or  dex- 
trose. He  becomes  the  guardian  of  your  whole 
being  beyond  the  region  in  which  the  surgeon 
is  operating. 

In  an  emergency,  the  judgment  of  the  anes- 
thesiologist may  require  him  to  change  the 
anesthetic  being  used  while  the  operation  is 
still  under  way.  The  operation  may  be  de- 
layed or  even  halted  in  response  to  his  judg- 
ment, until  he  is  able  to  restore  your  psysio- 
logic  condition  more  nearly  to  normal. 

Following  the  operation,  you  awaken 
quickly,  often  surprised  that  the  anesthesia 
has  left  little  after  effect.  You  are  unaware 
whether  the  anesthesiologist  has  treated  you 
to  prevent  shock  or  even  has  literally 
“breathed  for  you”  while  you  were  unable 
to  do  it  satisfactorily. 

much  as  provision  for  this  has  already  been 

His  treatment  probably  has  included  drugs 
to  relax  your  muscles  and  allow  the  surgeon 
to  operate  with  greater  feedom,  and  many 
other  things  to  help  bring  you  safely  through 
the  operation.  He  has  watched  over  you  fol- 
lowing the  operation  as  well. 

In  brief,  your  anesthesiologist  has  served 
you  not  as  a white-garbed  and  impersonal  in- 
dividual, glimpsed  momentarily  before  the 
anesthetic  is  administered,  but  as  a full  mem- 
ber of  the  operating  or  obstetric  team,  whose 
presence  and  skill  are  left  throughout  your 
stay  in  the  hospital. 

In  addition  to  removing  the  factor  of  limi- 
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tation  from  the  surgeon’s  work  in  compli- 
cated cases  ,the  anesthesiologist  is  of  service 
in  all  other  anesthetic  procedures. 

COUNCIL  MEETING— 

(Continued  from  Page  104) 

Advisory  Committee  of  the  North  Central 
Conference  for  the  AMA  Interim  Session. 
The  motion  was  seconded  by  Dr.  Reding  and 
carried. 

Dr.  Peeke  moved  that  the  executive  secre- 
tary be  instructed  to  check  on  material  that 
could  be  given  out  at  the  Hospitality  room 
of  the  North  Central  Conference  states  at 
the  Interim  Session  of  the  AMA,  which  will 
be  held  in  Minneapolis  this  year.  The  mo- 
tion was  seconded  by  Dr.  Reding  and  carried. 

Dr.  Argabrite  was  unable  to  appear  before 
the  Council  to  discuss  the  use  of  penicillin  for 
prophalactic  treatment  of  rheumatic  fever. 
Dr.  Buchanan  moved  that  the  matter  be  laid 
on  the  table  until  the  next  meeting  and  to  in- 
vite Dr.  Argabrite  to  attend.  Dr.  Bailey 
seconded  the  motion,  and  it  was  carried. 

Dr.  Peeke  moved  that  the  Committee  on 
Coroner’s  Law  be  continued  for  another  year. 
Motion  seconded  by  Dr.  Stransky,  and  car- 
ried. 

Dr.  Peeke  moved  that  the  Committee  on 
Coroner’s  Law  revise  and  present  a Coroner’s 
law  to  the  Legislative  Research  Council. 
Motion  was  seconded  by  Dr.  Reding,  and  it 
was  carried. 

Dr.  Reding  moved  that  the  Council  urge 
the  continuation  of  the  refresher  courses  at 
the  University.  Dr.  Morrissey  seconded  the 
motion,  and  it  was  carried.  No  action  was 
taken  on  the  recommendation  from  the  Med- 
ical School  Affairs  Committee  for  the  alloca- 
tion of  students  scholarships  and  $50.00  to 
help  defray  cost  of  a student  to  SAMA  inas- 
made  in  the  budget. 

Dr.  Brogdon  moved  that  the  Council  en- 
dorse the  lung  cancer  survey  of  the  USPHS. 
Motion  seconded  by  Dr.  Morrissey.  Motion 
carried. 

The  recommendations  presented  to  the 
Liason  Committee  with  the  Pharmaceutical 
Association  were  discussed.  Dr.  Stransky 
moved  that  questions  5 and  6 of  these  recom- 
mendations be  referred  back  to  the  commit- 
tee for  further  study  and  that  no  action  be 
taken  on  these  recommendations  until  such 
study  has  been  made.  Dr.  Brogdon  seconded 
the  motion.  Carried. 

The  meeting  adjourned  at  5:00  P.M. 


YANKTON  DISTRICT 
ELECTES  DR.  MONK 

The  Yankton  District  Med- 
ical Society  met  at  Yankton 
State  Hospital  Thursday, 
February  6,  at  which  time 
they  elected  Dr.  Robert 
Monk  as  president  for  the 
coming  year;  Dr.  Amos  Mi- 
chael, Vice-president;  Dr. 
W.  F.  Stanage,  Secretary;  and 
Dr.  Hugo  Andre,  Treasurer. 
The  scientific  speaker  was 
Dr.  Robert  Nelson  of  Sioux 
Falls,  who  discussed  “Non- 
Penetrating  Injuries  of  the 
Chest.”  Executive  Secretary 
Foster  discussed  indigent 
care  proposals.  Medicare,  and 
Blue  Shield. 


LICENSE  BOARDS 
MEET  IN  CHICAGO 

The  Federation  of  State 
Licensing  Boards  met  at  the 
Palmer  House  in  Chicago 
February  9-11.  John  C.  Fos- 
ter, executive-secretary  of 
the  Board  represented  South 
Dakota  at  the  meetings. 

Discussions  included  “The 
Physician  As  An  Addict,” 
“Experiences  With  Probation 
in  California,”  “The  Exam- 
ination Institute”  and  other 
licensure  problems. 


DR.  MARK  COGSWELL 
RECEIVES  WOLSEY 
APPRECIATION 
Dr.  Mark  C.  Cogswell,  for 
51  years  Wolsey’s  family 
doctor,  received  the  best 
wishes  and  gratitude  of  his 
community  at  a program  in 
the  high  school  gymnasium 
Friday,  January  24th. 

Richard  Haeder  was  chair- 
man of  the  program  which 
drew  over  600  people  to  the 
event.  Haeder  introduced 
Dr.  M.  M.  Morrissey,  presi- 
dent of  the  State  Medical  As- 
sociation, Dr.  Ted  Hohm, 
president  of  the  Huron  Dis- 
trict Medical  Society,  and 
John  C.  Foster,  Association 
executive  secretary,  who 
brought  greetings  to  the 
town  of  Wolsey. 

A “This  is  Your  Life”  type 
of  program  as  well  as  a play 
were  presented  for  the  pub- 
lic’s entertainment.  A num- 
ber of  messages  were  read 
from  the  former  townspeople 
and  political  personages,  be- 
ing topped  off  by  a telegram 
from  President  Eisenhower. 

Flowers  were  presented  to 
Dr.  and  Mrs.  Cogswell  by 
their  grandchildren. 

Most  of  the  Huron  phys- 
icians were  present  to  honor 
their  colleague. 


Dr.  Cogswell  established 
practice  in  Wolsey  in  Jan- 
uary of  1907.  Still  active  in 
the  profession,  he  has  re- 
ceived fifty-year  honors  from 
the  University  of  Tennessee 
and  the  South  Dakota  State 
Medical  Association. 


OB-GYN  BOARD 
TO  EXAMINE 

The  next  scheduled  exam- 
inations (Part  II),  oral  and 
clinical  for  all  candidates 
eligible,  will  be  conducted  at 
the  Edgewater  Beach  Hotel, 
Chicago,  111.,  by  the  entire 
Board  from  May  7 through 
17,  1958.  Formal  notice  of 
the  exact  time  of  each  can- 
didate’s examination  will  be 
sent  him  in  advance  of  the 
examination  dates. 

Candidates  who  partici- 
pated in  the  Part  I Examina- 
tions will  be  notified  of  their 
eligibility  for  the  Part  II 
Examinations  at  the  earliest 
possible  date. 

Current  Bulletins  of  this 
Board  may  be  obtained  by 
writing  to: 

Robert  L.  Faulkner,  M.D. 
Secretary-Treasurer 
American  Board  of  Obste- 
trics and  Gynecology 
2105  Adelbert  Road 
Cleveland  6,  Ohio 
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NEW  SPEAKERS 
BUREAU  SET 

“The  General  Practitioner 
Education  Project,  jointly 
sponsored  by  the  American 
Psychiatric  Association  and 
the  American  Academy  of 
General  Practice,  is  inter- 
ested in  the  development  of 
post-graduate  psychiatric 
education  for  the  family 
physician.  One  of  the  ser- 
vices which  is  offered  by  the 
Project  is  a Speakers  Bureau, 
which  is  prepared  to  offer 
names  of  psychiatrists  who 
are  willing  to  serve  as  guest 
lecturers  while  they  are  tak- 
ing their  vacation  trips.  Med- 
ical societies,  hospitals,  etc. 
which  are  interested  in  ob- 
taining names  of  psychiatric 
speakers  may  contact  the 
G.  P.  Project,  American  Psy- 
chiatric Association,  1785 
Massachusetts  Ave.,  N.W., 
Washington,  D.  C. 


USPHS  LISTS 
NEW  CA  TEST 

Supplement  I to  “Survey 
of  Compounds  Which  Have 
Been  Tested  For  Carcino- 
genic Activity”  is  now  avail- 
able. The  publication  lists 
981  compounds  which  were 
tested  during  the  period  1948 
through  1953.  Data  were 
collected  and  classified  by 
Professor  Philippe  Shubik 
of  the  Chicago  Medical 
School,  and  Dr.  Jonathan 
Hartwell  of  the  National 
Cancer  Institute.  Of  the 
total  number  tested,  779  are 
reported  for  the  first  time  in 
these  tests.  Copies  of  the 
new  publication  are  avail- 
able from  the  Superintend- 
ent of  Documents,  U.  S.  Gov- 
ernment Printing  Office, 
Washington  25,  D.  C.  at  $3.50 
each. 


USPHS  OFFERS 

DUTY  SPOTS 

FOR  SERVICE  YEARS 

The  Public  Health  Service 
is  offering  immediate  active 
duty  assignments  to  phys- 
icians who  qualify  for  ap- 
pointment to  the  Service’s 
Commissioned  Corps. 

Physicians  who  have  Selec- 
tive Service  obligations  to 
fulfill  can  meet  them  by 
serving  two  years  active 
duty  in  the  Commissioned 
Corps. 

Public  Health  Service  of- 
ficers receive  the  same  pay, 
allowances  and  benefits  that 
are  received  by  officers  in 
the  Armed  Forces  serving 
on  active  duty. 

The  majority  of  assign- 
ments given  to  physicians  in 
the  Public  Health  Service 
are  in  clinical  medicine  but 
a limited  number  are  avail- 
able in  research,  and  pre- 
ventive medicine  and  public 
health.  The  largest  number 
of  positions  now  available 
are  for  medical  officers  who 
are  completing  internship  or 
are  in  residency  training. 
However,  some  positions  are 
available  for  board-eligible 
or  board-certified  specialists; 
s.g.,  pathologists,  radiologists, 
psychiatrists,  internists,  sur- 
geons, and  pediatricians. 

Inquires  concerning  careers 
in  the  Public  Health  Service 
or  two  years  of  active  duty 
to  satisfy  Selective  Service 
obligations  should  be  direc- 
ted to  the  Surgeon  General, 
U.  S.  Public  Health  Service 
(P),  Washington  25,  D.  C. 


AREA  BLUE  SHIELD 
DIRECTORS  MEET 

The  District  X Blue  Shield 
Meeting  was  held  in  Chicago 
February  2,  1958.  District  X 
consists  of  six  states,  Ne- 
braska, Wisconsin,  North  Da- 
kota, South  Dakota,  Iowa, 
and  Minnesota. 

Doctor  Arthur  Offerman, 
Omaha,  and  Mr.  Don  Eagles 
of  Fargo,  North  Dakota,  were 
nominated  to  the  Blue  Shield 
Commission. 

Doctor  Fons  of  Milwaukee 
was  renamed  President  of 
District  X.  Mr.  Jo  Burger 
of  Omaha  was  renamed  as 
secretary  of  District  X.  Mr. 
John  C.  Foster  represented 
South  Dakota  at  this  meet- 
ing. The  meeting  adjourned 
at  3:45  P.M. 


HAWAII  TOUR 
SET  FOR  JUNE 

A Hawaiian  tour  sponsored 
by  the  Illinois  State  Medical 
Association  is  being  arranged 
for  persons  attending  the 
AMA  sessions  in  San  Fran- 
cisco this  June. 

Departure  from  San  Fran- 
cisco on  Pan-American  is 
scheduled  at  11:59  P.M.  with 
arrival  in  Honolula  at  7:15 
A.M.  Return  to  the  mainland 
begins  Saturday  July  5th  by 
either  boat  or  plane. 

An  additional  attraction 
will  be  a three  day  Hawaii 
Summer  Medical  Conference 
on  July  1-2-3. 

Information  on  the  tour  is 
available  from  the  Harvey  R. 
Mason  Travel  Company,  Pro- 
fessional Building,  Old  Or- 
chard, Skokie,  Illinois. 
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A.C.P.  ARRANGES 
POST-GRAD  COURSES 

The  American  College  of 
Physicians  has  announced  a 
series  of  post-graduate  cour- 
ses at  various  medical  schools 
throughout  the  country. 

“Cardiovascular  Disease” 
will  be  held  at  the  University 
of  Pennsylvania  April  14-18. 

“Current  Views  in  the 
Diagnosis  and  Treatment  of 
Cardiovascular  Diseases  in 
the  Child  and  the  Adult”  will 
be  discussed  at  the  Univer- 
sity of  Illinois  May  12-16. 

“Principles  and  Practice  of 
Internal  Medicine”  is  the 
subject  for  a course  at  the 
University  of  Iowa,  June  2-6. 

The  University  of  Roches- 
ter will  feature  “Selected 
Topics  in  Hematology  For 
Internists”  on  June  9-13. 

“Internal  Medicine”  is  the 
subject  selected  for  the  Uni- 
versity of  California  School 
of  Medicine  in  San  Francisco, 
June  16-20. 

Application  blanks  and  ad- 
ditional information  are 
available  from  E.  R.  Love- 
land, Executive  Secretary, 
American  College  of  Phys- 
icians, 4200  Pine  Street, 
Philadelphia  4,  Pa. 


NEWS  NOTES 

The  South  Dakota  Society 
of  Internal  Medicine  will 
meet  in  Rapid  City  at  the 
Sheraton-Johnson  Hotel  on 
August  30th.  Dr.  D.  L. 
Kegaries  is  program  chair- 
man. 

* * * 

Sioux  Falls  Annual  Clinic 
Day  will  be  held  at  Sioux 
Valley  Hospital  on  Septem- 
ber 3rd. 


Dr.  Paul  Hohm,  Huron, 
has  been  named  president  of 
the  St.  John’s  Hospital  Staff 

for  the  year  of  1958. 

* * * 

Dr.  Stanley  J.  Walters, 

Watertown,  returned  to  prac- 
tice in  February  after  a four 

months  illness. 

* * * 

Theodore  Wrage,  Jr.,  M.D., 

Watertown,  has  opened  an 
office  in  Castlewood  two 
days  a week. 

* * * 

A new  clinic  building  has 
been  opened  in  Burke.  Open 
house  was  held  February 
16th  and  the  date  set  for 
initial  practice  of  a new 
physician  was  March  1st. 

* * * 

Dr.  Edwards  Peters  will 
join  the  staff  of  the  Donahoe 
Clinic  in  Sioux  Falls  in  Aug. 
Dr.  Peters  was  graduated 
from  Augustana  College  and 
is  a native  of  South  Dakota. 


NURSES  ARRANGE 
REFRESHER  WORKSHOP 

Sioux  Valley  Hospital, 
Sioux  Falls,  South  Dakota, 
is  announcing  the  third  work- 
shop for  registered  nurses  on 
new  techniques,  equipment 
and  routine  hospital  pro- 
cedures. Lectures  and 
demonstrations  will  be  pre- 
sented by  members  of  the 
medical  staff,  supervisors  of 
specialized  areas  and  other 
hospital  personnel. 

The  Refresher  Workshop 
will  be  held  April  14-18,  1958 
and  the  following  week  there 
will  be  planned  clinical  ex- 
perience available  for  those 
desiring  it. 

Registration  will  be  Mon- 
day, April  14  at  8:30  a.m.  in 
the  School  of  Nursing.  The 
tuition  fee  is  $10.00. 


Please  direct  interested 
nurses  to  write  to  the  Regis- 
trar, Department  642,  Sioux 
Valley  Hospital,  or  telephone 
4-4911,  Extension  230,  before 
April  4,  1958. 


REHAB  SESSIONS 
SCHEDULED 

The  36th  annual  scientific 
and  clinical  session  of  the 
American  Congress  by  Phys- 
ical Medicine  and  Rehabilita- 
tion will  be  held  August  24- 
29,  1958  inclusive,  at  The 
Bellevue  Stratford  Hotel, 
Philadelphia. 

Scientific  and  clinical  ses- 
sions will  be  given  August 
25,  26,  27,  28,  and  29.  All 
sessions  will  be  open  to  mem- 
bers of  the  medical  profes- 
sion in  good  standing  with 
the  American  Medical  Asso- 
ciation. 

Full  information  may  be 
obtained  by  writing  to  the 
Executive  Secretary,  Doro- 
thea C.  Augustin,  American 
Congress  of  Physical  Med- 
icine and  Rehabilitation,  30 
North  Michigan  Avenue, 
Chicago  2,  Illinois. 


PLAN  TO 
ATTEND  YOUR 
ANNUAL  MEETING 
Marvin  Hughitt  Hof'el 
Huron,  S.  Dak. 
May  17-20 
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TRAINING  OF  PHARMACISTS  THROUGH 
THE  PRACTICAL  EXPERIENCE 
APPROACH* 
by 

Bliss  C.  Wilson** 

Pierre,  South  Dakota 


At  the  time  I was  licensed  as  a pharmacist, 
the  qualifications  for  admission  to  licentiate 
examinations  did  not  include  any  formal  edu- 
cation within  a school  or  college  of  pharmacy. 
Any  person  who  could  submit  evidence  that 
he  had  been  employed  in  a drug  store  for 
three  or  more  years  could  take  the  examina- 
tions and  if  he  received  an  average  grade  of 
seventy-five  per  cent,  or  more,  he  was  entitled 
to  a certificate  as  a licentiate  in  pharmacy. 
We  who  had  attended  a college  of  pharmacy 
were  entitled  to  credit  for  two  of  the  required 
three  years  of  practical  experience.  The  re- 
maining one  year  of  practical  experience  is 
still  a prerequisite  for  licensure  under  state 
pharmacy  laws.  The  importance  of  training 
by  experience  will  be  discussed  later. 

The  examinations  we  took  in  those  days 
were  the  same  as  the  examinations  taken  by 
the  simple  apprentice  and  the  “plugger 
school”  applicants.  It  is  interesting  to  note 
that  most  of  the  non-college  applicants  failed 
to  receive  a passing  grade  until  after  the 
third,  fourth,  and  even  after  their  sixth  trial 
while  those  with  a good  college  background 
seldom  failed  on  their  first  trial.  These  rec- 
ords indicated  the  need  for  pharmacy  college 

*Presented  at  the  Fifth  District  American  Asso- 
ciation of  Colleges  of  Pharmacy  — National  As- 
sociation of  Boards  of  Pharmacy  Meeting, 
Omaha,  October  28,  1957. 

**  Secretary,  South  Dakota  Board  of  Pharmacy. 


education  which  became  mandatory  in  our 
state  after  the  1931  legislative  session.  Pro- 
gress in  South  Dakota  was  from  “no  college 
requirement”  to  “the  four-year  college 
course,”  all  is  one  legislative  action.  You 
know  that  all  states  and  territories  now  re- 
quire not  less  than  the  B.S.  degree  for  admis- 
sion to  licentiate  examinations.  Pharmacy’s 
professional  prestige  will  be  increased,  only 
and  in  the  same  proportion,  as  pharmacy  col- 
lege educational  requirements  are  increased. 
Those  who  now  oppose  lengthening  of  the 
pharmacy  college  course,  will,  in  the  near 
future,  be  reluctant  to  give  up  the  added  pres- 
tige which  all  pharmacists  will  have  as  a re- 
sult of  such  action. 

A thorough  knowledge  of  drugs,  — their 
action  and  uses,  — their  potentially  harmful 
effects  when  taken  accidentally  or  when  used 
improperly  by  those  who  practice  self-med- 
ication, is,  in  my  opinion  of  first  importance 
in  the  education  of  a pharmacist.  It  is  only 
because  the  pharmacist  knows  these  things 
that  he  is  qualified  to  be  of  assistance  in  pro- 
tecting the  health  and  safety  of  those  who  do 
not  possess  such  knowledge.  I say,  that  it  is 
the  responsibility  of  the  colleges  of  pharmacy 
to  give  to  their  students  as  thorough  a knowl- 
edge of  existing  drugs  as  is  possible,  and  to 
teach  their  students  how  they  may  become 
thoroughly  familiar  with  new  drugs  as  they 
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come  upon  the  market.  The  acquirement  of 
the  knowledge  of  drugs  must  be  a continuing 
process  throughout  the  pharmacist’s  active 
career. 

A formal  pharmacy  college  education  is 
our  foundation,  but,  it  is  not  the  attainment 
of  knowledge  alone  that  makes  pharmacy  a 
profession.  Unless  we  learn  to  apply  our 
knowledge  in  the  performances  of  profes- 
sional services,  we  have  not  done  anything  to 
warrant  a professional  standing.  The  expert 
in  any  field  of  endeavor  learns  to  do  well  by 
trial  and  error.  It  is  only  after  self-analysis 
and  re-trial  with  lesser  error  that  perfection 
can  be  reached.  The  application  of  the  ac- 
quired knowledge  of  drugs  in  the  actual  per- 
formance of  professional  pharmacy  services, 
and  improvement  in  such  pharmacy  services 
by  trial  and  error  — and  by  re-trial  with 
lesser  error,  is  my  understanding  of  exper- 
ience in  the  practice  of  pharmacy.  You  can’t 
get  it  in  college.  The  only  place  where  we 
can  learn  by  experience  is  the  place  where 
the  profession  is  actually  being  practiced. 

Now  we  come  to  the  topic  of  discussion  — 
“Should  the  Colleges  Undertake  a Program 
of  Supervising  Practical  Experience?”  I do 
not  think  that  they  should.  I do  not  think 
that  it  was  the  intent  of  the  state  legislature 
bodies  to  have  the  colleges  have  anything  to 
do  with  the  practical  experience  aspect  of 
pharmacist  training.  The  South  Dakota  Phar- 
macy law  provides  that  a candidate  for  licen- 
sure shall  have  acquired  “at  least  one  year’s 
experience  — in  the  practice  of  pharmacy 
under  a regularly  licensed  pharmacist  in  a 
pharmacy  where  physicians’  prescriptions  are 
compounded.”  It  is  clear  that  responsibility 
for  supervision  is  with  the  practitioner  and  in 
the  same  manner  that  it  was  before  any  for- 
mal pharmacy  college  education  was  required 
by  law.  When  a professional  pharmacy  ser- 
vice is  performed  by  one  who  is  not  qualified 
by  law  to  perform  that  service  and  an  error 
is  observed  or  a different  approach  to  the 
situation  would  be  more  professional,  it  is  the 
responsibility  of  the  supervisor  to  call  atten- 
tion to  such  error  or  method  of  approach.  An 
alert  apprentice  will  invite  criticism  by  his 
supervisor  so  that  he  may  learn  to  do  better. 


Self-analysis  of  error  will  gradually  be  ac- 
quired. Until  a candidate  is  able  to  analyze 
his  own  mistakes,  he  is  not  safe  to  be  trusted 
to  serve  the  public  in  a health  profession.  Let 
us  bear  in  mind,  that  the  sole  object,  the  only 
purpose  for  which  our  pharmacy  laws  were 
enacted  is  the  protection  of  public  health  and 
safety.  Pharmacists  have  the  knowledge  — 
but  until  they  learn  to  apply  it  through  ex- 
perience — the  profession  has  failed  in  its  ob- 
jective. 

If  you  have  read  the  article  in  the  October 
American  Pharmaceutical  Association  Jour- 
nal under  the  title  “Pharmacy  Internship 
Training”  you  will  recall  the  proposal  that 
certain  pharmacists  and  certain  pharmacies 
be  designated  where  candidates  must  acquire 
practical  experience.  If  the  candidate  accepts 
employment  in  any  other  pharmacy  — it 
just  doesn’t  count.  It  isn’t  the  busiest  phar- 
macy that  always  offers  the  best  place  for 
acquiring  experience;  neither  is  it  the  phar- 
macy that  fills  the  most  “count  and  pour” 
prescriptions.  The  best  place  to  acquire  ex- 
perience is  the  pharmacy  where  the  super- 
visor has  — and  will  take  time  — to  observe 
the  performance  of  professional  services  and 
to  correct  errors  which  will  lead  to  better 
practices.  Any  proposal  which  would  dictate 
minimum  volume  of  business  or  prescriptions 
filled  or  which  would  deprive  any  pharmacist 
of  his  right  to  supervise  is  unfair  and  not 
equal  justice  under  the  law.  Let  the  candidate 
make  his  own  choice  of  employer  and  super- 
visor. If  his  choice  is  unwise  — the  results 
will  be  reflected  in  grades  received  in  final 
licentiate  examinations. 

I appreciate  the  willingness  on  the  part  of 
certain  colleges  to  make  suggestions  with  re- 
gard to  improvement  of  the  practical  exper- 
ience phase  of  pharmacist  training.  Everyone 
knows  that  it  is  far  from  perfect.  But  under- 
taking a program  where  colleges  would  have 
the  responsibility  of  supervising  the  super- 
visors. No!  In  my  opinion,  the  colleges  have 
completed  their  responsibility  for  pharma- 
ceutical education  after  they  have  granted 
the  degree  in  pharmacy  which  is  a prere- 
quisite for  admission  to  licentiate  examina- 
tions. 
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ANIMAL  HEALTH  PHARMACY* 
Part  VII 

Kenneth  Redman,  Ph.D.** 
Contact  Insecticides 


Contact  insecticides  may  be  used  against  all 
kinds  of  insects,  but  their  use  is  particularly 
indicated  against  the  non-chewing  insects, 
i.e.,  the  piercing-sucking,  sponge-sucking,  and 
flying  insects  regardless  of  the  type  of  mouth 
parts,  and  those  insects  in  a stage  of  the  life 
cycle  in  which  they  are  not  feeding  at  all. 
Many  of  the  contact  insecticides  retain  their 
effectiveness  for  a relatively  short  time  so 
that  they  should  be  applied  thoroughly  to  kill 
all  the  insects  intended  to  be  killed  at  the 
time  of  application.  An  exception  to  this  is 
the  residual  application  of  D.D.T.  to  porches, 
dairy  barns,  etc.,  where  insects  coming  in 
contact  with  the  residue  may  be  killed  for  a 
month  or  two  after  application.  Contact  in- 
secticides are  commonly  applied  as  sprays, 
dusts,  and  aerosols. 

Much  needs  to  be  learned  as  to  how  contact 
insecticides  act.  Some,  such  as  soap  sprays, 
mechanically  obstruct  breathing,  while  others 
may  act  in  a variety  of  ways  systemically  on 
insects,  as  in  warm  blooded  animals.  Nicotine 
in  some  way  acts  on  nerve  ganglia,  pyrethrin 
blocks  nerve  impulses  on  motor  nerves,  ro- 
tenone  in  some  manner  paralyzes  the  circula- 
tion and  respiration,  oils  may  kill  by  a com- 
bination of  actions,  the  dinitrophenols  may 
act  by  greatly  increasing  the  metabolic  rate 

*The  seventh  of  a series  of  articles  concerning  the 
role  of  the  pharmacist  in  animal  and  plant 
health. 

**  Professor  and  Head  of  the  Department  of  Phar- 
macognosy, Division  of  Pharmacy,  South  Dakota 
State  College. 


and  the  need  for  oxygen,  D.D.T.  stimulates 
sensory  nerve  ends  which  produces  tremors, 
and  the  organic  phosphates  poison  cholin- 
esterase, the  acetylcholine  then  allowed  to 
accumulate  causes  uncoordinated  muscle  ac- 
tivity. Insecticides  can  only  be  used  to  their 
best  advantage  as  more  pharmacology,  toxi- 
cology, and  physiology  of  insects  is  learned. 

Contact  Insecticides  from  Plants  and  their 
Analogues 

Tobacco  has  been  used  as  an  insecticide 
since  early  colonial  times.  It  varies  so  much 
in  its  nicotine  and  other  insecticidal  alkaloidal 
constituents,  however,  that  it  is  advisable  to 
use  manufacturers’  standardized  products, 
rather  than  the  crude  product  as  grown  by 
the  farmer.  Nicotine,  a volatile  alkaloid,  is 
characterized  by  being  insoluble  in  water  but 
forming  water  soluble  non-volatile  salts  with 
acids.  Nicotine  is  one  of  the  most  deadly  of 
substances,  killing  insects  and  other  animals 
either  by  inhalation  of  the  vapor,  absorption 
by  external  contact,  or  through  the  alimen- 
tary tract.  Nicotine  is  commonly  marketed 
in  the  United  States  in  the  form  of  the  sul- 
fate. Not  more  than  40  per  cent  concentrates 
are  to  be  found  in  the  retail  trade  because  of 
the  greater  danger  of  higher  concentrations 
to  the  user.  Tobacco  concentrates  or  nicotine 
prepartions  are  commonly  used  in  the  form 
of  sprays  and  dusts,  both  of  which  can  be 
regulated  to  release  volatile  nicotine  in  a 
short  period  of  time  (0-4  hours)  or  for  a long 
period  of  several  days.  In  sprays,  an  alkali 
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such  as  soap  is  used  to  neutralize  the  acid  in 
the  nicotine  sulfate  to  give  a quick  release  of 
the  nicotine  and  to  act  as  a spreader,  while  in 
dusts  hydrated  lime  is  commonly  used,  al- 
though the  alkali  carbonates  will  give  a 
quicker  release  of  the  nicotine.  Sprays  com- 
monly have  about  0.5  per  cent  actual  nicotine 
and  dusts  vary  from  1 to  4 per  cent.  Prepared 
dusts  are  not  stable  for  long  periods  of  time 
even  in  tight  containers,  so  that  such  prep- 
arations should  carry  an  expiration  date. 
Nicotine  insecticides  are  recommended 
against  insects  with  small  soft  bodies,  such  as 
aphids  and  thrips,  for  quick  action  on  flowers 
to  prevent  staining.  Nicotine  sulfate  is  very 
extensively  used  for  the  small,  soft  bodied 
sucking  insects  on  plants,  and  for  poultry  lice. 

Rotenone  is  commonly  used  either  in  dusts 
or  sprays  or  in  the  form  of  derris  and  cube 
roots,  its  chief  commercial  sources.  Since 
derris  grows  in  the  Far  East  mainly,  and  the 
spcies  of  Lonchocarpus  producing  cube 
root  grow  in  South  America,  rotenone  has 
been  a scarce  insecticide  in  the  United  States 
during  war  times  when  transportation  is 
always  a problem.  Rotenone  has  not  been 
found  in  commercial  quantities  in  plants 
growing  in  the  United  States.  Rotenone  has 
been  used  as  an  insecticide  with  the  idea  that 
its  residue  is  relatively  harmless  to  warm 
blooded  animals;  however  it  does  irritate  the 
human  skin  and  internally  moderate  amounts 
are  very  toxic  to  the  higher  animals.  Since 
rotenone  is  not  stable  to  light,  the  small  resi- 
dues left  on  plants  after  application  as  an  in- 
secticide and  the  probable  decomposition 
within  a short  time  are  factors  favorable  to 
its  safe  use.  Rotenone  is  a fairly  rapid  acting 
and  certain  insecticide  and  is  applied  in  the 
form  of  dusts,  sprays,  baits,  aerosols,  and  dips. 
Aqueous  sprays  must  be  freshly  prepared 
since  they  decompose  rapidly.  Some  of  the 
more  common  insects  controlled  by  rotenone 
include  those  on  food  crops  (Mexican  bean 
beetle,  cabbage  worms,  leaf  hoppers,  etc.), 
cattle  grubs  and  lice,  and  fleas  and  ticks  on 
pets  and  domestic  animals.  Until  recently 
it  has  been  claimed  to  be  the  only  known 
effective  control  for  cattle  grubs  (2V2  per  cent 
dust).  Rotenone  may  be  used  with  neutral  or 
inert  dust  diluents  (0.5-1  per  cent).  It  should 
not  be  combined  with  lime-sulfur  solutions  or 
with  Bordeaux  mixture. 


Pyrethrum  Flowers,  N.  F.,  has  been  used 
as  an  insecticide  for  over  150  years.  Chrys- 
anthemum cinerariaefolium  (Family  Com- 
positae),  now  the  chief  commercial  source,  is 
produced  extensively  in  Japan  and  Kenya; 
less  extensively  in  the  U.  S.  and  Dalmatia.  The 
chief  constituents  are  commonly  referred  to 
as  pyrethrin  I and  pyrethrin  II,  but  these  are 
now  known  to  be  mixtures  with  cinerin  I and 
cinerin  II,  respectively.  The  National  Form- 
ulary requires  a yield  of  not  less  than  0.5  per 
cent  of  total  pyrethrins  (Pyrethin  I and  Pyre- 
thin  II).  Pyrethrum  Flowers  are  now  mostly 
extracted  with  organic  solvents  to  form  con- 
centrates of  about  20  per  cent  pyrethrins.  The 
concentrates  are  then  used  to  make  dusts, 
sprays,  aerosols,  emulsion  concentrates,  etc. 
The  pyrethrins  are  extensively  used  for  their 
“knock-down”  effect  on  flying  insects,  espec- 
ially. Often  slower  acting  insecticides,  i.e., 
D.D.T.,  are  incorporated  into  a pyrethrin 
formula  to  complete  the  job  of  killing  insects. 
Another  aspect  of  the  pyrethrins  is  the  syner- 
gistic effect  obtained  by  not  only  other  insec- 
ticides but  by  other  agents  also,  i.e.,  sesamin, 
sulfoxide,  etc. 

Since  the  pyrethrins  are  very  unstable  in 
light,  especially,  as  well  as  in  moisture  and 
air,  they  enjoy  a continued  popularity  for 
household  use  and  against  flies  on  dairy  cattle 
where  lack  of  stability  is  not  an  important 
factor,  but  where  quick  action  is.  They  are 
used  to  some  extent  in  the  forms  of  sprays, 
dusts,  and  aersols  against  garden  and  yard 
insects.  Pyrethum  Flowers  are  reported  to 
have  some  value  as  an  insect  repellent  and 
since  the  pyrethins  are  recognized  as  the  ac- 
tive constituents,  it  follows  that  they  are  re- 
pellents also.  This  is  an  advantage  in  sprays 
for  dairy  cattle,  particularly. 

Allethrin,  a viscous  liquid,  insoluble  in 
water  but  soluble  in  the  liquid  petroleum  hy- 
drocarbons, contains  75-98  per  cent  CinH^eO-s 
as  commercially  produced.  Allethrin  was 
produced  during  the  long  tedious  study  of  the 
chemical  structure  of  the  pyrethrins.  Its  in- 
dications and  uses  are  similar  to  the  pyre- 
thrins, particularly  in  aerosols  as  house 
sprays.  Allethrin  is  cheaper  to  produce  than 
the  pyrethrins,  but  this  advantage  is  at  least 
partially  offset  by  the  lack  of  the  extensive 
synergistic  effect  of  the  pyrethrins  with  other 
compounds.  One  possible  advantage  during 
war  time  is  the  possibility  of  producing  alle- 
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thrin  when  there  is  a scarcity  of  Pyrethrum 
Flowers  and  the  pyrethrins.  Allethrin  is  an 
efficient  insecticide  for  the  pediculi  of  hu- 
mans. 

Sabadilla,  the  seed  of  various  species  of 
Schoenocaulon.  has  been  used  as  an  insecti- 
cide for  centuries.  A mixture  of  the  alkaloids 
is  known  as  veratrine,  an  unfortunate  nomen- 
clature, since  it  suggests  an  alkaloid  from 
Veratrum  species.  Heating  the  seed  to  150°C 
for  1 hour,  mixing  the  powdered  seed  with  an 
alkali  such  as  hydrated  lime,  and  aging  are 
factors  in  increasing  the  effectiveness  of  the 
crude  product  or  its  extracts.  Veratrine  oxi- 
dizes readily  on  exposure  to  light  and  air,  so 
that  there  is  not  much  danger  of  toxic  resi- 
dues being  left  on  agricultural  products  for 
consumption  by  livestock  and  humans.  There 
is  little  danger  of  injury  to  plants,  too.  Saba- 
dilla and  veratrine  are  irritating  to  the  skin 
and  mucous  membranes  of  warm  blooded  an- 
imals, requiring  proper  precautions  in  handl- 
ing them,  including  the  use  of  a respirator. 
Powdered  sabadilla  seed  1 part  with  10  parts 
of  wettable  sulfur  is  claimed  to  be  effective 
against  cattle  lice.  A commercial  sabadilla 
preparation  with  sugar  is  used  against  citrus 
thrips. 

Oil  Sprays  As  Contact  Insecticides 

Oil  sprays,  another  group  of  the  contact 
insecticides,  were  used  to  a limited  extent  as 
early  as  1763.  They  were  well  recognized 
early  in  the  19th  century,  but  since  the  oils 
were  used  unmodified,  their  phytotoxicity 
limited  their  usefulness.  By  the  eighteen 
fifties,  the  commercial  production  of  petro- 
leum added  it  and  kerosene  to  the  earlier  oil 
sprays,  such  as  turpentine  oil,  with  phyto- 
toxicity still  a major  problem.  By  1870  the 
first  satisfactory  oil  sprays  for  plants  were 
prepared  by  emulsifying  the  oils  with  water. 
The  oil  sprays  were  well  established  by  1875, 
using  good  kerosene,  soap,  and  water  emul- 
sions. About  1920,  lubricating  oil  emulsion 
sprays  were  effectively  used  against  the  San 
Jose  scale.  By  1930  highly  refined  white  oils 
from  petroleum,  relatively  free  from  un- 
saturated hydrocarbons  and  highly  volatile 
fractions,  were  established  as  safe  sprays  on 
leaves.  Some  of  the  more  important  uses  of 
oils  sprays  and  the  types  indicated  include: 
(1)  dormant  (winter)  sprays  for  scale  insects, 
insect  eggs  (ovicide),  and  mites;  (2)  summer 
(foliage)  sprays  for  aphids,  scale  insects,  and 


mealy  bugs;  (3)  parasiticides  for  lice,  mites, 
and  fleas  on  domestic  animals  and  certain 
pets;  (4)  carriers  for  other  insecticides,  i.e., 
pyrethrum,  D.D.T.,  thiocyanates,  sulfur, 
nicotine,  rotenone,  etc. 

The  kinds  of  oils  used  in  oil  sprays  include: 
(1)  fixed  oils  of  plant  and  animal  origin,  i.e., 
fish,  soy,  castor,  and  linseed  oils  for  making 
soaps  for  insecticidal  use;  (2)  volatile  oils  and 
related  substances,  i.e.,  methyl  salicylate, 
anise,  citronella,  peppermint  and  camphor, 
for  use  as  attractants  in  baits  mostly,  but 
sometimes  as  repellents;  (3)  petroleum  oils  in 
a large  variety  of  grades  designed  for  many 
uses  from  dormant  to  foilage  sprays.  Vola- 
tility, viscosity,  the  amount  of  saturated  and 
unsaturated  hydrocarbons,  surface  tension, 
and  the  amount  of  unsulfonated  residue  are 
some  of  the  important  factors  governing  the 
uses  of  the  petroleum  oils.  In  general,  the 
lower  the  volatility  the  more  insecticidal  the 
petroleum  oil,  until  a limit  is  reached  when 
the  oil  is  not  volatile  enough  to  penetrate  the 
tracheal  system  of  the  insect.  Lighter  oils  are 
more  toxic  to  plants.  The  problem  is  to  find 
the  heaviest  oil  that  will  kill  the  insects  on  a 
host  plant  which  is  light  enough  to  be  used 
with  safety  on  it.  In  general,  the  lower  the 
viscosity  of  the  oils,  the  safer  they  are  to  use 
on  plants.  Too  much  volatile  hydrocarbons  as 
impurities  in  dormant  sprays  is  not  desirable. 
An  oil  with  a low  surface  tension  has  a 
greater  wetting  and  spreading  ability;  hence 
covers  foliage  and  insect  surfaces  more  ef- 
ficiently. The  unsulfonated  residues  in  pe- 
troleum oils  brings  about  a slow  oxidation  of 
the  oil  film,  producing  organic  acids  harmful 
to  plants.  Climatic  conditions  are  other  fac- 
tors to  be  considered  in  the  application  of  oil 
sprays.  Dry  soil  or  drying  winds  and  freez- 
ing temperatures,  for  instance,  are  more 
likely  to  cause  the  dormant  sprays  to  damage 
plants. 

Sulfur  and  Sulfur  Compounds  as  Contact 
Insecticides 

Lime-sulfur  sprays  have  been  used  as  a 
contact  insecticide  for  many  years.  They  are 
still  extensively  used  for  both  their  insecti- 
cidal and  fungicidal  actions.  Reacting  slaked 
lime  [Ca(OH)2]  with  sulfur  is  the  most  com- 
mon method  of  getting  the  sulfur  into  solu- 
tion, but  potassium,  sodium,  ammonium, 
barium  and  magnesium  hydroxides  could  be 
used.  In  the  reaction  just  mentioned,  various 
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polysulfides  of  calcium  are  formed,  calcium 
pentasulfide  (CaSr.)  being  reported  as  the 
most  effective  one  as  an  insecticide  and  fun- 
gicide. Since  calcium  pentasulfide  is  lost  by 
prolonged  boiling  of  the  reaction  mixture,  it 
is  best  to  not  continue  boiling  for  more  than 
45  to  60  minutes.  Calcium  sulfite  may  be 
formed  in  the  reaction  and  since  it  is  rela- 
tively insoluble  in  water,  it,  together  with 
any  excess  lime  or  sulfur  will  settle  out  as  a 
sludge  and  should  be  separated  by  siphoning 
or  decantation.  A recommended  formula  for 
a lime-sulfur  solution  is  hydrated  lime  67 
lbs.,  powdered  sulfur,  100  lbs.,  water,  q.s.  100 
cong.  Agitate  while  boiling  for  about  50 
minutes.  A good  lime-sulfur  solution  has  a 
specific  gravity  of  31-33°  Baume.  This  should 
be  diluted  according  to  specific  directions  be- 
fore use  as  a spray.  Lime-sulfur  sprays  (2  per 
cent)  are  used  against  the  brown  rot  in  peach 
orchards,  various  diseases  and  pests  of  almond 
and  prume  orchards  and  citrus  groves, 
powdery  mildew  of  apple  orchards  (2.5-3  per 
cent)  and  certain  scale  insects,  including  the 
San  Jose  scale.  There  is  some  danger  of  lime- 
sulfur  sprays  damaging  foliage,  especially  if 
they  are  applied  when  the  atmospheric  tem- 
perature is  about  90°F.  or  above.  Special 
formula  lime-sulfur  solutions  are  used  as 
sheep  and  cattle  dips  for  scab  mites,  etc. 

A somewhat  less  effective  form  of  lime- 
sulfur  is  prepared  in  dry  form  to  be  mixed 
with  water  just  prior  to  use.  The  advantages 
claimed  is  that  (1)  it  eliminates  much  of  the 
bother  of  preparation  by  the  user  and  (2)  the 
shipment  of  water,  if  the  liquid  preparation 
is  used  at  a distance  from  the  place  of  manu- 
facture. Lime-sulfur  sprays  are  sometimes 
combined  with  nicotine  sulfate,  oil  emulsions, 
or  petroleum  oils.  Lime-sulfur  sprays  should 
not  be  combined  with  Bordeaux  mixture, 
pyrethrin,  or  rotenone,  because  of  the  alka- 
linity of  the  lime-sulfur  solution. 

Elemental  sulfur  is  another  contact  insec- 
ticide which  exists  in  a variety  of  commer- 
cial forms:  (1)  wettable  sulfur,  (2)  flotation 
sulfur,  (3)  colloidal  sulfur,  (4)  sublimed  sul- 
fur, (5)  ground  sulfur,  and  (6)  micronized  sul- 
fur. These  various  forms  of  sulfur  result  from 
different  methods  of  manufacture,  of  course, 
some  being  amorphous  and  others  crystalline. 
At  present,  sulfur  is  used  more  as  a fungicide 
than  as  an  insecticide,  but  in  both  instances, 
within  limits  (25-2  microns),  particle  size  is 


inversely  proportional  to  activity.  Sulfur  par- 
ticles larger  than  about  25  microns  have  been 
shown  to  be  essentially  valueless  as  insecti- 
cides and  fungicides,  but  particles  smaller 
than  about  2 microns  drift  too  badly  to  be 
satisfactorily  used  as  dusts.  The  fine  sulfurs 
may  be  prepared  as  pastes,  however,  to  be 
used  in  sprays  to  advantage.  Sulfur  acts  as  a 
fungicide  and  insecticide  by  sublimation  after 
application.  Since  the  sublimation  is  only 
effective  at  close  proximity  (about  1 micron) 
to  fungus  spores  or  insects,  the  host  must  be 
uniformity  well  covered  with  sulfur  for  max- 
imum results.  Applied  in  atmospheric  tem- 
peratures above  85 °F.,  the  sublimation  may 
be  sufficiently  rapid  to  harm  plants.  Sulfur 
is  sometimes  diluted  with  10  to  50  per  cent 
of  inert  material  to  lessen  the  danger  of 
“burning”  plants.  Diluents  are  also  added  as 
“conditioners”  to  keep  some  of  the  finer  sul- 
furs from  caking  and  also  to  make  the  sulfur 
more  easily  wetted,  since  particles  of  sulfur 
become  electrically  charged  very  easily  and 
cannot  be  wetted  in  such  a condition.  Ground 
sulfur  in  various  grades  is  the  form  most  gen- 
erally used  as  a pesticide  in  the  United  States. 
It  commonly  is  referred  to  as  325-mesh  sul- 
fur and  is  prepared  with  specific  conditioners 
for  both  sprays  and  dusts.  Sulfur  has  had  a 
reputation  as  a miticide,  but  it  is  most  fre- 
quently used  now  as  an  insecticide  in  com- 
bination with  other  insecticides,  such  as  DDT, 
not  only  as  a miticide  but  also  against  cotton 
insects  and  others. 

Organic  thiocyanates  have  been  used  as 
contact  insecticides  since  1932,  acting  on  the 
nervous  system  of  insects  — possibly  as  res- 
piratory and  circulatory  paralyzants.  They 
have  a rapid  action  and,  hence,  give  a good 
knockdown  of  flying  insects.  Since  they  will 
not  stain  or  corrode  household  furnishings 
under  ordinary  use,  and,  since  they  are  not 
very  toxic  to  mammals,  they  are  indicated  for 
use  in  household  insecticides  and  in  cattle 
sprays.  Some  of  the  more  commonly  used 
organic  thiocyanates  include:  Isobornyl  thio- 
cyanoacetate  (Thanite),  beta-butoxy-beta-thio- 
cyanodiethylether  (Lethane  384),  beta-thio- 
cyanoethyl  laurate  (Lethane  60),  and  lauryl 
thiocyanate  (Loro).  Lethane  384  and  Loro  are 
also  used  for  the  control  of  leafhoppers,  thrips, 
white  flies,  aphids,  and  mealy  bugs  on  green- 

(Continued  on  Page  121) 
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THE  PRESCRIPTION  PHARMACIST 
TODAY* 


Part  11 
by 

Wallace  Croalman  and  Paul  B.  Sheatsley 
New  York  City,  New  York 
The  Stores  They  Work  In 


Prescriptions  are  by  far  the  leading  source 
of  business  in  the  stores  where  the  survey 
was  made.  Among  the  druggists  interviewed, 
15  per  cent  indicate  that  prescriptions  account 
for  two-thirds  or  more  of  the  store’s  total 
business,  while  another  24  per  cent  say  that 
prescriptions  account  for  about  half  the 
store’s  business.  (This  survey,  of  course,  was 
weighed  in  favor  of  stores  doing  a large 
volume  of  prescription  business.) 

Next  to  prescriptions,  proprietary  and  pa- 
tent medicines  are  the  main  source  of  rev- 
enue in  the  stores  studied.  Then  come  cos- 
metics, toiletries,  baby  needs,  and  similar 
products.  Although  about  three  out  of  five 
stores  have  soda  fountains,  food  and  soft 
drinks  are  a relatively  minor  source  of  in- 
come — at  least  in  the  stores  surveyed. 

The  great  majority  of  stores  — 87  per  cent 
— are  classified  as  independent  by  the  phar- 
macists surveyed,  while  10  per  cent  are  mem- 
bers of  large  chains  and  3 per  cent  are  mem- 
bers of  small  chains.  As  far  as  total  volume 
of  business  is  concerned,  44  per  cent  of  the 
respondents  estimate  gross  sales  for  the  pre- 
vious twelve  months  at  $100,000  or  more;  32 

* This  is  the  second  of  a series  of  articles  present- 
ing a factual  study  of  the  pharmacists  role  in  the 
health  field.  The  study  was  made  possible  by  a 
grant  from  the  Health  Information  Foundation. 
The  first  article  will  be  found  in  Volume  II,  No. 
1,  January  1958. 


per  cent  put  the  figure  at  between  $50,000 
and  $100,000,  and  17  per  cent  put  it  at  under 
$50,000. 

The  pharmacists  seem  well  satisfied  with 
the  stores  they’re  connected  with.  Against 
the  85  per  cent  who  say  that  the  stores  are  in 
good  locations,  only  3 per  cent  say  they’re 
poorly  located.  Yet  many  stores  are  in  areas 
where  competition  is  severe:  More  than  half 
the  stores  surveyed  are  in  areas  that  have 
three  or  more  drug  stores.  Only  one  store  in 
six  has  no  competition  in  its  area. 

How  They  Like  Their  Work 

The  pharmacists  in  this  study  shape  up  as 
a reasonably  well  adjusted,  satisfied  group  — 
and  a group  with  few  delusions  of  grandeur 
about  their  place  in  the  health  field. 

Opinion  is  fairly  evenly  divided  about 
whether  the  general  public  regards  the  phar- 
macist mainly  as  a professional  man  or 
mainly  as  a businessman.  Against  the  48  per 
cent  of  the  pharmacists  answering  “mainly 
professional,”  44  per  cent  say  “mainly  bus- 
iness.” (The  remainder  won’t  venture  a 
guess.)  Among  druggists  who  think  the  pub- 
lic regards  them  as  primarily  businessmen, 
interestingly  enough,  there  is  a fairly  strong 
feeling  that  they  would  prefer  to  be  consid- 
ered professional  men. 

Does  pharmacy  require  more  professional 
ability  today  than  ten  or  fifteen  years  ago,  or 
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less  ability?  Sixty  per  cent  of  the  druggists 
say  “more”ability  today,  while  only  22  per 
cent  say  “less.”  These  major  reasons  are  cited 
by  the  majority: 

“The  new  drugs  are  more  complex,  tech- 
nical, powerful;  the  pharmacist  needs  more 
skill  and  training  in  order  to  understand  and 
handle  them.” 

“There  are  more  drugs  to  know  about,  and 
new  ones  keep  coming  out  all  the  time.  It’s 
harder  to  keep  up  with  the  field,  and  so  the 
pharmacist  needs  more  skill  and  training. 

“More  knowledge  is  needed  today  in  deal- 
ing with  the  public.  People  are  better  edu- 
cated, more  sophisticated  about  drugs,  and 
expect  more  of  the  pharmacist.” 

“Doctofs  rely  more  on  the  pharmacist  today 
for  information  and  advice  about  drugs.” 

Less  than  1 per  cent  of  all  pharmacists  cite 
today’s  greater  legal  regulations  and  restric- 
tions as  a reason  why  pharmacists  need  more 
ability  these  days. 

Among  the  relatively  few  pharmacists  who 
feel  that  less  ability  is  needed  today,  this  one 
comment  is  typical:  “Medicines  are  ready- 
made, pre-packaged  today.  Hardly  any  com- 
pounding is  required.  The  pharmacist  just 
orders  what  he  needs,  counts  out  pills,  pours 
from  one  bottle  to  another.” 

Although  most  of  the  men  concede  that 
there  are  problems  in  their  work,  52  per  cent 
nevertheless  consider  pharmacy  a “very 
good”  field  for  a young  man  to  enter.  Another 
37  per  cent  call  it  a “fairly  good”  field  — so 
only  a very  few  druggists  are  openly  pessi- 
mistic about  the  future  of  their  profession. 
Significantly,  the  most  favorable  opinions 
come  from  young  pharmacists  themselves: 
Among  druggists  39  or  younger,  63  per  cent 
consider  theirs  a “very  good”  field. 

Despite  these  generally  favorable  impres- 
sions, two  out  of  five  druggists  point  to 
specific  shortcomings  in  their  line  of  work. 
The  leading  complaints  have  an  economic 
base:  low  pay,  not  enough  profit,  little  or  no 
chance  of  advancement,  etc.  Complaints 
about  hours  and  working  conditions  are  also 
common:  “We  work  too  long  for  what  we  get 
out  of  it;”  “You’re  on  your  feet  all  day;”  and 
similar  comments. 

Another  sore  spot  with  some  pharmacists 
is  lack  of  prestige.  A number  of  druggists  say 
that  doctors  and  the  public  fail  to  show  them 
the  respect  that  their  training,  education,  and 


responsibilities  entitle  them  to. 

On  the  other  hand,  more  than  two-thirds  of 
the  pharmacists  in  the  study  have  favorable 
comments  to  make  about  their  profession. 
Half  the  men  with  such  comments  say  that 
the  field  pays  well;  others  point  to  a sense  of 
security  in  the  field  or  comment  that  it  is 
always  easy  to  get  a job  because  there  is  a 
shortage  of  trained  pharmacists.  Factors  cited 
less  often  include  the  social  usefulness  of  the 
profession,  good  hours  and  working  con- 
ditions, and  a feeling  that  pharmacy  is  a pro- 
fession that  people  look  up  to. 

In  other  words,  while  some  druggists  com- 
plain about  low  pay,  unfavorable  working 
condition,  and  lack  of  prestige,  others  are 
favorably  impressed  by  the  same  factors  of 
income,  working  conditions,  and  prestige. 
Apparently  there  are  good  and  bad  jobs  in 
pharmacy  as  in  every  other  field  — and  ap- 
parently, too,  different  pharmacists  have  dif- 
ferent concepts  of  what  they  should  get  out 
of  their  work. 

What  major  problems  face  druggists  in 
their  relations  with  the  public?  Twenty-eight 
per  cent  of  the  men  surveyed  fail  to  identify 
any  specific  issues.  Fourteen  per  cent  cite 
problems  dealing  with  pubic  ignorance,  mis- 
understanding, and  complaints  about  prices, 
and  the  same  proportion  mention  the  need 
to  win  greater  public  respect  for  pharmacy 
as  a profession. 

What  They  Say  About  Prescriptions, 
Drug  Costs,  and  Drug  Manufacturers 

The  pharmacists  in  this  study  probably 
spend  more  time  actually  working  with  pres- 
cription drugs  than  would  a truly  random 
selection  of  the  profession.  Sixty-two  per 
cent  of  those  surveyed,  in  fact,  spend  at  least 
half  their  working  hours  dealing  with  pres- 
criptions. There  is  special  pertinence,  then, 
in  what  these  pharmacists  say  about  prescrip- 
tion costs,  customer’s  views  on  prescriptions, 
and  similar  matters. 

Four  out  of  five  druggists  get  at  least  occas- 
ional complaints  about  prescription  prices. 
But  only  9 per  cent  say  that  such  complaints 
come  up  “very  often.”  Most  druggists  who 
report  some  measure  of  customer  dissatisfac- 
tion concede  that  complaints  come  up  only 
occasionally.” 

When  customers  complain  about  prescrip- 
tions, the  issue  is  almost  always  the  price  — 
at  least,  this  is  the  way  the  pharmacist  sees 
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it.  Only  4 per  cent  of  the  men  surveyed  admit 
to  getting  complaints  very  often  or  fairly 
often  concerning  the  time  it  takes  to  fill  a 
prescription;  only  7 per  cent  say  that  patients 
complain  very  often  or  fairly  often  about 
prescriptions  calling  for  more  medicine  than 
seems  necessary. 

At  what  price  does  the  public  begin  to  com- 
plain that  a prescription  costs  too  much? 
About  19  per  cent  of  the  pharmacists  say  they 
usually  get  complaints  about  price  at  some 
figure  under  $4;  38  per  cent  name  a figure  in 
the  $4-$5.99  range;  and  14  per  cent  set  the 
figure  at  $6  or  more.  Seven  per  cent  deny 
receiving  any  complaints,  and  the  remaining 
22  per  cent  say,  in  effect,  “No  special  price. 
Some  people  will  complain  at  any  price.” 

Seventy-seven  per  cent  of  the  pharmacists 
single  out  antibiotics  as  the  medicine  most 
frequently  involved  in  price  complaints. 
Hormone  preparations  are  mentioned  by  33 
per  cent  of  all  pharmacists;  vitamin  prepara- 
tions, by  11  per  cent.  (Some  respondents 
name  more  than  one  category.)  This  doesn’t 
necessarily  mean  that  antibiotics  are  receiv- 
ing a disproportionate  number  of  complaints, 
of  course;  it  may  simply  reflect  the  frequency 
with  which  antibiotics  are  prescribed.  It’s 
worth  noting,  in  passing,  that  when  this  study 
was  made,  in  1955,  the  pubic  was  far  less 
familiar  with  the  term  “tranquilizer”  than  it 
is  now. 

The  pharmacists’  views  on  what  customers 
think  about  prescription  costs  do  not  always 
square  with  the  answers  given  by  customers 
themselves.  Here  are  a few  pertinent  find- 
ings from  the  interviews  with  the  general 
public: 

Two  out  of  every  three  persons  interviewed 
describe  the  price  of  prescriptions  as  “much 
too  high”  or  “somewhat  high.”  (About  three 
out  of  five  doctors  surveyed  agree  with  the 
public’s  view.)  Who  is  to  blame  for  high 
prices?  The  public  blames  retail  druggists 
far  more  often  than  it  blames  drug  manufac- 
turers, doctors,  or  other  interested  parties. 

More  than  half  of  the  representatives  of  the 
public  interviewed  recall  buying  one  of  the 
“miracle  drugs”  (antibiotics,  sulfa  drugs,  and 
the  like)  at  some  time  or  other.  Of  the  per- 
sons in  this  group,  48  per  cent  say  the  drug 
cost  more  than  they  expected,  6 per  cent  say 
it  cost  less,  and  38  per  cent  say  it  cost  about 
what  they  expected.  Four  out  of  every  five 


customers  were  “entirely  satisfied”  with 
their  experience  with  miracle  drugs.  Of  those 
reporting  any  dissatisfaction  with  their  pur- 
chases, fewer  than  one  in  five  complained 
about  the  cost. 

Do  customers  question  the  price  of  pre- 
scriptions more  today  than  they  did  ten  years 
ago?  Forty-one  per  cent  of  the  pharmacists 
feel  that  complaints  are  more  common  today; 
27  per  cent  think  they’re  less  common;  and 
the  remainder  fail  to  notice  any  difference. 

Pharmacists  stating  that  complaints  are 
more  common  today  attribute  the  trend  to 
two  main  factors:  the  increasing  reliance  on 
new,  necessarily  expensive  drugs;  a rise  in 
the  price  of  all  drugs,  old  as  well  as  new. 
Druggists  who  believe  that  complaints  are 
less  common  today  generally  explain  that 
times  are  more  prosperous  these  days,  and 
that  people  are  more  used  to  paying  high 
prices  for  everything. 

Two  out  of  three  pharmacists  feel  that  cus- 
tomers complaints  about  prescription  costs 
are  “hardly  ever”  justified,  and  only  one  man 
in  ten  says  they  are  “usually”  justified.  Still, 
complaints  do  come  up.  How  do  the  phar- 
macists deal  with  them? 

The  most  common  explanation  given  to 
complaining  customers,  say  the  druggists,  is 
that  research,  development,  and  production 
costs  are  necessarily  high,  and  that  these  costs 
account  for  what  seems  like  a high  price  to 
the  consumer.  Another  favorite  explanation 
is,  “The  drug  is  worth  the  cost;  it  saves  money 
in  the  long  run.”  Only  16  per  cent  of  the  phar- 
macists admit  countering  customers’  corn- 
paints  with  answers  justifying  their  own  con- 
duct. Among  this  group,  stock  replies  include, 
“I  have  to  pay  a lot  for  the  drug,”  “I  only 
make  a small  profit  on  it,”  and  other  remarks 
in  this  vein. 

On  an  even  touchier  subject,  three  out  of 
four  pharmacists  deny  that  people  ever  ask 
them  to  suggest  a less  expensive  medicine  as 
a substitute  for  a prescription  drug.  Those 
who  admit  getting  such  requests  almost  in- 
variably deny  going  along  with  the  customers 
request.  What  do  they  do,  then?  Here  are 
three  typical  replies: 

“I  tell  the  customers  it’s  illegal  and  un- 
ethical.” 

“I  defend  the  prescription  and  praise  the 
doctor.” 

“I  tell  them  to  see  the  doctor  about  it.” 
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Most  pharmacists  (84  per  cent)  say  that  doc- 
tors should  warn  patients  in  advance  when  a 
prescription  will  be  expensive,  but  only  10 
per  cent  of  all  druggists  feel  that  the  doctor 
should  actually  estimate  the  cost.  By  con- 
trast, 42  per  cent  of  all  physicians  say  they 
do  estimate  the  cost  of  an  expensive  prescrip- 
tion for  the  patient,  and  another  51  per  cent 
warn  that  a drug  will  probably  be  expensive. 
Doctors,  according  to  the  druggists  in  this 
study,  have  a fairly  good  idea  of  what  a pre- 
scription will  cost;  seven  out  of  ten  phar- 
macists say  that  prices  for  filling  prescrip- 
tions do  not  vary  much  from  one  drug  store 
to  another  in  their  area. 

On  the  subjects  of  drug  manufacturers, 
wholesalers,  and  contacts  with  these  sources, 
the  pharmacists  opinions  can  be  summed  up 
as  follows: 

The  druggists  show  a fairly  pronounced 
preference  for  detail  men  over  printed  ma- 
terial as  a means  of  learning  about  new  drugs. 
Fifty-four  per  cent  of  the  men  surveyed  list 
detail  men  as  the  preferred  source  of  infor- 
mation, while  only  29  per  cent  prefer  litera- 
ture. 

How  can  detail  men  be  more  helpful  to  re- 
tail druggists?  Suggestions  include  more  fre- 
quent visits,  distribution  of  more  literature 
to  supplement  visits,  the  detailing  of  drug- 
gists before  doctors,  and  the  practice  of  leav- 
ing samples  of  new  drugs  for  filling  initial 
prescriptions. 

When  asked  how  drug  wholesalers  might 
be  more  helpful  to  them,  more  than  half  the 
pharmacists  failed  to  specify  any  suggestions; 
only  26  per  cent  failed  to  suggest  ways  in 
which  drug  manufacturers  could  be  more 
helpful.  Three  out  of  ten  druggists,  in  men- 
tioning ways  in  which  manufacturers  could 
be  more  helpful,  said  they  should  stop  dup- 
licating each  other’s  products.  Other  sugges- 
tions for  improvement:  Detail  the  store  more; 
provide  more  information  about  new  drugs 
before  prescriptions  begin  to  come  in. 

Two  out  of  three  pharmacists  believe  vol- 
untary health  insurance  has  had  no  effect  on 
their  prescription  business  as  yet.  Most  drug- 
gists concede,  however,  that  they  would  be 
affected  if  more  health-insurance  policies 
covered  drug  costs  — and  they’re  not  at  all 
sure  that  the  effect  would  be  beneficial  to 
them. 

Some  pharmacists,  it’s  true,  feel  that  such 


coverage  would  enable  more  people  to  buy 
necessary  medicine;  but  others  argue  that 
broader  insurance  policies  would  result  in 
more  prescriptions  being  filled  in  hospitals, 
more  red  tape,  possibly  price  fixing,  and  per- 
haps more  governmental  interference  in  med- 
icine. For  these  and  other  reasons,  more  than 
half  the  pharmacists  surveyed  indicate  they 
would  oppose  having  prescription  costs  made 
part  of  prevailing  health-insurance  contracts. 


ANIMAL  HEALTH  PHARMACY— 

(Continued  from  Page  119) 
house  and  garden  plants.  Many  of  the  thio- 
cyanates are  used  in  2.5  to  5 per  cent  oil 
sprays,  but  some,  i.e..  Loro,  is  marketed  as  a 
dust  with  a wetting  agent.  The  organic  thio- 
cyanates are  compatible  and  frequently  used 
with  the  pyrethrins  and  rotenones. 

Phenothiazine,  N.F.,  although  known  since 
1883,  was  first  shown  to  have  insecticidal 
value  in  1934.  Phenothiazine  is  oxidized  in 
the  presence  of  light  and  air.  It  has  been  used 
as  a mosquito  larvicide  and  as  an  insecticide 
against  the  codling  moth,  but  its  instability 
has  yielded  erratic  results.  Both  pheno- 
thiazine and  its  oxidation  products  have  fun- 
gicidal value,  but  more  especially  pesticidal 
value  for  the  internal  parasites  of  mammals. 
It  is  combined  with  nicotine  (PN)  as  an  in- 
ternal parasiticide  for  poultry.  Phenothiazine 
should  not  be  used  externally,  since  it  sensi- 
tizes the  skin  to  light.  Dusts  should  not  be 
inhaled.  Formulae  include  capsules;  mixtures 
with  salt,  minerals,  and  feeds;  drenches  and  a 
wettable  powder. 


M.D.'S— PHARMICS  WORK  TOGETHER 

Representatives  of  a joint  committee  of  the 
State  Pharmaceutical  Association  and  the 
State  Medical  Association  met  in  Huron  Jan- 
uary 17  th. 

Purpose  of  the  meeting  was  to  discuss 
problems  common  to  the  two  professions. 
Items  for  discussion  have  not  as  yet  been  ap- 
proved by  the  two  associations. 
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EARL  R.  SERLES  MEMORIAL  FUND 

For  many  years  the  South  Dakota  Phar- 
maceutical Association  has  sponsored  a loan 
fund  known  as  the  South  Dakota  Pharmaceu- 
tical Association  Loan  Fund. 

At  the  annual  convention  of  the  Associa- 
tion in  Rapid  City  it  was  voted  to  establish  in 
memory  of  Dr.  Earl  R.  Series  the  Earl  R.  Ser- 
ies Memorial  Scholarship  and  Loan  Fund  and 
that  this  new  loan  fund  be  inaugurated  by 
transferring  the  funds  in  the  South  Dakota 
Pharmaceutical  Association  Loan  Fund. 

Dr.  Series  served  South  Dakota  State  Col- 
lege as  Dean  of  the  Division  of  Pharmacy 
from  1923  until  1940.  At  the  time  of  his  death 
he  held  the  position  of  Dean  and  Professor  of 
Pharmacy  at  the  University  of  Illinois. 

A committee  of  three,  appointed  by  the 
president  of  the  association,  will  administer 
the  fund.  Present  committee  members  in- 
clude W.  G.  Ray,  Robert  Matson  and  Floyd 
LeBlanc  — Chairman. 

Money  in  the  fund  will  be  available  for 
loans  to  worthy  students  of  the  Division  of 
Pharmacy.  The  interest  received  will  be  used 
to  provide  scholarships. 

Members  of  the  South  Dakota  Pharmaceu- 
tical Association,  Alumni  of  the  Division  of 
Pharmacy  and  others  are  invited  to  augment 
this  fund  with  voluntary  contributions  and 
memorials.  Contributions  to  the  Fund  should 
be  sent  to  the  Division  of  Pharmacy,  South 
Dakota  State  Colege,  Brookings,  South  Da- 
kota. 

The  names  of  those  individuals  in  whose 
honor  memorials  are  established  and  the 
names  of  those  making  contributions  will  be 
made  a permanent  part  of  the  records  of  the 
fund  and  displayed  in  an  appropriate  manner. 


GRADUATE  SPECIFICATIONS  MUST 
MEET  NEW  STANDARDS 

The  National  Bureau  of  Standards  has  set 
down  new  specifications  for  liquid  measur- 
ing devices  used  in  pharmacies.  This  action 
was  taken  following  the  40th  National  Con- 
ference of  Weights  and  Measures  which  took 
place  in  1955  and  became  effective  July  1, 
1956. 

The  specification  changes  in  pharmaceu- 
tical graduates  require  that  graduates  with 
capacity  of  four  drams  and  less  may  be  grad- 
uated in  only  one  scale,  English  or  metric, 
not  both.  A graduate  of  Vi  ounce  capacity  or 
less  must  be  cylindrical  in  shape  and  any  of 
those  over  1/2  ounce  may  be  cylindrical  or 
conical  in  shape. 

The  new  specifications  also  require  that 
the  lowest  interval  represent  not  less  than  % 
or  not  more  than  14  of  the  nominal  capacity 
of  the  graduate.  The  most  important  specifi- 
cation change  being  that  the  initial  interval 
(lowest  graduation  marking)  on  all  graduates 
larger  than  1/2  ounce  capacity  will  measure  a 
greater  volume.  The  metric  scale  will  more 
closely  follow  a true  metric  volume  system. 
The  fifteen  milliliter  graduate  will  be  dis- 
continued. The  twenty-five  milliliter  max- 
imum graduation  will  replace  the  thirty 
milliliter;  the  fifty  milliliter  will  replace  the 
sixty  milliliter;  and,  the  one  hundred  milli- 
liter will  replace  the  one  hundred  twenty-five 
milliliter. 

There  have  been  weight  and  measure  | 
specification  changes  from  time  to  time  but  1 
this  change  represents  the  original  alteration  ; 
of  pharmaceutical  graduate  specifications  ■ 
within  our  time.  State  authorities  have  been 
(Continued  on  Page  125)  ; 
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Fellow  Pharmacists: 

Here  we  are  back  from  a wonderful  “see  America  first”  trip  through  the  Southwestern 
part  of  the  country.  We  had  a very  relaxing  trip  and  saw  many  of  the  interesting  and  fab- 
ulous things  in  that  area.  We  also  took  the  opportunity  to  visit  as  many  pharmacists  as  pos- 
sible in  varied  types  of  cities.  In  particular,  it  was  interesting  to  talk  with  these  men  about 
their  state  pharmacy  laws  and  regulations  and  compare  them  with  our  own.  I am  happy  to 
report  that  in  many  cases  we  are  far  ahead  in  raising  the  standards  of  pharmacy.  We  can  be 
proud  of  the  efforts  of  our  Board  and  Association  in  this  respect.  I also  feel  confident  that 
South  Dakota  pharmacists  will  continue  this  good  work. 

Let’s  not  forget  that  the  annual  convention  will  be  here  in  a few  months.  We  are  hoping 
for  a large  turnout  for  this  72nd  convention  and  I know  that  the  local  committee  is  planning 
an  interesting  program. 

George  Lehr 


i 
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ALBAPLEX 

Descriplion:  Each  Albaplex  capsule  contains 
tetracycline  phosphate  complex  equivalent 
to  60  mg.  of  tetracycline  hydrochloride  and 
60  mg.  of  novobiocin  sodium. 

Uses  Albaplex  is  specifically  “tailored”  for 
cats  and  dogs.  The  antibiotic  compound  is 
effective  against  a wide  range  of  organ- 
isms in  the  treatment  of  respiratory, 
urinary,  gastrointestinal  and  dermatological 
infections.  Albaplex  is  also  indicated  in 
canine  coccidiosis  and  leptospirosis,  bac- 
terial complications  of  vital  diseases,  and 
in  pre  and  post-operative  prophylaxis. 

Extensive  clinical  studies  have  shown 
that  Albaplex  is  well  tolerated  by  both  cats 
and  dogs.  There  is  no  evidence  of  renal  or 
hepatic  damage,  urticaria  or  maculopapular 
dermatitis  following  administration  of  the 
new  compound. 

Dosage:  Recommended  daily  doses  for  dogs 
range  from  1 or  2 capsules  for  small  dogs 
to  6 or  8 capsules  for  extremely  large  dogs. 
One  capsule  every  twelve  hours  is  the 
recommended  dosage  for  mature  cats. 

Source:  Upjohn. 

SPENSIN 

Description:  It  is  an  antidiarrheal  containing 
activated  attapulgite,  considered  five  to 
eight  times  more  adsorptive  than  the  stand- 
ard adsorbent,  kaolin.  The  drug  aids  in  re- 
moval of  bacteria,  vacterial  toxins  and  irri- 
tants, and  helps  restore  normal  absorption 
of  fluids  and  nutrients.  It  provides  symp- 
tomatic relief  by  physical  protection  of 
irritated  intestinal  mucosa  and  produces 
firm,  well-formed  stools  of  normal  con- 
sistency. The  preparation  is  highly  palat- 
able to  adults,  children  and  infants  alike. 

Each  fluidounce  of  Spensin  contains: 
three  gm.  activated  attapulgite  and  270  mg. 


pectin  in  special  alumina  gel. 

Use:  Spensin  is  indicated  for  the  symptomatic 
treatment  of  diarrhea. 

Dosage:  Spensin  is  administered  orally  in  sus- 
pension form.  Adults:  Initially  two  table- 
spoons, then  one  tablespoonful  after  each 
bowel  movement  until  diarrhea  is  con- 
trolled. The  preparation  may  be  taken  with 
or  without  water.  Children:  One  or  more 
teaspoonfuls  according  to  age. 

Dosage  Form:  Suspension,  six  fluidounce 
bottles. 

Source:  Ives-Cameron  Company. 

PHENERGAN  EXPECTORANT 
PEDIATRIC 

Description:  Each  teaspoonful  (5  cc.)  of  Phen- 
ergan  Expectorant  Pediatric  contains  7.5  mg. 
dextromethorphan  hydrobromide,  5.0  mg. 
promethazine  hydrochloride,  0.17  min.  fluid 
extract  ipecac,  44  mg.  potassium  guaiacol- 
sulfonate,  0.25  min.  chloroform,  60  mg. 
citric  acid,  197  mg.  sodium  citrate  in  a 
pleasantly  flavored  syrup  base,  and  7%  al- 
cohol. 

Use:  Phenergan  Expectorant  Pediatric  is  in- 
dicated particularly  for  control  of  coughs 
associated  with  head  colds,  bronchitis,  in- 
flammation of  the  pharynx  and  trachea, 
laryngitis  and  asthma. 

Dosage:  Children  under  four  years  of  age, 
one-half  teaspoonful  (2.5  cc.),  one  to  four 
times  daily.  Children  over  four  years,  one 
to  two  teaspoonfuls  (5-10  cc.),  one  to  four 
times  daily. 

Dosage  Form:  Bottles  of  one  pint. 

Source:  Wyeth  Laboratories. 

CORTROPHIN-ZINC 

Description:  Each  cc.  of  Cortrophin-Zinc  pro- 
vides 20  U.S.P.  units  of  corticotropin  with 
zinc  hydroxide  (1.0  mg.  of  zinc)  for  reposi- 
tory action.  Properties:  Because  of  modifi- 
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cation  of  ACTH  by  zinc  hydroxide,  each  cc. 
of  Cortrophin-Zinc  provides  therapeutic 
ACTH  activity  for  periods  of  from  1-2  days. 
It  requires  no  heating  prior  to  administra- 
tion, and  is  a fine  aqueous  suspension  which 
flows  freely  through  a 24-36  gauge  neede. 
Since  it  provides  both  prolonged  and  en- 
hanced ACTH  activity,  Cortrophin-Zinc 
may  be  given  effectively  in  lower  dosages 
and  in  fewer  injections  than  any  other  type 
of  ACTH. 

Use:  Cortrophin-Zinc  provides  the  complete 
physiologic  action  of  ACTH,  enhanced  and 
prolonged.  It  is  indicated  in  the  treatment 
of  rheumatic  afflictions,  allergic  reactions, 
skin  and  eye  diseases,  and  the  host  of  other 
stressful  conditions  amenable  to  ACTH 
therapy,  especially  where  natural  stimula- 
tion of  adrenocortical  function  is  desired. 

Dosage:  Must  be  individualized  for  each  pa- 
tient. 

Dosage  Form:  1 cc.  disposable  syringe  and  5 
cc.  vial. 

Source:  Organon,  Inc. 

PANALBA  KM 

Description:  When  granules  are  mixed  with 
sufficient  water,  48  cc.,  to  fill  bottles  to  total 
volume  of  60  cc.,  each  teaspoonful  (5  cc.)  of 
flavored  suspension  contains:  Panmycin 
(tetracycline  hydrochloride)  125  mg.,  Alba- 
mycin  (novobiocin  calcium)  62.5  mg.  and 
Potassium  Metaphosphate  100  mg. 

Uses:  All  the  breadth  and  efficiency  of  Pan- 
mycin with  potassium  metaphosphate  to 
improve  absorption  — fortified  with  Alba- 
mycin  to  increase  antimicrococcal  activity. 
Noncross-resistant  components  especially 
prepared  to  extend  the  benefits  of  com- 
bined therapy  to  the  field  of  pediatrics. 
Flavored  Granules  Panalba  KM  are  well 
suited  to  pediatric  use  from  the  standpoint 
of  stability,  dosage  flexibility,  palatability 
and  efficacy.  It  brings  to  bear  against  in- 
fection two  of  the  most  effective  antibiotics 
against  the  two  most  frequently  involved 
groups  of  bacteria  — staphylococci  and 
streptococci. 

Dosage:  Children:  1 teaspoonful  per  15  to  20 
pounds  of  body  weight  per  day  in  either 
two,  three  or  four  equally  divided  doses. 
Adults:  2 to  4 teaspoonfuls  three  or  four 
times  a day. 

Dosage  Form;  In  60  cc.  bottles. 

Source:  The  Upjohn  Company. 


MYCIFRADIN-N 

Description:  An  effective  combination  of  the 
antibiotic  neomycin  sulfate  and  antifungal 
nystatin.  Each  tablet  contains  Neomycin 
0.5  Gm.  and  Nystatin  125,000  units. 

Uses:  In  preoperative  preparation  of  the 
bowel  for  surgery  this  combination  broad- 
ens the  spectrum  of  Mycifradin  to  include 
the  potentially  hazardous  yeast-like  fungi, 
which  may  appear  in  abnormal  quantities 
particularly  when  therapy  is  extended  be- 
yond 72  hours.  Singly,  Mycifradin  is  vir- 
tually unabsorbed  from  the  G.  I.  tract;  is 
rapidly  concentrated  in  the  gut  in  high  bac- 
tericidal concentration;  can  eliminate  most 
of  the  intestinal  bacteria  in  4 to  12  hours; 
continues  to  act  as  long  as  feces  are  re- 
tained; does  not  irritate  the  intestinal  mu- 
cosa; promotes  tissue  healing;  is  highy 
water  soluble  and  leaves  no  chalky  resi- 
due on  the  bowel  wall;  is  not  an  antibiotic 
which  is  generally  used  in  the  treatment  of 
infection,  thus  does  not  favor  the  develop- 
ment of  resistance  to  widely  used  anti-bac- 
terial agents;  is  easily  administered;  and 
has  a uniformly  mild  laxative  effect-aids 
mechanical  cleansing  of  the  bowel.  Ny- 
statin is  poorly  absorbed;  remains  in  the 
gut  to  exert  its  antimonilial  action;  and  ex- 
hibits effective  antimonilial  prophylaxis. 

Dosage:  1.  Low  residue  diet. 

2.  Administer  a saline  cathartic. 

3.  Immediately  after  the  cathartic 
give  2 tablets  of  Mycifradin-N  and  repeat 
every  4 hours  for  a total  of  6 doses  (12 
tablets).  Preoperative  treatment  is  usually 
24  hours  but  can  be  extended  to  a max- 
imum of  72  hours,  at  the  same  dose  sched- 
ule of  2 tablets  every  4 hours. 

Contraindications:  Intestinal  obstruction. 

Dosage  Form:  Compressed  tablets  Mycifra- 
din-N in  bottles  of  20,  100  and  500. 

Source:  The  Upjohn  Company. 
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rather  liberal  in  permitting  the  use  of  other 
kinds  of  equipment  made  to  old  specifications 
for  the  normal  expected  life  of  the  device. 
However,  some  states  require  that  any  new 
equipment  shipped  into  the  states  must  com- 
ply with  the  latest  specifications. 
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STUDENTS  SPONSOR 

HEART  FUND  DRIVE 

The  1958  slogan  for  the  an- 
nual fund  raising  campaign 
of  the  American  Heart  Asso- 
ciation was  “For  every  heart 
you  love  — help  your  Heart 
Fund.” 

Approximately  100  stu- 
dents and  faculty  of  the  Di- 
vision of  Pharmacy,  South 
Dakota  State  College  took 
this  seriously  on  Heart  Sun- 
day, February  23  when  they 
conducted  the  annual  drive 
in  the  city  of  Brookings. 

Leadership  for  the  project 
was  provided  by  members  of 
the  newly  formed  Kappa  Psi 
Club  at  the  college.  Members 
acted  as  area  captains,  as- 
sembled all  of  the  campaign 
literature  and  workers  kits 
and  distributed  display  ma- 
terial. 

The  Kappa  Psi  Club  is  a 
professional  men’s  fraternity 
for  pharmacy  students.  It  is 
a temporary  organization  in 
the  process  of  making  pe- 
tition for  establishing  a chap- 
ter of  the  Kappa  Psi  National 
Pharmaceutical  Fraternity 
on  the  State  College  Campus. 


A.PH.A.  1958 

CONVENTION 

ANNOUNCEMENT 

The  1958  Convention  of  the 
American  Pharmaceutical 
Association  will  be  held  in 
Los  Angeles,  California,  the 
week  of  April  20.  This  will 
be  the  105th  meeting  in  the 
106  years  which  have  elapsed 
since  the  founding  of  the  As- 
sociation in  1852.  Meetings 
of  the  Association  and  affil- 
iated and  related  bodies  have 
been  held  annually,  except 
1861  and  1945.  These  were 
years  in  which  wars  pre- 
vented the  holding  of  conven- 
tions. 

The  Biltmore  Hotel  will  be 
headquarters  of  the  Conven- 
tion and  practically  all  meet- 
ings and  other  functions  will 
be  held  there. 

It  is  anticipated  that  the 
National  Conference  of  State 
Pharmaceutical  Association 
Secretaries  will  begin  its 
meeting  on  Saturday,  April 
19th.  The  American  Associa- 
tion of  Colleges  of  Pharmacy, 
the  American  College  of 
Apothecaries  and  the  Amer- 
ican Society  of  Hospital 
Pharmacists  will  open  their 
sessions  on  Sunday,  April 
20th.  The  National  Associa- 


tion of  Boards  of  Pharmacy 
meeting  will  open  on  Monday 
morning,  April  21st.  The 
American  Pharmaceutical 
Association  will,  as  usual, 
hold  opening  exercises  for 
the  combined  organizations 
on  Sunday  evening,  April 
20th,  and  will  begin  its  con- 
vention formally  with  the 
first  General  Session  either 
Monday  or  Tuesday  evening 
April  21st  or  22nd. 

In  addition  to  the  direct 
bulletin  covering  various  de- 
tails of  the  Convention  which 
will  be  sent  to  each  member 
of  the  A.Ph.A.  by  mail  in  the 
near  future,  a complete  ten- 
tative program  of  the  Con- 
vention will  appear  in  the 
March  issue  of  the  Practical 
Pharmacy  Edition  of  the 
Journal  of  the  American 
Pharmaceutical  Association. 


PHARMASCOOPS 

A meeting  of  the  Sioux 
Falls  Pharmaceutical  Asso- 
ciation was  held  January  8 at 
Stacy’s  Cafe.  Mr.  George 
Gibson,  Eli  Lilly  representa- 
tive, introduced  a movie  “In 
These  Hands.”  This  very  in- 
teresting film  showed  var- 
ious procedures  involved  in 
drug  manufacturing. 
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in 


anti-inflammatory  effects 
with  lower  dosage 
(averages  1/3  less  than 


prednisone) 


it 


' “ “ - in  the  collateral 

hormonal  effects  associated 
with  all  previous  corticosteroids 

I No  sodium  or  water  retention 
0 No  potassium  loss 

$ No  interference  with  psychic  equilibrium 
0 Low  incidence  of  peptic  ulcer  and  osteoporosis 


Aristocort  is  available  in  8 mg.  scoi'ed  tablets  (pink),  bottles  of  30;  and  4 mg,  scored  tablets  (white),  bottles  of  30  and  100. 


The  Achievement  in  Skin  Diseases:  In  a study  of  26  patients  with  severe 
dermatoses,  aristocort  was  proved  to  have  potent  anti-inflammatory  and  antipruritic  properties, 
even  at  a dosage  only  % that  of  prednisone.'. . . Striking  affinity  for  skin  and  tremendous  potency  in 
controlling  skin  disease,  including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  improved".,  .absence  of  serious  side  effects  specifically  noted.*’®’® 


The  Achievement  in  Rheumatoid  Arthritis:  Impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients'*. . .6  mg.  of  aristocort  corresponded  in  effect  to  10  mg.  of 
prednisone  daily  (in  addition,  gastric  ulcer  which  developed  during  prednisone  therapy  in  2 cases 
disappeared  during  aristocort  therapy).'* 


1.  Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosenthal,  A.  L.:  J.  A.  M.  A. 
165:1821,  (Dec.  7)  1957. 

2.  Shelley,  W.  B.,  and  Pillsbury,.D.  M. : Personal  Communication. 

3.  Sherwood,  A.,  and  Cooke,  R.  A. : Personal  Communication. 

4.  Freyberg,  R.  H.,  Berntsen,  C.  A.,  and  Heilman,  L.:  Paper 
presented  at  International  Congress  on  Rheumatic  Diseases,  Toronto, 
June  25,  1957. 

5.  Hartung,  E.  F.:  Personal  Communication. 

6.  Schwartz,  E.:  Personal  Communication. 

7.  Sherwood,  A.,  and  Cooke,  R.  A.:  J.  Allergy  28:97,  1957. 

8.  Heilman,  L.,  Zumoff,  B.,  Kretshmer,  N.,  and  Kramer,  B.:  Paper 
presented  at  Nephrosis  Conference,  Bethesda,  Md.,  Oct.  26, 1957. 

9.  Ibid. : Personal  Communication. 

10.  Barach,  A.  L.:  Personal  Communication. 

1 1.  Segal,  M.  S.:  Personal  Communication. 

12.  Cooke,  R.  A.:  Personal  Communication. 

13.  Dubois,  E.  L.:  Personal  Communication. 


The  Achievement  in  Respiratory  Allergies:  “Good  to  excellent”  results 

in  29  of  30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage  of  only 
7 mg.®. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg.  to  control  allergic  rhinitis 
in  a group  of  42  patients,  with  an  actual  reduction  of  blood  pressure  in  12  of  these.^ 

The  Achievement  in  Other  Conditions:  Two  failures,  4 partial  remissions 
and  8 cases  with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characterization 
of  ARisTOCORT  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of  the  nephrotic  syn- 
drome.®’®. . . Prompt  decrease  in  the  cyanosis  and  dyspnea  of  pulmonary  emphysema  and  fibrosis, 
with  marked  improvement  in  patients  refractory  to  prednisone.'®’ Favorable  response 
reported  for  25  of  28  cases  of  disseminated  lupus  erythematosus.'® 


—OH 


Depending  on  the  acuteness  and  severity  of  the  disease  under  therapy,  the  initial 
dosage  of  aristocort  is  usually  from  8 to  20  mg.  daily.  When  acute 
manifestations  have  subsided,  maintenance  dosage  is  arrived  at  gradually, 
usually  hy  reducing  the  total  daily  dosage  2 mg.  every  3 days  until  the  smallest 
dosage  has  been  reached  which  will  suppress  symptoms. 


Comparative  studies  of  patients  changed  to  aristocort  from  prednisone 
indicate  a dosage  of  aristocort  lower  by  about  Vi  in  rheumatoid  arthritis, 
by  Vi  in  allergic  rhinitis  and  bronchial  asthnia,  and  by  Vi  to  Vz  in  inflammatory 
and  allergic  skin  diseases.  With  aristocort,  no  precautions  are  necessary 
in  regard  to  dietary  restriction  of  sodium  or  supplementation  with  potassium. 


aristocort  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of  30; 
and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 


LEDBRLB  LABORATOBIES  DIVISION,  AMKKICAN  CYANAMID  COMPANY.  PEARL  RIVER  NEW  YORK 
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IN  ALL  DIARRHEAS . . . REGARDLESS  OF  ETIOLOGY 

CREMOMYCIN 


comprehensive  control 

with 


SULFASUXlDlNEl  PECTIN-KAOLIN-NEOMYCIN  SUSPENSION 


SOOTHING  ACTION . . . Kaolin  and  pectin  coat  and  soothe  the  inflamed  mucosa,  ad- 
sorb toxins  and  help  reduce  intestinal  hypermotility. 

BROAD  THERAPY . . . The  combined  antibacterial  effectiveness  of  neomycin  and 
Sulfasuxidine  is  concentrated  in  the  bowel  since  the  absorption  of  both  agents 
is  negligible. 


LOCAL  IRRITATION  IS  REDUCED  and  control  is  instituted  against  spread  of  infective 
organisms  and  loss  of  body  fluid. 


PALATABLE  creamy  pink,  fruit-flavored  cremomycin  is  pleasant  tasting,  readily 
accepted  by  patients  of  all  ages. 

* Sulfasuxidine  is  a trade-mark  of  Merck  & Co.,  Inc.  LydS^Qi 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHIUDELPHIA  1,  PA. 
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NEW  MAGAZINE  FOR  PHYSICIANS 

Timely  statistical  ‘profiles’  on  major  health 
problems,  ranging  from  allergic  ailments  to 
cardiovascular  disease,  from  the  theme  of  a 
new  monthly  publication,  “Patterns  of  Di- 
sease.” 

Major  aims  of  “Patterns,”  are  to  provide  in- 
formation which  physicians  can  use  to  antici- 
pate health  problems  in  their  areas;  to  deter- 
mine which  diseases  they  will  encounter  most 
often  among  various  age  groups  and  in  var- 
ious localities;  and  to  choose  fields  of  spec- 
ialty most  useful  to  their  own  communities. 
For  instance,  midwestern  physicians,  reading 
in  the  first  issue  of  “Patterns”  of  the  high 
concentration  of  older  people  in  their  area, 
may  decide  to  place  more  emphasis  on 
geriatrics. 

“Changing  national  patterns  of  health  can 
mean  changing  habits  of  practice,”  says  Gray- 
don  L.  Walker,  vice-president  and  director  of 
sales  and  promotion  for  Parke  Davis,  pub- 
lisher of  the  magazine. 

“Patterns”  will  familiarize  physicians  with 


these  changes  by  presenting  in  “pictograph 
form  statistics  on  all  aspects  of  commonly  en- 
countered medical  problems,”  according  to 
Mr.  Walker. 

The  publication  also  incorporates  Parke- 
Davis’  “Pediatric  Patters,”  the  only  monthly 
source  of  information  on  the  incidence  of  five 
common  communicable  childhood  diseases 
broken  down  by  states  and  cities. 

Future  issues  of  the  publication,  say  Parke- 
Davis  spokesmen,  will  deal  with  such  topics 
as  cardiovascular  disease,  arthritis,  allergic 
diseases,  diabetes,  and  mental  health. 

The  first  issue,  now  being  mailed  to  140,000 
physicians  throughout  the  country,  is  devoted 
to  the  growing  problem  of  America’s  aged 
population.  It  deals  with  such  questions  as; 
“Where  do  our  older  people  live?”  “What 
does  our  longer  life  span  mean?”  “What  type 
of  care  will  the  aged  require?”  “How  much 
will  it  cost?” 

Maximum  concentrations  of  older  people, 
“Patterns”  reveals,  are  in  such  far-flung  areas 
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as  the  New  England  states,  the  Great  Plains 
states,  and  in  Florida,  rather  than  the  Gulf 
states  and  on  the  West  Coast,  as  is  widely  be- 
lieved. 

I The  publication  also  stresses  the  growing 
I number  of  aged  people  in  our  population, 
especially  women.  Since  1900,  it  states,  the 
population  of  the  United  States  has  almost 
doubled  but  the  number  of  persons  aged  65 
and  older  has  more  than  quadrupled.  In  1975 
it  is  estimated  that  10  in  every  100  Americans 
will  be  in  the  older  age  group,  and  six  of  these 
will  be  women. 

■ Our  life  span,  says  “Patterns,”  has  in- 
j creased  from  less  than  50  years  in  1900  to 
j slightly  over  70  now. 

This  rapid  increase  in  life  expectancy,  how- 
ever, is  coupled  with  a rise  in  the  death  rates 
for  the  chronic  diseases,  with  heart  disease 
exacting  a heavier  toll  than  all  other  diseases 
combined,  according  to  the  publication.  Heart 
disease,  too,  ranks  as  the  commonest  chronic 
disease,  afflicting  well  over  half  of  the  older 
age  group.  Other  major  health  problems  in 
this  group  include  arthritis  and  obesity. 

Who  takes  care  of  the  aged?  Nursing  homes 


rank  highest  in  this  respect,  with  90  per  cent 
of  their  population  in  the  65-and-over  age 
group,  “Patterns”  reports.  Next,  are  institu- 
tions for  chronic  diseases  in  which  65  per  cent 
of  the  beds  are  occupied  by  the  older  age 
group.  The  figure  is  53.3  per  cent  for  con- 
valescent and  rest  homes,  21.6  per  cent  for 
nervous  and  mental  hospitals,  18.2  per  cent 
for  general  hospitals. 

Care  for  the  aged  imposes  a heavy  financial 
drain,  the  publication  discloses.  Although 
they  comprise  only  nine  per  cent  of  the  pop- 
ulation, they  incur  13  per  cent  of  the  costs 
for  all  private,  personal  health  services. 

The  average  aged  person  spends  about  $122 
per  year  for  medical  care  as  against  $78  for 
the  general  population. 

On  what  lies  ahead  for  the  aged,  “Patterns” 
predicts  that  more  demands  will  be  made  on 
specialists  in  the  future.  “Severely  disabled 
older  persons  need  medical  checkups  on  the 
average  of  once  every  two  months,”  accord- 
ing to  the  publication. 

It  stresses,  however,  that  with  “adequate 
care,  improvement  of  health  or  halting  the 
progression  of  chronic  disease  can  be  expec- 
ted in  41  per  cent  of  those  65  years  and  over.” 


^ARABROMOYLAMINE  MALEATE) 

® 


1 1 


TABLETS  f4MG.T  ELIXIR  (2  MG.  PER  5 CC.) 
AND  EXTENTABS®  (12  MG,)J 


NEXCELLED  ' 
©THERAPEUTIC 
FETY.  MINIMUM 

Other  side  effects. 

, RICHMOND,  VIR- 
MACEU- 
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A NEW,  CORTICOSTEROID  MOLECULE  WITH  GREATER  ANTIALLERGIC, 
ANTIRHEUMATIC  AND  ANTI-INFLAMMATORY  ACTIVITY 


■ far  less  gastrointestinal 
distress 


■ safe  to  use  in  asthma  with 
associated  cardiac  disease; 
no  sodium  and  water  retention 

■ does  not  produce  secondary 
hypertension— low  salt  diet 
not  necessary 

■ no  unnatural  psychic 
stimulation 

■ often  works  when  other 
glucocorticoids  have  failed 

■ and  on  a lower  daily  dosage 
range 


Initial  dosage:  8 to  20  mg.  daily.  After  2 to  7 days 
gradually  reduce  to  maintenance  levels. 

See  package  insert  for  specific  dosages  and  precautions. 
1 mg.  tablets,  bottles  of  50  and  500. 

4 mg.  tablets,  bottles  of  30  and  100. 


Squibb  Quality~the  Priceless  Ingredient 


‘KENAeORT' 


SQUIBB  TRADEMARK 
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INSURANCE  COMPANY  OF  IOWA  — 

INSURANCE  COSTS  with  DRUGGISTS'  MUTUAL  were  at  an 


All-Time  LOW 


PER  $1,000 
OF  INSURANCE 


for  19  5 8 


DIVIDENDS  on  DRUGGISTS^  MUTUAL  POLICIES  will  again  be 


25^»  or  MORE 


ON  STORE  & 
HOME  INSURANCE 


HOME  OFFICES 
ALGONA,  IOWA 

All  Policies  Non-Assessable 


when  anxiety  and  tension  "erupts”  In  the  G.  I.  tract... 

IN  ILEITIS 


PATHIBAMATE' 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  • without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihex^thyl  Iodide  Lederle 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Therapeutic  Nutrition  in  Chronic  Disease 


and  Protein  Nutrition 
in  Vascular  Disease 


V V hether  the  eventual  solution  of  the  problem  of 
athero genesis  will  come  out  of  the  field  of  dietetics,  bio- 
physics, or  pharmacology,  one  fact  remains  undeniable: 

Adequate  protein  nutrition  is  considered  of  impor- 
tance for  the  age  group  most  commonly  affected  by 
disease  of  the  vascular  system,  so  that  the  demands  of 
good  nutritional  health  might  be  met. 

Meat  is  outstanding  among  protein  foods.  It  supplies 
all  the  essential  amino  acids,  and  closely  approaches  the 
quantitative  proportions  needed  for  biosynthesis  of 
human  tissue. 

In  addition,  it  is  an  excellent  source  of  B vitamins, 
including  Be  and  B12,  as  well  as  iron,  phosphorus,  potas- 
sium, and  magnesium. 

When  curtailment  of  fat  intake  is  deemed  indicated, 
meat  need  not  always  be  denied  the  patient.  Visible  fat 
obviously  should  not  be  eaten.  But  the  contained  per- 
centage of  invisible  (interstitial)  fat  is  well  within  the 
limits  of  reasonable  fat  allowance. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 
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for  'This  Wormy  World” 


Pleasant  tasting 

'ANTEPAR’ 

PIPERAZINE 

SYRUP  • TABLETS  • WAFERS 


Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 


‘ANTEPAR’  SYRUP  ~ Piperazine  Citrate,  100  mg.  per  cc. 
^ANTEPAR’  TABLETS  “Piperazine  Citrate,  250  or  500  mg.,  scored 
^ANTEPAR^  WAFERS  “ Piperazine  Phosphate,  500  mg. 


Lilerature  available  on  request 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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See  anybody  here  you  know,  Doctor? 


Fm  just  too  much 


:4^\AMPLUS 


4 


for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


Fm  too  little 


STIMAVITE 


stimulates  appetite  and  growth 

vitamins  Bi,  Be,  B12,  C and  L-lysine 


Fm  simply  two 


OBRON® 

a nutritional  buildup  for  the  OB  patient 

OBRON^ 

HEMATINIC 

when  anemia  complicates  pregnancy 


And  Fm  getting  brittle 


NEOBON^ 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 
Fll  never  make  it  up 
that  high 


k® 


ROETINIC 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA^  PLUS 

when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


( Prescription  information  on  request) 


New  York  17,  New  York 
Division.  Chas.  Pfizer  & Co.,  Inc. 
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NEW ] “flavor-timed”  dual-action 

CORONARY  VASODILATOR 


ORAL  (toiblet  swollowed:  wfeole) 

for  dependable  prophylaxis 

SUBLINGUAL-ORAL 

for  immediate  and 

sustained  reUef 


TRADfMARK 


ANGINA  PECTORIS 


NITROGLYCERIN - 

0.4  mg.  (1/150  grain)  — acts  quickly 

CITRUS  "FlAVOR-TIMiR"™ 

signals  patient  when  to  swallow 

PENTAIRYTHRITOL  TETRANITRAIE  — 

15  mg.  (1/4  grain)  — prolongs  action 


For  continuing  prophylaxis  patient  swallows 
the  entire  Dilcoron  tablet. 

Average  prophylactic  dose: 

1 tablet  four  times  daily. , 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 

Bottles  of  100. 


LABORATORIES  NEW  y@ik  tl.  N.  V. 


1247M 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederls 


Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATH  ILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.L  disorders. 

Hosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000.. 

‘Trademark  ® Registered  Trademark  for  Tridihexethy!  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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A few  suggestions  on  how  to  give  your  patient  a diet  he  can  ‘‘stick  to’ 

The  Low 
Calorie  Diet 


—and  a glass 
of  beer,  at 
your  discretion, 
for  a 
morale-booster 


A diet  that  calls  for  lamb  chops  when  they 
aren’t  on  the  restaurant  menu  is  an  invitation 
to  “slip  oif.”  But  a diet  outline  that  lets 
yom  patient  fill  in  the  details  provides  incen- 
tive to  stick  to  his  diet. 

He  must  remember  that  a candy  bar  equals 
a hamburger  in  calories  only.  An  alternative 
must  be  equivalent  in  nutrition,  too. 


Fresh  fruits  or  vegetables  such  as  celery 
and  radishes  make  good  low-calorie  nibbles. 
Spices  and  herbs,  lemon  and  vinegar  add 
zest  with  few  or  no  calories. 

Have  yom  patient  keep  a calorie  count. 
Then  with  a glass  of  beer  * to  brighten  meals,  he 
is  more  likely  to  follow  a balanced  diet  later. 

*104  Calories/8  oz.  glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

If  you’d  like  reprints  of  1 2 special  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  1 7,  N.  Y. 
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THE  MONTH  IN 
WASHINGTON— 

(Continued  from  Page  99) 
Department  and  the  Soviet 
government.  Also  planned 
are  exchanges  of  medical 
journals  between  medical  li- 
braries and  of  medical  films. 
All  these  are  part  of  a broad 
scientific,  cultural  and  educa- 
tion program  between  the 
two  nations.  Details  haven’t 
been  worked  out. 


Six  members  of  the  Health 
Resources  Advisory  Commit- 
tee have  been  named  by  De- 
fense Mobilizer  Gordon 
Gray.  The  committee,  headed 
by  Dr.  Elmer  Hess,  advises 
government  on  health  and 
medical  problems  in  time  of 
war  or  national  emergency. 
Members  are  Dr.  George  C. 
Whitecotten,  Oakland,  Calif., 
Dr.  Franklin  Yoder,  Chey- 
enne, Wyo.,  Dr.  Mary  Louise 
Gloechner,  Conshocken,  Pa., 


Harold  Oppice,  DDS,  Chicago, 
Dr.  William  Walsh,  Washing- 
ton, D.  C.,  and  Frances  Graff, 
RN,  Grand  Rapids,  Mich. 


BOARD  EXAMINES  FIVE 

Five  new  physicians  have 
been  licensed  to  practice  in 


OHIT 

**-'«ostU  insuiimeiits 


-to 


fhe  instrument  - its 

t*  A rpadv  to  use.  ue 

/ *1,  two  instruments— 

:nre"«„t  changmg  oi 
ion  1 .oith  rbeostat 

fisS^Jetd'voUaae.e,. 

ips  last  longer. 


Ho.  745  . 


.$60.00 


KREISER  SURGICAL  Inc. 

Sioux  Falls,  S.  D.  Rapid  City,  S.  D. 

1220  S.  Minnesota  528  Kansas  City  St. 


South  Dakota  as  a result  of 
recent  examinations. 

Given  temporary  licenses 
were  Dr.  Lisellotte  Marr  who 
is  permitted  to  practice  four 
years  at  Estelline,  and  Dr. 
Werner  Klar  who  will  locate 
in  Geddes  under  the  same 
arrangements.  Dr.  G.  J.  Car- 
stens  was  granted  full  licen- 
sure and  will  practice  in 
South  Dakota  as  soon  as  he 
completes  his  internship  at 
Cedar  Rapids.  Dr.  Karl  Illig 
completed  his  examinations 
and  will  be  licensed  upon 
certification  by  the  Board  of 
Examiners  in  the  Basic 
Sciences.  Dr.  Matthew  Na- 
mikas,  now  at  Fort  Campbell, 
Ky.  will  locate  in  Sioux  Falls. 

Thirteen  physicians  have 
been  licensed  in  South  Da- 
kota by  reciprocity  since  the 
last  Board  meeting  in  July. 
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there  is  one  tranquilizer  clearly  indicated  id  psptiC  UlCBL.. 


*Tests  in  a series  of  25  patients  show  that 
there  is  “a  definite  and  distinct  lowering 
[of  both  volume  of  secretions  and  of  free 
hydrochloric  acid]  in  the  majority  of 
patients.  . . . No  patients  had  shown  any 
increase  in  gastric  secretions  following  ad- 
ministration of  the  drug.”^ 

Now  you  have  4 advantages  when 
you  calm  ulcer  patients  with  atarax  : 

1.  ATARAX  suppresses  gastric  secretions; 
others  commonly  increase  acidity. 

2.  ATARAX  is  “the  safest  of  the  mild  tran- 
quilizers.”® (No  parkinsonian  effect 
or  blood  dyscrasias  ever  reported.) 

3.  It  is  effective  in  9 of  every  10  tense 
and  anxious  patients. 

4.  Five  dosage  forms  give  you  maximum 
flexibility. 

supplied;  10,  25  and  100  mg.  tablets,  bottles  of 
100.  Syrup,  pint  bottles.  Parenteral  Solution, 
10  cc.  multiple-dose  vials. 

references;  l.  Strub,  I.  H. : Personal  commu- 
nication. 2.  Ayd,  F.  J.,  Jr.:  presented  at  Ohio 
Assembly  of  General  Practice,  7th  Annual 
Scientific  Assembly,  Columbus,  September  18- 
19,  1957. 


New  York  17,  New  York 

Division,  Chas.  Pfizer  & Co.,  Inc. 
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PRESTIGE 

PRESCRIPTION 

PRODUCTS 


BUILD  CUSTOMER  CONFIDENCE... 

Feature  quality  pharmaceuticals 


WE  ARE  A 


DISTRIBUTOR 


Customer  confidence,  the  very  foundation 
of  an  expanding,  profitable  prescription 
business,  cannot  be  bought  ...  it  must  be 
earned.  Therefore,  confidence  is  worth  culti- 
vating. It  is  based  on  many  things — respect 
for  integrity  and  ethics,  competent  per- 
sonnel, the  professional  appearance  of  your 
prescription  department,  uniform  refills,  and 
high-quality  merchandise. 

To  enhance  the  prestige  of  your  professional 
service,  feature  the  finest  in  pharmaceuticals 
. . . those  bearing  the  Lilly  label.  For  com- 
petent service,  send  your  orders  to  us. 

BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


when  anxiety  and  tension  "erupts”  In  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE 


* 


Meprobamate  with  PATH  I LON®  Lederlo 

Combines  Meprobamate  {400  mg’.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATH  I LON  (25  fng.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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the  chill 


the  cough 

the  aching  muscles 


the  fever 


Viral  upper  respiratory  infection. . . . For  this  patient,  your  management  will  be  twofold — 
prompt  symptomatic  relief  plus  the  prevention  and  treatment  of  bacterial  complications. 
PEN•VEE•C^d^?^  backs  your  attack  by  broad,  multiple  action.  It  relieves  aches  and  pains,  and 
reduces  fever.  It  counters  depression  and  fatigue.  It  alleviates  cough.  It  calms  the  emotional 
unrest.  And  it  dependably  combats  bacterial  invasion  because  it  is  the  only  preparation  of  its 
kind  to  contain  penicillin  V. 

SUPPLIED:  Capsules,  bottles  of  36.  Each  capsule  contains  62.5  mg.  (100,000  units)  of  penicillin  V,  194  mg.  of 
salicylamide,  6.25  mg.  of  promethazine  hydrochloride,  130  mg.  of  phenacetin,  and  3 mg.  of  mephentermine  sulfate. 

Pen  -Vee  • Cidin 

Penicillin  V with  Salicylamide,  Promethazine  Hydrochloride,  Phenacetin,  and  Mephentermine  Sulfate,  Wyeth  Philadelphia  1,  Pa. 


This  advertisement  con- 
forms to  the  Code  for 
Advertising  of  the  Physi- 
cians’ Council  for  Infor- 
mation on  Child  Health. 
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IN  THB  MANAGSMENT 
OF  DERIVIATOSBS  . . , 

(Regardless  of  Previous  Refraci oriness) 

Confirmed  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 


^ CREAM 

Hydrocortisone  O.S%  and  Special  Coal  Tar  Extract  5% 
(TARBONIS®)  in  a greaseless,  stainless  vanishing  cream  base. 


A M JLJJ  .m  JLa  ^ A Jk  JL  A M oi  ntm  e nt 

Hydrocortisone  O.S%.  Neomycin  0.35%  (as  Sulfate)  and  Special 
Coal  Tar  Extract  5%  (TARBQNIS)  in  an  ointment  base. 


J.  A.M.A.  f6®:168,1958;  Welsh, A.L.  and Ede,M. 

.prompt  remissions  of  ...acute  phases.” 

with  TARCORTIN 


REED  & CARNRICK  / Jersey  City  6»  New  Jersey 


* 


1.  Clyman,  S.  G.:  Postgrad.  Med.  2i:309,  1957. 

2.  Bleiberg,  J.:  J.  M.  Soc.  New  Jersey  5J:37,  1956. 

3.  Abrams,  By.  F,  and  Shaw,  C.:  Clin.  Med.  J:839,  1956. 

4.  Welsh,  A.  L.,  and  Ede,  M. : Ohio  State  M.  J.  50 : 837,  1954. 

5.  Bleiberg,  J.:  Am.  Practitioner  ^:1404,  1957. 


pain 


and  inflammation 

withBUFFERir 
IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.^) 

No  sodium  accumulation.  Because  Bufferin  is 
sodimn  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodivun  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference;  1.  J.A.M.A.  158:386  (June  4)  1955. 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 


Gastric  distress  accompanying  "predni-steroid” 
therapy  is  a definite  clinical  problem  —well 
documented  in  a growing  body  of  literature. 


I'iew  of  the  beneficial  re- 
observed  when  antacids 
id  diets  were  used  concom- 
ith  prednisone  and  predni- 
ve  feel  that  these  measures 
be  employed  prophylacti- 
offset  any  gastrointestinal 
cts.” — Dordick,  J.  R.  et  al.: 
ite  J.  Med.  57:2049  (June 
7. 


H!“It  is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  D.  C.:  J.  Kentucky 
State  M.  A.  54:771  (Sept.)  1956. 


5i«“The  apparent  high  inci- 
dence of  this  serious  [gastric] 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.” — 
Bollet,  A.  J.  and  Bunim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid"  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  co-deltra  or  co-hydeltra. 


PREDNISONE  BUFFERED 


ipie  compressed  tablets 


provide  all  the  benefits 
of  “Predni-steroid”  therapy— 
plus  positive  antacid  protection 
against  gastric  distress 


2.S  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
eate,  in  bottles  of  30,  100,  500. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO..  Inc.,  Philadelphia  l.  Pa. 
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BUY 

An  old  adage  says  "Clothes  make  the  man."  Per- 
haps this  is  not  true  in  a very  strict  sense,  but 
nevertheless  a v/ell-groomed  man  makes  a better 
impression  than  one  who  is  not.  This  same  reason- 
ing may  well  apply  to  the  printed  forms  which 
leave  your  office.  A dignified,  well-printed  state- 
ment or  envelope  can  lend  a great  deal  of  prestige 
to  your  practice.  It  costs  no  more  to  get  QUALITY 
printing  than  poor  printing. 

QUALITY 
IN  YOUR 

PRINTING 

We've  had  many  years  of  printing  experience  and 
would  like  to  help  you  with  your  printing  require- 
ments. 

MIDWEST-BEACH  COMPANY 

222  South  Phillips  Ave. 

• Sioux  Falls,  S.  Dak. 

in  dysmenorrhea 


Pavatrine"^  with  Phenobarbilai 

125  mg.  IS  mg. 

• relaxes  the  hypertonic  uterus  thus,  relieving  pain 

• furnishes  gentle  sedation 

— Cv 

Dosage:  one  tablet  three  times  a day  beginning  three  to  five  days  before  onset 
of  menstruation. 


TASTY, 

FAST-ACTING 
ORAL  FORM 
OF  CITRATE-BUFFERED 
ACHROMYCIN  V 


aqueous 
ready-to-use 
freely  miscible 


• accelerated  absorption  in  the  gastro- 
intestinal tract 

• early,  high  peaks  of  concentration  in  body 
tissue  and  fluid 

• quick  control  of  a wide  variety  of  infections 

• unsurpassed,  true  broad-spectrum  action 

• minimal  side  effects 

• well-tolerated  by  patients  of  all  ages 

ACHROMYCIN  V SYRUP: 

Orange  Flavor.  Each  teaspoonful  (5  cc.) 
contains  125  mg.  of  tetracycline,  HCI  equivalent, 
citrate-buffered.  Bottles  of  2 and  16  fl.  oz. 

DOSAGE: 

6-7  mg.  per  lb.  of  body  weight  per  day. 

»Reg.  U.  S.  Pat.  Off. 


L.EDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


n6W  for  angina 


with  a shelter  of 
tranquility 


links 

freedom  from 
anginal  attacks 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac 
invalidism.  These  are  the  pathways  of 
angina  patients.  For  fear  and  pain  are  inexorably 
linked  in  the  angina  syndrome. 


For  angina  patients —perhaps,  the  next  one  who 
enters  your  office— won’t  you  consider  new 
CARTRAX?  This  doubly  effective  therapy  combines 
PETN  (pentaerythritol  tetranitrate)  for  lasting 
vasodilation  and  atarax  for  peace  of  mind. 

Thus  CARTRAX  relieves  not  only  the  anginal  pain 
but  reduces  the  concomitant  anxiety. 

Dosage  and  supplied:  begin  with  1 to  2 yellow  cartrax 
“10”  tablets  (iO  mg.  petn  plus  10  mg.  atarax)  3 to  4 times 
daily.  When  indicated,  this  may  be  increased  for  more 
optimal  effect  by  switching  to  pink  cartrax  “20”  tablets 
(20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience,  write 
“cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on 
a continuous  dosage  schedule.  Use  petn  preparations 
with  caution  in  glaucoma. 

“Cardiac  patients  who  show  significant  manifestations  of 
anxiety  should  receive  ataractic  treatment  as  part  of  the 
therapeutic  approach  to  the  cardiac  problem.”^ 

1.  Waldman,  S.,  and  Pelner,  L.:  Am.  Pract.  & Digest  Treat.  S:!075  (.luly)  1957. 
Division,  Chas.  Pfizer  if  Co.,  Inc.  ’trademark 
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To  cut  daytime  lethargy 
(and  keep  rauwolfia  potency) 
in  treatment  of  hypertension: 


Mounting  clinical  evidence 
confirms  the  view  that 
Harmonyl  produces  much  less 
lethargy  while  reducing  blood 
pressure  effectively.  In  the  most 
recent  study ^ Harmonyl  was 
evaluated  in  comparison  with 
reserpine  and  other  rauwolfia 
alkaloids.  Harmonyl  was  the 
only  alkaloid  which  produced  a 
hypotensive  response  closely 
matching  that  of  reserpine, 
coupled  with  a greatly  reduced 
rate  of  lethargy.  Only  one 
Harmonyl  patient  in  20 
showed  lethargy,  while  an 
average  of  11  out  of  20  showed 
lethargy  with  reserpine,  and  10 
out  of  20  with  the  r\()() 
alseroxylon  fraction.  Lujumt 


802077 


for  your  hypertensives  who  must  stay  on  the  job 

Harmonyl 

(deserpidine,  ab8ott) 

while  the  drug  works  effectively  . . . so  does  the  patient 


1.  Comparative  Effecls  of  Various 
Rauwolfia  Alkaloids  in  Hypertension; 
Diseases  of  the  Chest:  in  press. 


NO  WAITIN; 


in  anxiety  and  hypertension 


NEW  fast-acting 


®’Harmonyl-N' 

(Harmonyl*  and  Nembutal'^)) 

Calmer  days,  more  restful  nights  starting  first  day 
of  treatment,  through  synergistic  action  of 
Harmonyl  (Deserpidine,  Abbott)  and  Nembutal 
(Pentobarbital,  Abbott).  Lower  therapeutic 
doses,  lower  incidence  of  side  effects.  Each 
Harmonyl-N  Filmtab  contains  30  mg.  Nembutal 
Calcium  and  0.25  mg.  Harmonyl.  Each 
Harmonyl-N  Half-Strength  Filmtab  combines 
15  mg.  Nembutal  Calcium  and 
0.1  mg.  Harmonyl.  OMott 


In  a semi-fluid  stnte-it’s  quickly 
absorbed  and  well  tolerated 


Hematovals  therapy  for  refractory  hypochro 
mic  anemia  provides  semi-fluid  iron  in  a soft 
elastic  capsule  for  rapid  absorption  withou 
gastric  irritation. 

Each  capsule  supplies  58  mg.  of  ferrous  ionii 
iron.  Normal  blood  levels  are  quickly  restored 
Achlorhydria  does  not  compHcate  Hematoval 
therapy  because  the  iron  remains  in  the  ferrou 
state  during  conversion. 

The  cobalt  factor  induces  better  hemoglobi! 
synthesis  and  quicker  response.  Hematovals  als' 
contain  vitamin  B12,  folic  acid,  liver  and  B-com 
plex  factors  to  help  overcome  anorexia.  Assimila 
tion  is  assisted  by  the  ascorbic  acid  present  i 
each  Hematoval.  i 


iACH  CAPSULE  CONTAINS: 

Ferrous  Sulfate,  4.5  gr. 


Iron 58  mg. 

Cobalt  Sulfate  2.0  mg. 

Cobalt 0.4  mg. 

Liver,  Desiccated,  N.F 110  mg. 

Vitamin  Bu 1 meg. 


Folic  Acid 0.25  mg. 

Thiamine  Mononitrate 1 mg. 

Riboflavin 1 mg. 

Pyridoxine  Hydrochloride. 0.25  mg. 
Calcium  Pantothenate. . . .0.25  mg. 

Nicotinamide 3.3  mg. 

Ascorbic  Acid 16.66  mg. 


Hematovals® 


THE  ULMER  PHARMACAL  COMPAN 


1 400  HARMON  PLACE,  MINNEAPOLIS  3,  MINNESOTA 


0Filmtab— Film-sealed  tablets,  Abbott;  pat.  applied  for 
601060  *Tradem3rk 


S.D.J.O.M.  MARCH  1958  - ADV. 


63 


When  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 


in  spastic 

and  irritabie  colon 


PATH  I BAM  ATE 

Meprobamate  with  PATH  I LON®  Lederle 


Combines  Meprobamat©  {400  mg.)  the  most  widely  prescribed  tranquilizer...  helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 


there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis— or  even 
early  rheumatoid 
arthritis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone 

. . . assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid' 

. . . additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate^"^  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  appIicatiO: 
including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild  ■ 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 

. . . much  less  likelihood 
of  treatment-interruptin 
side  effects'  * 

. . . simple,  flexible  ’ 

dosage  schedule  j 


Jte  conditions:  Two  or  three 
lets  four  times  daily.  After 
ured  response  is  obtained, 
dually  reduce  daily  dosage 
J then  discontinue, 
tiacute  or  chronic  conditions: 
tially  as  above.  When  satisfactory 
itrol  is  obtained,  gradually  reduce 
1 daily  dosage  to  minimum 
active  maintenance  level.  For  best 
.ults  administer  after  meals  and 
bedtime. 

icautions:  Because  sighagen 
itains  prednisone,  the 
me  precautions  and 
ntraindications  observed 
th  this  steroid  apply  also 
the  use  of  sigmagen. 


Composition 

Meticorten®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  Sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 


SCHERING  CORPORATION  • BLOOMFIELD,  N.  J. 


in  any  case 
it  calls  for 


:orticojd-salicyiate  compound 


tablets 


FROM  INFECTION- 


FROM  IRRITATION 


*as  adjunctive  therapy  only 


THE  FIRST  TROCHE  TO  PROVlOE 
THREEFOLD  RENEFITS 


NON-NARCOTIC  ANTITUSSIVE  EFFICACY 
SHOWN  TO  APPROXIMATE  THAT  OF  CODEINE 


With  the  addition  of  a non-narcotic  antitussive 
to  troche  medication,  Tentazets’  provides 
a new  and  extended  therapeutic  advantage  in 
this  convenient  form  of  treatment. 

Treatment  of  the  cough  too,  so  often  a 
troublesome  symptom  of  sore  throat,  combined 
with  wide-range  antibiotic  activity  and 
soothing  analgesic  benefit,  now  offers  threefold 
relief  in  a variety  of  throat  irritations. 

And  Tentazets’  are  pleasant-tasting,  too, 
making  them  highly  acceptable,  especially 
to  children. 

<PENTAZETS’  contains: 

• Homarylamim—a  new  non-narcotic  antitussive  with  cough 
control  shown  to  approximate  that  of  codeine.  • Bacitracin- 
Tyrothricin-Neomycin  — a.  combined  antibiotic  treatment 
against  many  pathogenic  organisms  with  little  danger  of 
unfavorable  side  effects.  • Benzocaine—a  local  anesthetic  for 
soothing  relief  to  inflamed  tissues.  Being  slowly  absorbed, 
it  is  especially  beneficial  for  prolonged  effect  and  benefit  to 
surrounding  areas.. 

Supplied;  Vials  of  12. 

Each'PENTAZETS'  troche  contains: 


Homarylamine  hydrochloride  20  mg. 

Zinc  Bacitracin 60  units 

Tyrothricin , Img. 

Neomycin  sulfate  6 mg. 

(equivalent  to  3.6  mg.  neomycin  base) 
Benzocaine 6 mg. 
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Protection  against  loss  of  income  from  acci- 
dent & sickness  as  well  as  hospital  expense 
benefits  for  you  and  all  your  eligible  depend- 
ents. 


All 


COME  FROM 


PHYSICIANS 

SURGEONS 

DENTISTS 


All 


60  TO 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 


ANNUAL  MEETING  SPEAKERS 
SELECTED 

All  of  the  annual  meeting  speakers  have 
been  selected  for  appearances  May  19-20  in 
Huron,  it  was  announced  by  Dr.  M.  M.  Mor- 
rissey, association  president. 

On  the  program  will  be: 

Charles  Schneider,  M.D. 

Dearborn,  Mich. 

John  A.  Rauie,  Ph.D. 

Kansas  City,  Mo. 

Ormond  S.  Culp,  M.D. 

Rochester,  Minn. 

John  S.  Wech,  M.D. 

Rochester,  Minn. 

Thomas  J.  O’Neill,  M.D.  ^ 

Philadelphia,  Pa.  ' 

R.  V.  Platou,  M.D. 

New  Orleans,  La.  , 

Franz  Altmann,  M.D.  } 

New  York  City,  N.  Y. 

Milton  Friedman,  M.D. 

New  York  City,  N.  Y.  | 

Benjamin  M.  Gasul,  M.D. 

Chicago,  111. 

Paul  Winchell,  M.D. 

Minneapolis,  Minn. 

Richard  G.  Lester,  M.D. 

Minneapolis,  Minn. 


VMS -200 


'Premarin''  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 

For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


Also  available  as 

PMB-400  (0.4  mg.  "Premarin,"  400  mg.  meprobamate 
in  each  tablet). 


Supply: 

No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  JOO. 


AYERST  LABORATORIES 


New  York  16,  New  York 


Montreal,  Canada 


6830 


’'Premarin®*'  con|ugated  estrogens  (equine) 


Meprobamate  licensed  under  U.S.  Pat.  No.  2,724,720 


what  are  the  7 “dont’s” 

of  office  psychotherapy? 

(!)  Don’t  argue~let  patient  “talk  out”  his  troubles.  (2)  Don’t  counsel-help 
him  solve  his  own  problems.  (3)  Don’t  be  hostile— allow  patient  to  express 
hostility  without  reciprocating.  (4)  Don’t  be  unsure  — stress  significance  of 
normal  or  abnormal  physical  findings  in  relation  to  symptoms.  (5)  Don’t  be 
too  reassuring— overoptimism  may  suggest  you  take  the  symptoms  too 
lightly.  (6)  Don’t  approve  or  censure.  (7)  Don’t  be  too  credulous— patients’ 
words  may  conceal  hidden  meanings. 

Source  ~ Hyman,  M.:  Some  Aspects  of  Psychiatry  in  General  Practice,  GP  76:83 
(Oct.)  1957. 

calmative  NOSTYI* 

Ectylurea,  Ames 
(2-ethyl-cu-crotonylurea) 

jor  tranquil— not  “tranquilized”  patients 

“Anxiety  and  nervous  tension  states  appeared  to  be  most  benefited. . . .The  patients 
experienced  and  expressed  a feeling  of  greater  inward  security,  serenity. ...Mental 
depression,  one  of  the  undesirable  side  actions  in  many  other  sedatives,  did  not 
develop  in  any  of  the  patients 

*Bauer,  H.  G.;  Seegers,  W;  Krawzoff,  M.,  and  McGavack,  T.  H.;  A Clinical  Evaluation 
of  Ectylurea  (Nostyn®),  in  press. 

dosage:  Children— ISO  mg.  (Vi  tablet)  three  or  four  times  daily.  Adults— 150-300 
mg.  (Vi  to  1 tablet)  three  or  four  times  daily. 

supplied:  300  mg.  scored  tablets;  bottles  of  48  and  500. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  44258 


in  G.l.  disorders 

Xompazine’  controls  tension 
—often  brings  complete  relief 

In  such  conditions  as  gastritis,  pylor- 
ospasm,  peptic  ulcer  and  spastic 
colitis,  ‘Compazine’  not  only  re- 
lieves anxiety  and  tension,  but  also 
controls  the  nausea  and  vomiting 
\vhich  often  complicate  these 
disorders. 

Physicians  who  have  used  ‘Com- 
pazine’ in  gastrointestinal  disorders 
— often  in  chronic,  unresponsive 
cases — have  had  gratifying  results 
(87%  favorable). 

Compazine 

the  tranquilizer  and  antiemetic 
remarkable  for  its  freedom  from 
drowsiness  and  depressing  effect 

Available:  Tablets,  Ampuls,  Multi- 
ple dose  vials,  Spansule®  sustained 
release  capsules.  Syrup  and  Sup- 
positories. 

*T.M.  Reg.  U.S.  Pat.  OfiF.  for  prochlorperazine,  S.K.F. 


Smith  Kline  & French  Laboratories,  Philadelphia 


APRIL  ir  1958 


QUALITY  / HESf  AHCK  / iNTiGRlTY 


Antacid  therapy  in  the  bes 


LIQUID 


(Magnesium  Trisilicate  and  Colloidal  Aluminum  Hydroxide,  Lilly) 


Combines  palatability  with  effecti 


In  12-ounce  bottles  at  pharmacies 


EL!  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S 


' harmaceutical  Convention— Brookings— June  22,  23, 24, 25 


ORAL 


progestational  agent 
with 

unexcelled  potency 
and 

unsurpassed  efficacy 


in  functional  uterine  bleeding 

Functional  uterine-bleeding  is  usually  due 
to  failure  of  ovulation  "with  sustained  estrogenic 
stimulation  of  the  endometr  ium  in  the  absence 
of  progesterone.  The  most  effective  type 
of  hormone  in  arresting  a bout  of  functional  uterine 
bleeding  is  a progestational  agentd  Administered 
orally,  NORLUTIN  produces  presecretory  to  secretory 
and  marked  progestational  endometrium  in 
3 to  14  days.^"®  The  return  of  normal  menstruation 
frequently  can  be  induced  by  continued  cyclic 
therapy  with  NORLUTIN  during  successive  months. 

case  summary 

A 44-year-old  woman  had  spotting  and  bleeding 
for  10  days.  She  was  treated  with  NORLUTIN, 

10  mg.  twice  daily  for  4 days.  Bleeding  stopped 
during  medication  and  24  to  72  hours  after 
cessation  of  therapy  normal  withdrawal 
bleeding  occurred. 

References:  (1)  Greenblatt,  R.  B.,  & Clark,  S.  L.: 

M.  CIiB.  North  America,  Philadelphia, 

W.  B.,  Saunders  Company  (Mar.)  1957,  p.  587. 

(2}  Creenblatt,  R.  B. ; Clin.  Endocrinol. 

16:869, 1956.  (S)  Hertz,  R.;  Waite,  J.  H., 

& Thomas,  L-  B.:  Proc.  Soc.  Exper.  Biol,  ir  Med. 

9I;418, 1956. 


TM. 


(norethindrone,  Parke-Davis) 

IMDiCATlONS  FOR  NORLUTIN:  conditions  involving  deficiency 
of  progesterone  such  as  primary  and  secondary  amenorrhea, 
menstrual  irregularity,  functional  uterine  bleeding, 
endocrine  infertility,  habitual  abortion,  threatened  abortion, 
premenstrual  tension,  and  dysmenorrhea. 

RACK  AGING:  5-mg.  Scored  tablets  (C.  T.  No.  882),  bottles  of  30. 


N RLUTIN 


PARKE,  DAVIS  & COMPANY  • DETROIT  32.  MICHIGAN 
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a unique  new  medical  communications  service —produced  by  the 
Medical  Education  Department,  Lakeside  Laboratories,  Inc. 

Significant  scientific  exhibits  at  medical  meetings  throughout  the  nation 
will  be  preserved  on  film ...  permanently  available  for  study  by  the 
thousands  of  physicians  anxious  to  keep  up  with  the  newest  develop- 
ments in  medicine  and  surgery. 

These  filmstrips,  together  with  recorded  commentaries,  will  be  given 
on  request  to  Medical  Schools,  County,  State  and  Sectional  Medical 
Societies,  not  as  a loan  but  as  a permanent  contribution. 


ready  now  for  distribution 

Six  widely  acclaimed  scientific  exhibits  selected  from  those  at  the  106th  Annual 
Meeting,  American  Medical  Association,  New  York,  June  3-7,  1957. 

FILMSTRIP  1 Parti  The  Present  Indications  for  Cardiac  Surgery  • 
Robert  P Glover,  Julio  C.  Davila  and  Robert  G.  Trout  (Philadelphia)  • Billings  Gold 
Medal  for  excellence  in  the  correlation  and  presentation  of  facts  . Part  II  Oral 
Organomercurial  Diuretics  • Sim  E Dimitroff  and  George  C.  Griffith  (Los  Angeles) 

FILMSTRIP  2 Part  I The  Hands  in  Arthritis  and  Related  Conditions  • 
Darrell  C.  Crain  (Washington,  D.  C.)  • Certificate  of  Merit  • Part  II  Intra- 
muscular Iron  for  the  Treatment  of  Iron  Deficiency  Anemia  in  Infancy  • Ralph  O. 
Wallerstein,  and  M.  Silvija  Hoag  (San  Francisco) 

FILM  STRIP  3 Part  I Bronchial  Asthma  • John  W.  Irwin,  Irving  H.  Itkin, 
Sandylee  Weille  and  Nancy  Little  (Boston)  • Honorable  Mention  Award  • Part  II 
The  Direct  (Open)  Surgical  Repair  of  Congenital  and  Acquired  Intracardiac  Mal- 
formations • C.  W.  Lillehei,  H.  E.  Warden,  R.  A.  DeWall,  V L.  Gott,  R.  D.  Sellers, 
M.  Cohen,  R.  C.  Read,  R.  L.  Varco  and  O.  H.  Wangensteen  (Minneapolis)  • Hektoen 
Gold  Medal  for  originality  and  excellence  of  presentation  in  an  exhibit  of  original 
investigation 


Officers  of  Medical  Societies  and  Medical  School  libraries  wishing  to  start  their 
library  of  Filmstrips  of  Scientific  Exhibits  now,  should  address  their  requests  to: 
EXHIBITS-ON-FILM,  Medical  Education  Department,  Lakeside  Laboratories, 
Inc.,  Milwaukee  1,  Wisconsin 

Individual  physicians  who  wish  to  arrange  showings  such  as  at  hospital  staff  meetings 
should  contact  the  secretary  of  their  Medical  Society  or  Medical  School  librarian. 
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IN  ALL  DIARRHEAS . . . REGARDLESS  OF  ETIOLOGY 


comprehensive  control 

with 


CREMOMYCIN 

eulfasuxidineI  pectin. kaolin-neomycin  suspension 


SOOTHING  ACTION . . . Kaolin  and  pectin  coat  and  soothe  the  inflamed  mucosa,  ad- 
sorb toxins  and  help  reduce  intestinal  hypermotility. 

BROAD  THERAPY . . . The  combined  antibacterial  effectiveness  of  neomycin  and 
Sulfasuxidine  is  concentrated  in  the  bowel  since  the  absorption  of  both  agents 
is  negligible. 

LOCAL  IRRITATION  IS  REDUCED  and  control  is  instituted  against  spread  of  infective 
organisms  and  loss  of  body  fluid. 


PALATABLE  creamy  pink,  fruit-flavored  cremomycin  is  pleasant  tasting,  readily 
accepted  by  patients  of  all  ages. 

* Sulfasuxidine  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHIUDELPHIA  1,  PA. 


;it;ir;ix 

in  any 

hyperemotive 

state 

for  chfidiiood  behavior  disorders 

10  mg.  tablets— 3-6  years,  one  tab- 
let t.i.d.;  over  6 years,  tvvo  tablets 
t.i.d.  Syrup— 3-6  years,  one  tsp. 
t.i.d.j  over  6 years,  two  tsp.  t.i.d. 

for  adult  tension  and  anxiety 

25  mg.  tablets— one  tablet  q.i.d. 
Syrup-one  tbsp.  q.i.d. 

for  severe  emotional  disturbances 

100  mg.  tablets— one  tablet  t.i.d. 

for  adult  psychiatric  and  emotional 
emergencies 

Parenteral  Solution— 25-50  mg. 
{1-2  cc.)  intramuscularly,  3-4 
times  daily,  at  4-hour  intervals. 
Dosage  for  children  under  12  not 
established. 

Supplied:  Tablets,  bottles  of  100.  Syrup, 
pint  bottles.  Parenteral  Solution,  10  cc. 
muttiple-dose  vials. 


The  psychological  needs  of  the  elderly  confront  physicians  with  one  of  their  most 
perplexing  problems.  Perhaps  no  other  patient  group  suffers,  so  much  from  emo- 
tional distress.  Yet,  precisely  because  of  their  age,  geriatric  patients  often  seem 
beyond  the  reach  of  tranquilizing  treatment. 

When  tranquilization  seems  risky  . . . 

They  are  too  much  beset  by  complicating  chronic  ailments,  too  susceptible  to 
serious  side  effects.  Ataraxia  is  clearly  indicated,  yet  the  doctor  cannot  risk  side 
reactions  on  liver,  blood  or  nervous  system. 

Is  there  an  answer  to  this  dilemma? 

We  feel  there  is.  In  four  recent  papers  investigators  have  reported  good  results  with 
ATARAX  in  patients  up  to  90  years  of  age.*  In  one  study,  improvement  was  “pro- 
nounced” in  76%,  “good”  in  an  additional  18.5%.*  ATARAX  has  been  successfully 
used  in  such  cases  as  senile  anxiety,  agitation,  hyperemotivity  and  persecution 
complex.*  On  ATARAX,  patients  became  . . quieter  and  more  manageable.  They 
slept  better  and  demonstrated  improved  relations  with  other  patients  and  hospital 
personnel.  Even  their  personal  hygiene  improved,  and  they  required  less  super- 
visory management.”* 

. . . ATARAX  Is  safe 

Yet  even  in  the  aged,  ATARAX  has  given  "no  evidence  of  toxicity. Complete  liver 

function  tests  and  blood  studies  were  made  on  all  patients  after  two  months  of 
therapy.  . . . There  were  no  significant  abnormalities.”*  With  still  other  elderly 
patients  “tolerance  to  the  drug  was  excellent,  even  in  cases  where  the  patients 
were  given  relatively  high  doses.”*  Similarly,  no  parkinsonian  effects  have  been  ob- 
served on  ATARAX  therapy. 

Nor  does  ATARAX  make  your  patients  want  to  sleep  all  day.  Instead,  they  can  better 
take  care  of  themselves,  because  atarax  leaves  them  both  calm  and  alert.  In  sum, 
ATARAX  . . does  not  impair  psychic  function  and  has  a minimum  of  side  effects. 
...  It  appears  that  ATARAX  is  a safe  drug ”* 

These,  undoubtedly,  are  the  results  you  want  when  emotional  problems  beset  your 
geriatric  patients.  For  the  next  four  weeks,  won’t  you  prescribe  tiny  atarax  tablets 
or  pleasant-tasting  ATARAX  syrup -both  so  readily  acceptable  to  the  elderly. 

(BRAND  OF  HYDROXYZINE) 


Medical  Birector 
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SYNTHETIC  BILIARY  ABSTERGENT 


ZANCHOE 

(brand  of  florantyrone) 

Fills  an  Important  Postcholecystectomy  Need 


The  excellent  results  with  Zanchol  in  pa- 
tients whose  gallbladders  have  been  re- 
moved have  been  most  pronounced  in  two 
phases  of  management: 

1.  Early— Zanchol  in  Postoperative  Care. 
T-tube  studies  have  demonstrated  that 
Zanchol  increases  the  volume  and  fluidity 
of  bile,  at  the  same  time  changing  its  color 
to  a clear,  brilliant  green.  The  greatly  im- 
proved abstergent  cleansing  action  of  the 
bile  is  noted  in  its  ability  to  keep  the  T 
tubes  clean’^  without  rinsing  in  most  cases. 

2.  Late— Zanchol  in  Postcholecystectomy 
Syndrome.  By  improving  the  physico- 
chemical properties  of  bile  and  increasing 


its  flow,  Zanchol  acts  to  eliminate  biliary 
stasis  and  sharply  reduce  or  eliminate  bil- 
iary sediment.  The  drug  may  be  employed 
in  both  prophylaxis  and  therapy  of  the  post- 
cholecystectomy syndrome. 

Medical  Indication  for  Zanchol 

This  includes  the  treatment  of  patients 
with  chronic  cholecystitis  for  which  sur- 
gery is  not  required  or  may  be  impossible 
for  any  reason. 

Dosage : one  tablet  three  or  four  times 
daily.  Tablets  of  250  mg.  each. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


photomicfographs^ 

showing  daily  changes  in 
sediment  from  centrifuged  bile 
taken  from  T-tube  drainage  in 
a fiostcbolecystectomizect  ipatient. 


1.  McGowan,  J.  M.:  Clinical  Significance  of  Changes  in 
Common  Duct  Bile  Resulting  from  a New  Synthetic 
Choleretic,  Surg.,  Gynec.  & Obst.  lOi.163  (Aug.)  1956. 


s 


Remarkably 

effective 


SHje 


MARKEDLY 


Write  for  Booklet 


lAlOIAtOtIft 

Nfw  TOW  14  N » 


DOSE:  Initial  - 400  to  600  mg.  (2  or  3 tablets)  Plaquenil  sulfate  dailyr 
Maintenance  — 200  to  400  mg.  (1  or  2 tablets)  daily. 


SUPPLIED:  Tablets  of  200  mg.,  bottles  of  100. 


UFERENCES; 


i.  Seherbe],  A.X...  Schuchter,  S.li.,  B.r\d  Harrison,  J.W.:  Cleveland  Clin,  Quart,  24:08,  Apr.,  1957. 

I,  Schoch,  A.G.,  and  Alexander,  L.J.:  The  Schoch  section.  Bull,  A,  Mil,  Dermatologiate  6:25,  Nov.,  1966. 
3.  Combleet,  Theodore:  Arch.  Dermet.  78:672,  June,  1966. 


Atabrine  (brand  of  quinacrine) . Aralen  (brand  of  ( 
and  Plaquenil  ( brand  of  hydroxy 
trademarks  r«.  1_ 


. . . the  least  toxic  of  its  class . . 


CH, 

I 

NHCHCH,{CH,),N(CH,CH3), 


2HCI-2H,0 


CH, 

1 

CH-CH,  CH,  CH,  N(C 


ARALEN 

PHOSPHATE 


HOCH  CH  —N CH, 

I I 


CH,0 


QUININE 


CH— CHCH=CH 


\A 


has  a high  degree  of  clinicQ 
safety. . . It  is  considered 
to  be  the  preferred  antimalarial 
drug  for  treatment  of  disordef 
of  connective  tissue,  because 
of  the  low  incidence  of  gastrointesti 
distress  as  compared  to  that 

with  chloroquine  phosphate/^’ 


. . . Plaquenil  is  decidedly  less  toxic  and  better 
tolerated  by  the  average  patient,  even  in  hi< 
dosage,  than  is  chloroquine/'^ 
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S&iheoL 


QUecct 


'Smo/Mi  Sjo&tQaSacL 


Your  patient  has  a wide  choice  of 
unseasoned,  strained  or  chopped  foods 

The  Low 
Residue  Diet 

Consomme  can  be  served  jellied  or  hot.  Pureed 
vegetables  folded  into  well-beaten  egg  can  be 
baked  to  a puff.  Chopped  beef  moistened  with 
broth  and  mixed  with  bread  crumbs  shapes  into 
patties.  Eggs  can  be  soft  or  hard-cooked  by 
simmering.  Flaked  fish  in  lemon  gelatin  looks 
true  to  nature  when  your  patient  uses  a mold. 

For  banana-spht  salad  he  can  try  cottage 


— and  may  we 
remind  you  that 
m I a glass  of  beer 
can  make  low- 
residue  diets  more 
palatable? 


cheese  on  banana  and  top  with  pureed  apricots. 
Rice  cooked  in  pineapple  juice,  water  and  sugar 
makes  a golden  dessert.  For  a parfait,  try  layers 
of  farina  pudding  and  pureed  plums. 

Of  course,  you’U  tell  your  patient  just  which 
foods  you  want  him  to  have — and  whether  he 
can  enjoy  a glass  of  beer*  with  his  meals. 

*pH — 4.3,  104  Calories/8  oz,  glass  (Average  of  Americon  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 
If  you'd  like  reprints  of  this  and  1 1 other  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y, 


PATHIE 


•Trademark 


calms  te, 


12 
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Medrol 

the  corticosteroid  that  hits  the  disease, 

but  spares  the  patient 


*TRADCM«RK  FOR  METHYIPREONISOI.ONE.  UPJOHN 


The  Upjohn  Company 
Kalamazoo,  Michigan 
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DIABETES  FOLLOWING  TRANSIENT  GLYCOSURIA=<= 


Non-Diabetic 
65  patients 
(52%) 


should  a non- diabetic, 

transient  glycosuria  ever  be 
considered  unimportant? 


Never.  A patient  showing  even  a mild  transient  glycosuria  should 
be  observed  for  years  as  a diabetic  suspect.* 

Ultimate  diagnosis  on  126  patients  with  a previous  transient  mild 
glycosuria.  Twenty  diabetics  were  discovered  5-10  years  after  a 
recorded  glycosuria— 10  diabetics  after  more  than  10  years.* 
*Murphy,  R.:  Connecticut  M.  J.  27:306,  1957. 


COLOR  CALIBRATED  CLINITESTSe=sen.Tab...s 

BRAND 

the  STANDARDIZED  urine-sugar  test 
for  reliable  quantitative  estimations 


• full  color  calibration,  clear-cut  color  changes 

• established  “plus”  system  covers  entire  critical  range 

• standard  blue-to-orange  spectrum  long  familiar  to  diabetics 

• unvarying,  laboratory-controlled  color  scale 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  45457 


•'Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles. Pain 

in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  ‘muscle  spasm.’ 


MEPROLONE  Is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  two  formulas: 
MEPROLONE-2-2.0  mg. 
prednisolone,  200  mg.  meprobamate 
and  200  mg.  dried  aluminum 
hydroxide  gel  (bottles  of  100). 
MEPROLONE-1— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2  (bottles  of  100). 

1.  Comroe's  Arthritis;  Hollander,  J.  L,  p.  149  (Fifth 
Edition,  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E.,  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


THE  FIRST  meprobamate  PREDNISOLONE  THERAPY 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 

relieves  both 
muscle  spasm 
and  joint  inflammation 


rheumatoid  arthritis 
involves  both 
joints  and 
muscles 

only 


MERCK  SHARP  & DOHME  Philadelphia  1,  Pa. 

Division  of  MERCK  & CO.,  Inc. 


In  Upper  Respiratory  Tract  Infections  . . . 

for  symptomatic  relief  and 
prevention  of  bacterial  complications 


Pen  -Vee  • Qdiri 


Penicillin  V with  Salicylamide,  Promethazine  Hydrochloride,  Phenacetin,  and  Mephentermine  Sulfate,  Wyeth 


® 

Philadelphia!,  Pa. 


Supplied:  Capsules,  bottles  of  36.  Each  capsule  contains 
penicillin  V,  62.5  mg.  (100,000  units) ; salicylamide,  194  mg.; 
promethazine  hydrochloride,  6.25  mg.;  phenacetin,  130  mg.; 
mephentermine  sulfate,  3 mg. 

antibacterial 

analgesic 

antipyretic 

mood-ameliorating 

sedative 

antihistaminic 


YOUR 
INVITATION 
TO  ACTION 


This  advcftisement  con- 
forms to  the  Code  for 
Advertising  of  the  Physi- 
cians’ Council  for  Infor- 
mation on  Child  Health. 


PEN*VEE*Cidm  in  your  practice. 

For  a generous  clinical  supply  and  professional  literature,  write 
to  Professional  Service  Department  A,  Wyeth,  P.O.  Box  8299, 
Philadelphia  1,  Pennsylvania. 
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IT  DOESN'T  STOP  THE  PATIENT 


>'  imm 

...and  fora  nutritional  buildup 
plus  freedom  from  ieg  cramps*  * 

STORCAVITE* 


BONADOXIN  brings  relief  to  88.1% 
of  patients ...  often  within  a few  hours.’-^ 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
“toxicity  and  intolerance ...  [is]  zero."2 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy . . . 


BONADOXIN^ 

STOPS  liORNINO  SICKNESS... BUT 


phosphate-free  calcium,  10  essential 
vitamins,  8 important  minerals. 

Bottles  of  100. 

*<lue  to  caleiuffl-phosphoras  imbalance  * 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


and  just  one  supplies  the  a 
full  50  mg.  of  pyridoxine.  >r — ' 
EACH  TABLET  CONTAINS: 


MECLIZINE  HCI 25  mg. 

PYRIDOXINE  HCI 50  mg. 


Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  ah  Clin. 
Med.  2:885  (Sept.)  1955.  2.  Goldsmith,  J.  W.s 
Minnesota  Med.  40:99  (Feb.)  1957. 


DIRECTORY 


THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
Organized  1882  300  First  Nat’l  Bank  Bldg. 

Sioux  Falls,  South  Dakota 
OFFICERS,  1957-1958 
President 

M.  M.  Morrissey,  M.D.  — — - — Pierre 

President-Elect 

A.  A.  Lampert,  M.D — Rapid  City 

Secretary-Treasurer 

A.  P.  Reding,  M.D Marion 

Vice  President 

R.  A.  Buchanan,  M.D Huron 

AMA  Delegate 

A.  A.  Lampert,  M.D Rapid  City 

Alternate  Delegate  to  AMA 

A.  P.  Reding,  M.D Marion 

Chairman  of  the  Council 

Magni  Davidson,  M.D.  Brookings 

Speaker  of  the  House 

C.  R.  Stoltz,  M.D Watertown 

Councilor-at-Large 

A.  P.  Peeke,  M.D - Volga 

COUNCILORS 
First  District  (Aberdeen) 

P.  V.  McCarthy,  M.D.  (1959)  Aberdeen 

Second  District  (Watertown) 


J.  J.  Stransky,  M.D.  (1959)  Watertown 

Third  District  (Brookings-Mudison) 

Magni  Davidson,  M.D.  (1960)  Brookings 

Fourth  District  (Pierre) 

L.  C.  Askwig,  M.D.  (1959)  Pierre 

Fifth  District  (Huron) 

Paul  Hohm,  M.D.  (1960)  Huron 

Sixth  District  (Mitchell) 

P.  P.  Brogdon,  M.D.  (1960)  Mitchell 

Seventh  District  (Sioux  Falls) 

C.  J.  McDonald.  M.D.  (1960)  Sioux  Falls 

Eighth  District  (Yankton) 

T.  H.  Sattler,  M.D.  (1959)  Yankton 

Ninth  District  (Black  HUls) 

J.  D.  Bailey,  M.D.  (1958)  Rapid  City 

Tenth  District  (Rosebud) 

R.  H.  Hayes,  M.D.  (1958)  Winner 

Eleventh  District  (Northwest) 

G.  C.  Torkildson,  M.D.  (1958)  ...McLaughlin 

Twelfth  District  (Whetstone) 

E.  A.  Johnson,  M.D.  (1958)  Milbank 


STANDING  COMMITTEES- 
Scientific  Work 

M.  M.  Morrissey,  M.D.,  Chr 

A.  A.  Lampert,  M.D 

R.  A.  Buchanan,  M.D.  

A.  P.  Reding,  M.D.  

Legislation 

H.  Russell  Brown,  M.D.,  Chr 

R.  E.  Van  Demark,  M.D.  . 

E.  T.  Ruud,  M.D 

Paul  Bunker,  M.D 

C.  L.  Swanson,  M.D.  

H.  R.  Lewis,  M.D. 


1957-1958 


Pierre 

. Rapid  City 

Huron 

Marion 


. . Watertown 
..Sioux  Falls 
...Rapid  City 

Aberdeen 

Pierre 

Mitchell 


Publications 

R.  G.  Mayer,  M.D.,  Chr.  (1960)  (Deceased).. Aberdeen 

R.  E.  Van  Demark,  M.D.  (1958)  Sioux  Falls 


T.  H.  Sattler,  M.D.  (1959) 

Medical  Defense 

A.  P.  Reding,  M.D.,  Chr.  (1958)  

Russell  Orr,  M.D.  (1959)  

D.  R.  Mabee,  M.D.  (1960)  


..Yankton 


Medical  School  Affairs 
Medical  Education  and  Hospitals 

C.  B.  McVay,  M.D.,  Chr.  (1960)  

R.  C.  Jahraus,  M.D.  (1960)  

Ronald  Price,  M.D.  (1958)  

F.  D.  Gillis,  Jr.,  M.D.  (1958)  

W.  H.  Saxton,  M.D.  (1959)  

F.  R.  Williams.  M.D.  (1959)  

Medical  Economics 

M.  Davidson,  M.D.,  Chr.  (1958)  

Abner  Willen,  M.D.  (1959)  

R.  H.  Hayes,  M.D.  (1960) 


Marion 

..Sioux  Falls 
...Mitchell 


Yankton 

Pierre 

Armour 


.Mitchell 

Huron 

..Rapid  City 

...Brookings 

Clark 

Winner 


Necrology 

D.  J.  Glood,  M.D.,  Chr.  (1958)  

J.  C.  Murphy,  M.D.  (1960)  

J.  T.  Cowan,  M.D.  (1959)  

Public  Health 

R.  K.  Rank,  M.D.,  Chr.  (1959)  

F.  C.  Totten,  M.D.  (1958)  

N.  E.  Wessman,  M.D.  (1960)  

Cancer 

P.  V.  McCarthy,  M.D.,  Chr.  (1960)  

W.  A.  Geib,  M.D.  (1958) 


..Viborg 

..Murdo 

..Pierre 


Aberdeen 

Lemmon 


J.  V.  McGreevy,  M.D.  (1959)  

T uberculosis 

W.  L.  Meyer,  M.D.,  Chr.  (1960)  

R.  G.  Meyer,  M.D.,  Chr.  (1960)  

Saul  Friefeld,  M.D.  (1959)  

Maternal  & Child  Welfare 
Brooks  Ranney,  M.D.,  Chr.  (1959) 

L.  W.  Tobin,  M.D.  (1958) 

W.  A.  Anderson,  M.D.  (1960)  

Diabetes 

E.  W.  Sanderson,  M.D.  (1958)  

M.  E.  Sanders,  M.D.  (1959)  

Clifford  Gryte,  M.D.  (1960)  


-...Sioux  Falls 


Aberdeen 

Rapid  City 

Sioux  Falls 


(Deceased).. 


Sanator 

. Aberdeen 
..Brookings 


-Yankton 
..Mitchell 
..  Sioux  Falls 


..Sioux  Falls 

Redfield 

Huron 


Executive  Committee 

M.  M.  Morrissey,  M.D.,  Chr.  Pierre 

A.  A.  Lampert,  M.D Rapid  City 

R.  A.  Buchanan,  M.D.  Huron 

C.  R.  Stoltz,  M.D Watertown 

A.  P.  Reding,  M.D -Marion 

Magni  Davidson,  M.D JBrookings 

Grievance  Committee 

L.  J.  Pankow,  M.D.,  Chr.  (1962)  Sioux  Falls 

R.  E.  Jernstrom,  M.D.  (1958)  Rapid  City 

D.  A.  Gregory,  M.D.  (1959)  Milbank 

A.  W.  Spiry,  M.D.  (1960)  ...Mobridge 

D.  S.  Baughman,  M.D.  (1961)  Madison 

Mental  Health 

George  Smith,  M.D.,  Chr.  (1960)  Sioux  Falls 

E.  S.  Watson,  M.D.  (1958)  Brookings 

Clark  Johnson,  M.D.  (1958)  Yankton 

R.  C.  Knowles,  M.D.  (1959)  Sioux  Falls 

H.  E.  Davidson,  M.D.  (1959)  Lead 

C.  G.  Baker,  M.D.  (1960)  ..Yankton 

Benevolent  Fund 

W.  E.  Donahoe,  M.D.,  Chr.  (1960)  Sioux  Falls 

J.  C.  Hagin,  M.D.  (1958)  Miller 

F.  C.  Totten,  M.D.  (1959)  .Lemmon 

Rheumatic  Fever  and  Heart  Disease 
J.  Argabrite,  M.D.,  Chr.  (1958)  Watertown 

B.  T.  Lenz,  M.D.  (1959)  Huron 

H.  W.  Farrell,  M.D.  (1960)  —Sioux  Falls 

SPECIAL  COMMITTEES 
Radio  Broadcasts  and  Telecasts  Committee 

J.  J.  Stransky,  M.D.,  Chr.  ....Watertown 

J.  P.  Steele,  M.D Yankton 

J.  C.  Rodine,  M.D Aberdeen 

Robert  Olson,  M.D Sioux  Falls 

Wm.  Fritz,  M.D Mitchell 

F.  D.  Leigh,  M.D Huron 

S.  B.  Simon,  M.D Pierre 

H.  L.  Ahrlin,  M.D Rapid  City 

American  Medical 
Education  Foundation 

A.  P.  Reding,  M.D.,  Chr.  ....  Marion 

A.  A.  Lampert,  M.D Rapid  City 

O.  J.  Mabee,  M.D.  . — Mitchell 

H.  L.  Saylor,  Jr.,  M.D Huron 

S.  F.  Sherrill,  M.D Belle  Fourche 

Editorial 

R.  G.  Mayer,  M.D (Deceased) -.Aberdeen 

G.  S.  Paulson,  M.D.  ...Rapid  City 

Harold  Lowe,  M.D ...Mobridge 

H.  R.  Wold,  M.D Madison 

R.  E.  Van  Demark,  M.D.  Sioux  Falls 

T.  W.  Reul,  M.D - Watertown 

Mary  Price,  M.D.  ..Armour 

Amos  Michael,  M.D.  .Vermillion 

M.  L.  Spain,  M.D Rapid  City 

Medical  Licensure 

F.  F.  Pfister,  M.D Webster 

Magni  Davidson,  M.D Brookings 

C.  E.  Kemper,  M.D — Viborg 

Veterans  Administration  and  Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr.  Pierre 

M.  R.  Gelber,  M.D Aberdeen 

G.  H.  Steele,  M.D.  - Aberdeen 

T.  J.  Billion,  M.D Sioux  Falls 

Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D.  Vermillion 

Prepayment  and  Insurance  Plans 

C.  J.  McDonald,  M.D.,  Chr Sioux  Falls 

D.  H.  Breit,  M.D.  Sioux  Falls 

Paul  Hohm,  M.D Huron 

E.  A.  Johnson,  M.D Milbank 

A.  A.  Lampert,  M.D — Rapid  City 

Robert  Monk,  M.D.  Yankton 

T.  H.  Sattler,  M.D.  Yankton 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.,  Chr Volga 

G.  J.  Bloemendaal,  M.D.  Ipswich 

E.  F.  Kalda,  M.D.  Platte 

Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr.  Madison 

C.  L.  Vogele,  M.D Aberdeen 

G.  F.  Gryte,  M.D.  Huron 

Workmen’s  Compensation 

J.  N.  Hamm,  M.D.,  Chr Sturgis 

H.  R.  Lewis,  M.D.  Mitchell 

R.  Giebink,  M.D Sioux  Falls 

Blood  Banks 

W.  A.  Geib,  M.D.,  Chr Rapid  City 

R.  L.  Carefoot,  M.D.  Huron 

A.  K.  Myrabo,  M.D.  Sioux  Falls 

Rehabilitation  Committee 

R.  E.  Van  Demark,  M.D.,  Chr Sioux  Falls  li 

Paul  Bunker,  M.D Aberdeen  r 

W.  A.  Dawley,  M.D.  Rapid  City  ! 

H.  L.  Ahrlin,  M.D Rapid  City  I 

Mary  Schmidt,  M.D.  Watertown  i 

Press  Radio  Committee  } 

R.  E.  Jernstrom,  M.D.,  Chr.  , Rapid  City  ; 

E.  A.  Rudolph,  M.D.  ...Aberdeen  ! 

Steve  Brzica,  M.D Sioux  Falls  1 

Care  of  the  Indigent  i 
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New. . . 

meprobamate 

prolonged 

release 

capsules 


Evenly  sustain  relaxation  of  mind  and  muscle  'rouud  the  clock 


Meprospan* 

MEPROBAMATE  IN  PROLONGED  RELEASE  CAPSULES 

■ maintains  constant  level  of  relaxation 

■ minimizes  the  possibility  of  side  effects 

■ simplifies  patient’s  dosage  schedule 

Dosage:  Two  Meprospan  capsules  q.  12  h. 

Supplied : Bottles  of  30  capsules. 

Each  capsule  contains : 

Meprobamate  (Wallace)  200  mg. 

2-methyI-2*n-propyl”l,3'propanediol  dicarbamate 

literature  and  samples  on  request, 

. WALLACE  LABORATORIES,  New  BruTiswicky  N.  J. 

^fRAOe-MAAll  CM£*6598.4a 


20 


S.D.J.O.M.  APRIL  1958  - ADV. 


N0W...A  NEW  TREATMENT 


'Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman.  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 

*“Cardirate’  brand  Crythrot  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


S.D.J.O.M.  APRIL  1958  - ADV. 


21 


JOINTS  INVOLVED  IN  GOUT 

1 INITIAL  SUSSEOlttNT 

1 ATTACK  ATTACKS  ^ I 

'h  ‘1 

1 m 1 

M 10%  y 

Ill  u|  II 

\jj  16% 

1 H 1 i 

H-  ' 

1,  Recurrent  joint  pain  followed  by- 
long  periods  of  complete  remis- 
sion. (Percentages  refer  to  inci- 
dence.) 


SIRUM  URIC  ACID 
CONCENTRATION 


3. 


Elevated  serum  uric  acid  levels. 


2 ■ Enlargement  of  bursae  such  as  in 
this  case  involving  the  olecranon 
bursa. 


4i  Colchicine  test:  full  dose  (0.5 
mg.)  every  1 to  2 hours  until  pain 
is  relieved  or  nausea,  vomiting  or 
diarrhea  occur.  The  test  requires 
usually  8 to  16  doses.  Pain  relief 
is  highly  indicative  of  gout. 


FROM  THESE  FINDINGS... SUSPECT  GOUT; 

^BENEMID 


PROBENECID 


A SPECIFIC  FCR  GOUT 


Once  findings  point  to  gout,  long-term  management  can  be  started 
with  Benemid.  This  effective  uricosuric  agent  has  these  unique 
benefits: 


• Urinary  excretion  of  uric  acid  is  approximately  doubled. 

• Serum  uric  acid  levels  are  reduced. 

• Uric  acid  deposits  (tophi)  in  tissues  are  mobilized. 

• Formation  of  new  tophi  can  often  be  prevented. 

• Fewer  attacks  and  severity  is  reduced. 


RECOMMENDED  DOSAGE:  0.25  Gm.  (%  tablet)  twice  daily  for 
one  week  followed  by  1 Gm.  (2  tablets)  daily  in  divided  doses. 


MERCK  SHARP  & DOHME 


Benemid  is  a trade-mark  of  Merck  & Co.,  Inc. 


DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


22 


S.DJ.O.M.  APRIL  1958  - ADV. 


• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 


MYSTECLIN-V 


Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 


Sumycin  plus  Mycostatin 


for  practical  purposes,  Mysteclin-V  is  sodium-free 


for  ^^built-in"  safety,  Mysteolin -V  combines: 

1-  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

Z.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 
many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


Capsules  (2S0  ms./250.000  u.),  bottles 
of  16  and  100.  Half-Strength  Capeidee 
(125  ing./125,000  u.),  bottles  of  16 
and  100.  Suspension  (125  mg./125,000 
u.),  2 02.  bottles.  Pediatric  Drape  (100 
nig./100,000  u.),  10  cc.  dropper  bottles. 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


MYST6CLIN-V  PREVENTS  MONIblAl.  OVERGROWTH 


25  PATIENTS  ON 
TETRACYCLINE  ALONE 

After  seven  days 
of  therapy 


Before  therapy 

% m m % ^ 


25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 
After  seven  days 
of  therapy 


Before  therapy 
® 2 


• • 


• • • e • 


m « - « 


• m 9 m 


Monilial  overgrowth  (rectal  swab)  % None  • Scanty  • Heavy 

Childs,  A.  J.:  British  M.  J.  1:660  1956. 


•MYSTECtlK,-*  -MyCOSTATm-.e  a> 


HBB  TMaDCMAHM 


(Sulfacetamide  Sodium  U.S.R— 5 and  15  cc.  dropper 


for  simultaneously  combating 
inflammation,  allergy,  infection 


(0.5%  prednisolone  acetate  and  10%  sulfacetamide  sodium  — 
5 cc.  dropper  bottle) 


■liSSK'S; 

(0.5%  prednisolone  acetate,  10%  sulfacetamide  sodium  and 
0.25%  neomycin  sulfate— oz.  tube) 


allergies., 


opnthalmic 


suspension 


(0.2%  prednisolone 
acetate  and 
0.3%  Chlor-Trimeton®— 
H 5 cc.  dropper 

9 bottle) 


..  (15  cc.  dropper  bottle) 

'.'-V 


”>■ 


•V  <»  »,«*.) 

, ‘i?  ■% 


g;/..  j 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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At  the  last  accounting,!  physicians  throughout  the  coun- 
try had  administered  at  least  one  dose  of  poliomyelitis 
vaccine  to  64  million  Americans— -aU  three  doses  to  an 
estimated  34  million.  Undoubtedly,  these  inoculations 
have  played  a major  part  in  the  dramatic  reduction  of 
paralytic  poliomyelitis  in  this  coxmtry. 


Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 


vaccine  is  plentiful  for  the  job  remaining 

There  are  stiQ  more  than  45  million  Americans  tmder 
forty  who  have  received  no  vaccine  at  all  and  many 
more  who  have  taken  only  one  or  two  doses. 

As  it  was  phrased  in  a public  statement  by  the  Depart- 
ment of  Health,  Education,  and  Welfare: 

will  be  a tragedy  if,  simply  because  of  public 
apathy,  vaccine  which  might  prevent  paralysis  or  even 
death  lies  on  the  shelf  unused.’”^ 

Eli  Lilly  and  Company  is  prepared  to  assist  you  and 
your  local  medical  society  to  reach  those  individuals  who 
stiU  lack  full  protection.  For  information  see  your  Lilly 
representative. 

1.  J.  A.  M.  A.,  165:27  {November  23) , 1957. 

2.  Department  of  Healthy  Education^  and  Welfare:  News  ReleasCy  October  10, 
1957, 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 

849008 


S.D.J.O.M.  APRIL  1958  - ADV. 


25 


Floraquin®  eliminates 
trichomonal  and  mycotic  infection; 
restores  normal  vaginal  acidity 


Leukorrhea  is  by  far  the  most  frequent  symp- 
tom of  vaginitis;  trichomonads  and  monilia  are 
the  most  common  causes.  Many  authors  have 
reported^  trichomonal  protozoa  in  the  vagina 
of  25  per  cent  of  obstetric  and  gynecologic 
patients.  Increased  use  of  broad  spectrum 
antibiotics  has  resulted  in  a sharp  rise  in  the 
incidence  of  monilial  infections. 

Floraquin  effectively  eradicates  both  tricho- 
monal and  monilial  vaginal  infections  through 
the  action  of  its  Diodoquin®  content.  Floraquin 
also  furnishes  boric  acid  and  sugar  to  restore 
the  normal  vaginal  acidity  which  inhibits  patho- 


gens and  favors  the  growth  of  protective  Dbder- 
lein  bacilli. 

Pitti  recommends  vaginal  insufflation  of 
Floraquin  powder  daily  for  three  to  five  days, 
followed  by  acid  douches  and  the  daily  inser- 
tion of  Floraquin  vaginal  tablets  throughout  one 
or  two  menstrual  cycles.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service  of 
Medicine. 


1.  Pitt,  M.  B.:  Leukorrhea.  Causes  and  Management,  J.  M. 
A.  Alabama  25.182  (Feb.)  1956. 

2.  Parker,  R.  T.;  Jones,  C.  P.,  and  Thomas,  W.  L. : Pruritus 
Vulvae,  North  Carolina  M.  J.  16:510  (Dec.)  1955. 
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SELECTIVE  PITUITARY  FAILURE 
Report  of  Case  of  Isolated  Thyrotropic 
Insufficiency 

By  Gordon  S.  Paulson,  M.D.  and 
Nathaniel  R.  Whitney,  M.D. 
Rapid  City,  South  Dakota 


The  usual  basis  for  the  diagnosis  of  pit- 
uitary insufficiency  is  the  concomitant  oc- 
currence of  clinical  and  laboratory  evidence 
of  hypogonadism,  hypothyroidism  and  hypo- 
adrenocorticism. This  concept  of  pituitary  in- 
sufficiency, embodied  in  the  diagnostic  term 
panhypopituitarism,  stems  from  the  dual  pre- 
sumption that  only  by  sheer  coincidence 
would  a deficiency  of  the  three  target  glands 
occur  independently  of  each  other,  and  that 
destructive  lesions  of  the  pituitary  involve 
the  various  functions  of  the  gland  equally 
and  unselectively.  The  validity  of  the  former 
presumption  is  not  questioned,  but  there  are 
numerous  reasons,  both  logical  and  factual, 
to  believe  that  the  latter  is  more  convenient 
than  it  is  accurate.  As  will  be  detailed  below, 
there  is  a growing  mass  of  evidence,  particu- 
larly since  the  advent  of  the  radioactive  tracer 
as  a tool  for  study,  that  pituitary  deficiency 
can  manifest  itself  as  a deficiency  of  only 
one  or  two  of  the  target  organs  and  that  the 
older  concept  that  all  three  of  the  readily 
measurable  target  glands  must  be  deficient  to 
incriminate  the  pituitary,  is  becoming  ob- 
solete. The  term  Selective  Pituitary  Failure 
has  been  employed  appropriately  by  Had- 
dock, Leach,  Kline  and  Myers  ^ to  denote  this 
condition.  The  case  to  be  presented  here  is 
one  of  apparent  thyrotropin  deficiency  in  the 
presence  of  intact  gonadotropin  and  adreno- 


corticotropin  secretion,  and  its  report  has 
been  motivated  for  the  purpose  of  further 
documenting  the  occurrence  of  selective  pit- 
iitiary  failure. 

This  case  report  concerns  a 20  year  old 
male  farm  worker  who  consulted  the  phys- 
ician because  of  a number  of  inadequacies 
apparently  present  since  early  childhood.  His 
birth  and  early  development  were  regarded 
as  normal  except  for  the  fact  that  he  did  not 
walk  until  the  age  of  16  months,  at  which 
time,  his  walk  was  described  as  an  unusual 
waddle.  The  parents  quote  the  attending 
physician  as  making  a diagnosis  of  congenital 
dislocation  of  the  hip,  but  x-rays  were  alleged 
to  have  shown  retardation  in  the  ossification 
of  the  femoral  heads.  Walking  improved  fol- 
lowing a series  of  chiropractic  treatments. 
The  patient  did  satisfactorily  during  his  first 
year  in  school  at  the  age  of  six  years.  During 
his  second  year  in  school,  he  was  brought  to 
a physician  because  of  the  realization  that  his 
physical  development  was  retarded,  (Height 
41  inches,  weight  42  pounds).  Following  the 
discovery  of  a low  basal  metabolic  rate  and 
subsequent  thyroid  therapy,  his  growth  rate, 
strength  and  energy  seemed  to  increase.  He 
had  taken  no  thyroid  since  it  was  discon- 
tinued by  his  doctor  a year  and  a half  later. 
Except  for  occasional  iron  therapy,  he  had 
had  no  therapy  of  any  kind  since  his  period 
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on  thyroid.  In  subsequent  years,  he  com- 
pleted high  school. 

Although  the  patient  thought  he  had 
reached  his  present  physical  dimensions 
about  two  years  prior  to  our  examination, 
the  mother  seemed  to  think  that  he  was  still 
growing.  Coordination,  cerebration,  strength 
and  stamina  seemed  diminished  for  a youth 
of  his  age.  Occasional  erections  and  possibly 
ejaculations  had  occurred.  The  voice  had 
continued  to  assume  more  masculine  charac- 
teristics in  the  past  two  years.  His  beard  was 
relatively  sparse.  There  had  been  no  serious 
illnesses,  injuries  or  major  surgical  opera- 
tions. There  was  no  known  allergies.  The  use 
of  alcohol  and  tobacco  was  denied.  Although 
there  has  been  occasional  giddiness  since 
January  1956,  there  had  been  no  headaches, 
vertigo,  or  visual  disturbances.  The  weight 
had  been  near-constant  for  two  years,  but 
the  appetite  was  poor.  The  sweating  mechan- 
ism appeared  to  be  normal,  but  he  was  aware 
of  considerable  intolance  toward  cold.  There 
had  been  no  goiter,  respiratory  or  cardiac 
symptoms.  He  had  not  complained  of  food 
intolerance,  indigestion,  constipation,  bowel 
irregularities,  or  urinary  symptoms. 

He  was  of  Dutch-German  ancestry.  The 
father  was  living  and  well  at  age  42.  The 
mother  was  in  good  health  at  age  40.  There 
were  four  siblings,  all  living  and  well  except 
for  one  who  developed  diabetes  about  a year 
following  our  examination  of  the  patient. 
None  of  the  siblings  or  other  members  of  the 
relationship  exhibited  any  physical  similarity 
to  the  patient. 

The  physical  examination  revealed  small 
stature  and  a general  appearance  suggesting 
an  age  of  about  14  years.  He  weighed  109 
pounds  and  measured  64  inches  in  height.  His 
symphysis  to  floor  distance  was  42  inches 
and  symphysis  to  vertix  distance  likewise  32 
inches.  The  span  between  the  fingertips  of 
the  extended  arms  was  68  inches.  The  patient 
exhibited  a pleasant,  placid  disposition, 
smiled  frequently  and  actually  expressed 
very  few  complaints.  The  voice  tended  to 
crack  frequently  like  that  of  an  adolescent 
youth  and  the  facial  expression  was  cretinoid. 

The  pulse  rate  was  64  per  minute  and 
regular.  The  blood  pressure  was  104  mm  of 
mercury  systolic  and  70  mm  diastolic.  There 
was  no  goiter.  The  pupils  were  round,  re- 


active to  light,  in  accommodation,  and 
equal.  The  extraocular  movements  were  nor- 
mal. Visual  fields  by  confrontation  were 
physiological.  The  chest  was  clear  and  the 
heart  was  normal  in  size,  sounds  and  rhythm. 
The  external  genitalia  exhibited  normal  adult 
male  characteristics.  The  rectal  examination 
disclosed  a prostate  which  seemed  slightly 
smaller  than  normal.  No  skeletal,  vascular,  or 
neurologic  abnormalities  were  evident.  The 
skin  was  smooth  and  pale;  the  facial  beard 
was  sparse  and  there  was  no  hair  upon  the 
chest;  axillary  and  pubic  hair  were  normal 
in  amount  and  pattern  for  a young  adult 
male.  The  physical  examination  was  other- 
wise normal. 

Laboratory  findings  are  tabulated  in  Tables 
I and  H. 

Table  I 

Basal  Metabolic  rate  Minus  20  percent 

Protein  bound  iodine  3.8  micrograms 

X-ray  of  skull:  no  defect  seen  in  calvarium.  Sella 
within  limits  of  normal. 

X-rays  of  both  wrists:  normal  wrists  and  normal 
bone  age. 

Semen  analysis:  Sperm  count  204,000,000.  Normal 
motility. 

Testicular  biopsy:  Normal  testicular  tissue.  Normal 
spermatogenesis. 

Urine  gonadotropins:  Less  than  6 mouse  units  in 
24  hours  (Normal  6 - 50). 

Kepler-Power  water  test:  Negative.  Volume  of 
night  specimen  200  cc. 

Largest  day  specimen  220  cc. 

Blood  urea  nitrogen:  21.5  mg.  per  100  cc. 

48  hour  ACTH  test:  Total  eosinophiles  dropped 
from  124  per  cu  mm.  to  61,  after  two  ACTH 
injections.  24-hour  17-ketosteroids  increased 
from  9 mg.  during  control  period  to  11  mg  in 
first  test  period  and  13  mg  in  second  test 
period. 

Sedimentation  rate  7 mm  in  1 hour. 

(Westergren) 

Hemoglobin  12.1  grm. 

Leucocytes  6850 
Hematocrit  37 

Differential:  50  Filamented  neutrophils,  3 eosino- 
philes, 47  lymphocytes 

COMMENT 

We  believe  that  the  evidence  for  thyro- 
thropic  deficiency  with  intact  secretion  of 
adrenocorticotropin  and  intact  or  near-intact 
secretion  of  gonadotropin  is  fairly  conclusive 
in  this  case.  It  is  true  that  there  are  sugges- 
tions of  some  inadequacies  of  gonadotropic 
effect  such  as  the  sparse  facial  beard,  the 
questionably  small  prostate,  and  the  24-hour 
urinary  gonadotropin  level,  but  we  hold  that 
opposing  data  such  as  normal  semen,  normal 
testicular  biopsy,  evidence  of  normal  sexual 
function  in  the  history,  normal  external 
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Table  II 


Date 

24  Hour  thyroid 
uptake 

24  Hour  urine 
Excretion 

1-131 

After  injection 
of  TSH 

24  hr.  24  hr. 

uptake  excretion 

July  25,  1956 

4 percent 

66  percent 

Aug.  15,  1956 

1.4  percent 

17.2  percent 

30  percent 

Oct.  17,  1956 

13.6  percent 

104  percent 

74  percent 

Technic  of  test  used: 

1- 50  Microcuries  of  1-131  was  given  orally 

2-  In  24  hours  the  thyroid  uptake  and  urinary 
output  were  determined.  1-131  was  given 
orally  and  10  USP  units  of  thyrotropic  hor- 
mone (Armour  Thytropar,  one  USP  unit 
equivalent  to  2.5  mg  TSH)  given  intra- 
muscularly. 

3-  In  24  hours,  the  thyroid  uptake  and  urina^ 
output  were  again  determined.  The  net  gain 
in  thyroid  uptake  was  calculated  by  sub- 
tracting the  first  24  hours  uptake  from  the 
second  24-hour  uptake. 

genitalia,  and  normal  sized  testicles,  speak 
more  convincingly. 

The  normal  result  obtained  from  the  ACTH 
test  as  measured  by  the  total  eosinophil  re- 
sponse and  the  effect  of  ACTH  upon  the  24- 
hour  17-ketosteroids  should  indicate  either 
normal  adrenal  cortices  or  adrenals  that  are 
functioning  inadequately  from  lack  of  normal 
anterior  pituitary  stimulation.  The  normal 
response  to  the  Kepler-Power  water  test 
should  make  the  decision  in  favor  of  normal- 
ity. 

The  diagnosis  of  thyroid  deficiency  is  based 
upon  the  low  basal  methabolic  rate,  the  low 
or  low  normal  protein  bound  iodine,  and  the 
consistently  low  thyroid  uptake  of  1-131.  The 
use  of  thyroid  stimulating  hormone  to  demon- 
strate the  responsiveness  of  the  hypoactive 
thyroid  to  pituitary  stimulation  and  thereby 
incriminate  the  pituitary  follows  essentially 
the  principles  used  by  Querido  and  Stan- 
bury,2  Werner^  and  others  for  that  purpose. 

The  moderate  stunting  of  growth  presented 
in  this  case  might  be  explained  by  an  inade- 
quacy of  the  growth  hormone,  a factor  which 
is  not  readily  subject  to  quantitation.  The 
fact  that  the  patient’s  other  measurements, 
namely  the  span,  symphysis-vertex  and  sym- 
physis-floor measurements  are  normal  and 
not  in  keeping  with  eunuchoidism  militates 
against  hypogonadism  as  a factor  in  his  re- 
tarded growth,  particularly  in  view  of  the 

i 


assumption  that  the  pathologic  lesion  causing 
the  present  symptoms  had  its  onset  at  birth 
or  early  in  childhood. 

Review  of  Literature 

The  term  selective  pituitary  failure  has 
been  used  by  Haddock,  Leach,  Klein,  and 
Myers’  in  describing  four  males  with  failure 
of  gonadotropin  and  ACTH  secretion  but  with 
intact  thyrotropin  secretion.  Deficiency  of 
gonadotropin  secretion  was  shown  directly 
by  clinical  signs  of  hypogonadism,  low  or 
absent  urinary  gonadotropins,  and  degenera- 
tive changes  in  testicular  biopsies.  (That 
such  Canges  in  the  testes  occur  with  pituitary 
insufficiency  has  been  shown  by  McCullagh, 
Gold,  and  McKendry^  who  describe  the  fol- 
lowing progressive  changes  in  the  testes  as 
the  pituitary  fails:  Failure  or  spermato- 
genesis, decrease  in  spermatids,  disappear- 
ance of  spermatocytes,  thickened  basement 
membranes,  diminution  and  then  disappear- 
ance of  Leydig  cells,  and  finally  diffuse  fib- 
rosis and  disappearance  of  the  Sertoli  cells.) 
Evidences  for  ACTH  deficiencies  consisted  in 
positive  responses  to  the  Kepler-Power  water 
test  in  3 subjects  in  whom  it  was  done,  dimin- 
ished urinary  17-ketosteroids,  a response  to 
the  injection  of  ACTH  following  the  pattern 
expected  in  hypopituitarism,  and  various  in- 
direct evidences.  As  evidence  that  the  thyro- 
tropin secretion  was  normal,  the  authors 
point  to  the  absence  of  the  usual  symptoms 
of  hypothyroidism;  normal  values  of  basal 
metabolic  rate;  normal  levels  of  protein  bound 
iodine;  and  1-131  uptakes  that  were  normal, 
borderline  or  slightly  depressed.  In  all  four 
cases  the  response  to  therapy  consisting  of 
ACTH  and  testosterone  was  considered  satis- 
factory. The  causes  for  pituitary  failure  in 
the  series  of  four  cases  was  not  entirely  clear: 
One  appeared  to  be  the  result  of  paresis,  an- 


— 129  — 


SOUTH  DAKOTA 


other  followed  a long  febrile  illness,  and  two 
were  unassociated  with  any  known  illness. 

Maddock,  Leach  and  associates  suggest  as 
possible  explanations  for  this  selectivity  the 
existence  of  “selective  failure”  in  which  one 
or  two  of  the  usual  three  measurable  func- 
tions of  the  pituitary  is  intact  in  the  presence 
of  failure  of  the  others;  and  the  possibility  of 
“partial  panhypopituitarism”  with  a uniform 
depression  of  all  three  functions  but  to  a 
level  adequate  for  the  function  of  one  of  the 
target  organs  but  not  adequate  for  the  others. 
The  authors  favor  the  former  possibility,  an 
hypothesis  which  would  on  logical  grounds 
require  that  the  dissociation  of  the  various 
functions  of  the  pituitary  be  explainable  ana- 
tomically as  well  as  physiologically.  In  satis- 
faction of  this  latter  requirement  they  cite 
experimental  work  that  would  indicate  that 
each  pituitary  hormone  arises  from  a specific 
cell  type.  Histologic  studies,  obviously  more 
detailed  than  are  usually  done  on  the  pit- 
uitary and  which  frequently  require  special 
stains  and  preparations  have  enabled  a finer 
differentiation  of  cells  than  the  usual  baso- 
phils, acidophills,  and  chromophobes.  Accord- 
ing to  some  studies  cited  by  the  authors, 
pituitary  basophils  can  be  divided  into  delta 
cells  giving  rise  to  gonadotropins,  beta  cells 
giving  rise  to  thyrotropin  and  another  type, 
to  ACTH. 

As  evidence  that  selective  dissociation  in 
the  various  functions  of  the  anterior  pituitary 
is  entirely  plausible,  Maddock,  Leach  and 
associates  point  out  that  this  phenomenon  is 
physiologic  in  the  prepubertal  child  in  which 
gonadotropins  are  normally  lacking;  if  this 
lack  persists  far  into  the  second  decade,  hypo- 
gonadotropic  eunnuchoidism  results. 

Russfield^  studied  the  pituitary  in  patients 
with  hypothyroidism,  hyperthyroidism,  and 
cancer  and  has  presented  evidence  that  thy- 
roid stimulating  hormone,  ACTH,  gonadotro- 
pin and  growth  hormone  arise  from  cells 
which  she  calls  hypophyseal  “aminophils.” 
Purves  and  Griesbach®  by  special  staining 
technics  distinguished  between  thyrotropic 
and  gonadotropic  basophils  in  the  rat  pitui- 
tary. The  findings  of  Purves  and  Griesback 
have  been  supported  essentially  by  Farquhar 
and  Rinehart. ”7  These  few  references  to  re- 
search efforts  directed  toward  clarifying  the 
relationship  between  the  various  tropic  hor- 
mones of  the  anterior  pituitary  and  the  cells 


which  produce  them  is  by  no  means  exhaus- 
tive but  are  mentioned  merely  to  show  that 
such  correlations  have  been  made.  Such  re- 
lationships, when  and  if  established,  will  lend 
plausibility  to  the  concept  of  “selective  pit- 
uitary failure.”  A detailed  discussion  of  this 
question  is  beyond  the  scope  of  this  paper. 

Shuman®  has  described  a case  of  hypo- 
throidism  due  to  thyrotropin  deficiency  with- 
out the  manifestations,  clinical  or  laboratory, 
of  gonadotropin  or  adrenocorticotropin  de- 
ficiencies. His  patient  was  a 64  year  old  dia- 
betic and  psychotic  negro  who  had  had  elec- 
tric shock  treatments.  The  usual  tests  were 
employed  to  establish  the  existence  of  ade- 
quate or  normal  gonadotropic  and  adreno- 
corticotropic function.  The  thyroid’s  ability 
to  respond  to  thyroid  stimulating  hormone 
from  a phase  of  definite  inactivity,  served  as 
a basis  for  the  final  diagnosis  of  thyrotropic  , 
deficiency.  The  1-131  uptake  in  24  hours  in- 
creased from  less  than  7 percent  to  68  percent 
after  three  daily  injections  of  30  mg.  of  thy- 
roid stimulating  hormone.  (TSH) 

Silverman  and  Wilkins®  have  described  a 
case  of  a five  and  one  half  year  old  child  with 
definite  clinical  evidence  of  thyroid  de- 
ficiency as  well  as  with  a basal  metabolic 
rate  of  minus  28  per  cent,  an  elevated  blood 
cholesterol,  and  retarded  bone  age.  After  the 
administration  of  a tracer  dose  of  radioactive 
iodine  there  was  no  uptake  by  the  thyroid 
gland.  When  the  test  was  repeated  after  the 
administration  of  TSH,  the  uptake  was  nor- 
mal. There  was  no  signs  of  involvement  of 
other  glands  that  would  suggest  hypopitui- 
tarism and  according  to  the  authors,  “Sub- 
sequent thyroid  therapy  has  resulted  in  en- 
tirely normal  growth  and  development,”  a 
result  not  expected  in  the  usual  case  of  pan- 
hypopituitarism. j 

Oelbaumio  in  a review  of  six  cases  of  post-  f 
partum  hypopituitarism,  stated  that  “there  ! 
may  be  a marked  dissociation  in  the  degree 
of  functional  impairment  of  the  thyroid,  ad- 
renal cortex,  and  the  gonads.”  One  of  his 
cases  was  one  of  gonadotropic  deficiency  with  I 
normal  function  of  the  thyroid  and  adrenal  ! 
cortex.  In  a second  case  there  was  slight  re- 
duction of  the  adrenal  cortical  function  in  the  f 
presence  of  normal  gonadotropin  and  thyro-  [ 
tropin  secretion.  In  the  remaining  four  cases  i 
there  was  involvement  of  all  three  target  / 
organs  in  varying  degrees  and  proportions.  | 
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Although  Tucker,  Chitwood  and  Parker 
did  not  emphasize  dissociation  of  the  three 
measurable  functions  of  the  pituitary  in  their 
presentation  of  three  cases  of  pituitary  myxe- 
dema, they  did  recognize  the  possibility  of 
selectivity  of  failure  of  the  various  target 
organs.  They  stated,  “The  degree  of  de- 
ficiency of  each  gland  will  vary  in  different 
patients  and  the  amount  of  substitution 
necessary  for  each  gland  must  be  gauged 
accordingly.”  Implicit  in  this  statement  is  the 
definite  possibility  that  one  target  gland  may 
be  functioning  normally  and  others  deficient 
in  the  presence  of  a destructive  lesion  of  the 
pituitary.  They  suggest  that  as  the  pituitary 
gland  is  progressively  damaged,  the  most 
vital  function  of  maintaining  the  adrenal  cor- 
tex is  preserved  as  long  as  possible  at  the  ex- 
pense of  gonadotropic  and  thyrotropic  func- 
tions. 

Peters,  German,  Man  and  Welt  12  have  re- 
viewed a series  of  34  cases  of  pituitary  insuf- 
ficiency, most  of  them  due  to  tumors,  and 
have  concluded  that  in  the  majority  of  the 
instances  gonadal  function  is  impaired  or 
even  abolished  while  the  functions  of  the 
thyroid  and  adrenal  cortex  appeared  still  to 
be  unaffected.  Their  data  support  the  prob- 
ability that  with  destructive  lesions  of  the 
pituitary,  gonadal  function  suffers  earliest 
and  most  intensely.  They  suggest  that  the 
gonads  seem  to  possess  the  least  power  of 
automonous  activity  and  to  depend  most  on 
its  trophic  hormone  from  the  pituitary;  that 
the  adrenal  cortices  are  most  able  to  function 
without  tropic  stimulation;  and  that  the  thy- 
roid appears  to  be  between  the  other  two 
glands  in  these  respects.  In  time,  however, 
the  adrenal  cortex  and  thyroid  will  fail  with- 
out the  appropriate  humoral  stimulation. 

Querido  and  Stanbury2  cite  three  circum- 
stances where  hypothyroidism  is  a component 
of  pluriglandular  disease.  The  first  is  pan- 
hypopituitarism. The  second  is  adrenal  cor- 
tical insufficiency  secondary  to  severe  pri- 
mary hypothyroidism.  The  third  is  the  rare 
situation  of  biglandular  disease  of  the  thyroid 
and  adrenals  with  a normal  pituitary  in  which 
thyroid  fibrosis  is  accompanied  by  adrenal 
atrophy.  With  this  introduction  to  demon- 
strate the  complexity  of  the  diagnostic  prob- 
lems involved  to  make  a precise  diagnosis, 
they  proceed  to  describe  the  use  of  TSH  as  an 
aid  in  the  differentiation  of  primary  and 


secondary  hypothyroidism.  They  gave  12.5 
mg.  TSH  twice  daily  for  three  or  more  days 
and  compared  protein  bound  iodines  and 
radioactive  iodine  uptakes  before  and  after 
the  administration  of  TSH.  They  found  that 
a rise  in  the  uptake  of  1-131  occurred  in  the 
normal  thyroid,  in  the  hypoactive  thyroid  re- 
sulting from  pituitary  failure,  and  in  the  pri- 
mary myxedematous  thyroid  which  happened 
to  contain  remnants  of  normal  thyroid  tissue. 
A brief  review  of  these  three  conditions 
convinces  one  that  no  test  is  conclusive  with- 
out correlation  with  the  clinical  picture.) 
They  describe  one  case  in  whom  there  was  a 
rise  in  the  protein  bound  iodine  after  the  ad- 
ministration of  TSH  in  a case  of  presumed 
primary  myxedema.  In  this  case,  it  was  felt 
that  an  underlying  pituitary  insufficiency 
had  been  ruled  out  by  a demonstration  of  nor- 
mal glucose  tolerance,  by  a high  excretion 
of  follicle  stimulating  hormone  in  the  urine, 
and  by  a low  but  normal  urinary  17-ketos- 
teroid  excretion.  Although  the  authors  con- 
sider the  possibility  that  this  might  repre- 
sent an  instance  of  thyrotrophin  failure  with- 
out failure  of  gonadotropic  and  andrenocor- 
ticotropic  functions,  they  believed  that  it 
was  better  explained  by  the  TSH  stimulation 
of  remnants  of  normal  thyroid  tissue  in  the 
glands.  In  view  of  the  material  reviewed  in 
this  paper,  it  would  appear  that  the  hypo- 
thesis requiring  normal  remants  of  tissue  in 
the  myxedematous  gland  is  less  tenable  an 
explanation  than  that  involving  selective  pit- 
uitary failure. 

Jeffries,  Levy,  Palmer  and  Storaasli’S  have 
shown  that  the  increase  in  1-131  uptake  is 
practically  as  much  after  a single  dose  of  4 
mg  TSH  as  it  is  after  a dose  of  20  mg.  In 
seven  patients  of  primary  hypothyroidism 
given  a single  dose  of  10  mg  TSH,  there  was 
no  appreciable  change  in  the  thyroid  uptake 
of  1-131;  in  three  patients  who  had  been  tak- 
ing thyroid  given  the  same  dose,  there  was  a 
prompt  and  brisk  rise  in  the  uptake;  and  in  a 
case  with  panhypopituitarism  the  uptake  in- 
creased from  1.7  percent  before  TSH  to  9.7 
percent  three  hours  after  a single  dose  of  10 
mg  of  TSH.  It  would  appear  from  these  ob- 
servations that  the  single  dose  used  in  our 
patient  was  adequate  in  amount  and  that  the 
response  observed  by  us  was  either  that  of  a 
normal  thyroid  or  that  of  a hypoactive  gland 
due  to  lack  of  pituitary  stimulation.  The  clin- 
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ical  picture,  the  low  basal  metabolic  rate, 
and  the  low  initial  radioactive  iodine  uptake 
bespeak  definite  thyroid  insufficiency. 

Summary  and  Conclusions 

A case  of  a twenty  year  old  male  with  ap- 
parent thyrotropin  deficiency  in  the  presence 
of  normal  adrenocorticotropic  and  probably 
normal  gonadotropic  secretion  has  been  pre- 
sented. In  keeping  with  suggestions  made 
by  other  authors  the  term  “selective  pituitary 
failure”  has  been  used  as  an  appropriate  one. 
The  evidences  for  thyroid  failure  consist  in  the 
clinical  picture;  stunted  growth;  a low  basal 
metabolic  rate;  a low  normal  protein  bound 
iodine;  and  a low  thyroid  uptake  of  radio- 
active iodine.  That  the  pituitary  played  an 
active  role  in  the  thyroid  insufficiency  was 
shown  by  a consistent  rise  in  1-131  uptake 
after  the  injection  of  thyroid  stimulating  hor- 
mone. The  bases  for  concluding  that  adreno- 
corticotropic and  gonadotropic  functions  were 
normal  were:  a normal  Kepler-Power  water 
test;  a normal  response  of  the  urine  17~ketos- 
teroids  and  total  eoseinophils  to  injected 
ACTH;  normal  secondary  sexual  character- 
istics; normal  semen;  normal  testicular  bio- 
psy; and  normal  sexual  function.  The  normal 
values  ref  err  able  to  the  gonads  just  cited 
were  accepted  as  evidence  of  normal  or  at 
least  adequate  gonadotropic  function  in  the 
face  of  low  urinary  gonadotropins. 
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B.  A.  BOBB.  M.D. 

1871—1958 

Dr.  B.  A.  Bobb,  87,  one  of  Mitchell’s  pioneer 
physicians  and  surgeons,  died  of  a heart 
attack  at  his  home  in  Monrovia,  Calif.,  Thurs- 
day, March  7th,  where  he  had  lived  since  re- 
tiring in  1946. 

Funeral  services  were  held  at  the  Methodist 
Church  in  Monrovia. 

Dr.  Bobb  came  to  Mitchell  in  1894  after 
graduating  from  Northwestern  University 
School  of  Medicine  in  Evanston,  111.  He  was 
joined  in  1903  by  his  brother,  the  late  Dr.  C.  S. 
Bobb  and  in  1944,  a nephew,  the  late  Dr.  E.  C. 
Bobb,  joined  the  staff. 

Dr.  Bobb  served  as  President  of  the  South 
Dakota  State  Medical  Association  in  1904. 

Dr.  Bobb  was  instrumental  in  establishing 
the  Methodist  State  Hospital  and  the  Meth- 
odist State  School  of  Nursing  in  Mitchell.  He 
was  an  active  member  of  Kiwanis  Club  and 
continued  his  membership  at  Monrovia. 

He  had  been  active  up  to  the  time  of  his 
death.  The  previous  Sunday  he  had  attended 
a dinner  at  the  Glendale  Methodist  Church 
for  the  Dakota  Wesleyan  University  choir, 
which  is  on  tour  in  California,  and  was  a 
speaker  at  the  after  dinner  program. 

Survivors  are  his  widow,  Mae;  one  daugh- 
ter, Mrs.  O.  B.  Lomison  of  Monrovia  and  Mrs. 
Charles  Bailey  of  Beverly  Hills,  Calif.;  and 
two  sisters,  Mrs.  F .W.  Rockwell  and  Mrs. 
Floyd  Erickson  of  Hollywood. 

Dr.  Bobb  also  preceded  in  death  by  another 
brother.  Dr.  E.  V.  Bobb.  He  died  in  1939  at 
Alhambra,  Calif.,  and  previously  had  been  a 
Mitchell  resident,  practicing  as  an  ear,  eye 
and  throat  specialist. 
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RECENT  ADVANCES  IN  CARDIAC 
SURGERY* 

Dwight  C.  McGoon,  M.D. 
Section  of  Surgery 
Mayo  Clinic 
Rochester,  Minnesota 


Sir  James  Paget  was  an  outstanding  med- 
ical man  of  his  day,  and  made  many  notable 
contributions;  but  one  of  his  statements  made 
in  1897  is  of  particular  interest  in  the  light 
of  the  developments  of  the  last  two  decades: 
“Surgery  of  the  heart  has  reached  the  limits 
set  by  nature  to  all  surgery  . . . In  con- 
tradiction to  his  bleak  outlook,  remarkable 
achievements  have  since  been  made  in  sur- 
gery of  the  heart. 

The  discovery  of  the  feasibility  of  intra- 
cardiac surgery  is  having  an  impact  on  the 
medical  profession  not  unlike  the  impact 
which  the  discovery  of  America  must  have 
had  on  the  explorers  and  geographers  of  an 
earlier  day.  The  event  has  stimulated  an 
avalanche  of  activity  in  the  study  and  ap- 
plication of  the  technics  involved,  which  in 
turn  has  stimulated  advances  in  the  diagnosis 
and  evaluation  of  patients  with  heart  disease. 
Some  of  this  activity  undoubtedly  will  prove 
to  be  misdirected,  just  as  was  the  costly  geo- 
graphic search  for  a Northwest  Passage;  but 
from  it  all,  certain  basic  concepts  and  prin- 
ciples are  already  arising. 

Acquired  Heart  Disease 
Mitral  Stenosis.  — Among  those  forms  of 
acquired  heart  disease  which  are  amenable  to 

* Read  at  the  meeting  of  the  South  Dakota  Society 
of  Internal  Medicine,  Sioux  Falls,  South  Dakota, 
September  14,  1957. 


surgical  correction,  first  and  foremost  both 
numerically  and  historically  stands  mitral 
stenosis.  It  now  can  be  said  with  assurance 
that  what  would  seem  obvious  is  true; 
namely,  that  the  treatment  of  mitral  stenosis 
by  operation  produces  a definite  benefit  to 
the  patient. 

Studies  which  my  associates  Ellis  and  Kirk- 
lin  have  made  of  patients  operated  on  at  the 
Mayo  Clinic  show  clearly  that  the  mean  left 
atrial  pressure,  the  resting  mean  pulmonary 
artery  pressure,  and  the  pulmonary  arteriolar 
resistance  all  fall  to  or  toward  normal  values 
following  adequate  surgical  relief  of  the 
stenosis. 

The  surgical  technic  for  the  relief  of  mitral 
stenosis  has  become  rather  uniform.  The 
fused  commissures  of  the  valve  are  opened 
by  the  index  finger  inserted  into  the  heart 
through  the  left  atrial  appendage.  More  and 
more  it  has  proved  advantageous  to  facilitate 
the  opening  of  the  commissure  by  means  of  a 
special  knife  nestled  along  the  curve  of  the 
surgeon’s  finger.  At  the  clinic  the  knife  is 
used  to  incise  the  commissure  in  approx- 
imately 90  per  cent  of  the  operations. 

With  the  increase  of  experience  the  mor- 
tality from  mitral  commissurotomy  has  de- 
clined until  now  the  major  cause  of  opera- 
tive failure  is  the  occurrence  of  cerebral  em- 
bolism during  or  shortly  after  the  operation. 
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Even  this  dread  complication  is  usually  pre- 
ventable by  the  skillful  handling  of  the  ap- 
pendage in  which  thrombotic  substance  might 
be  expected.  The  appendage  must  be  boldly 
incised,  without  the  application  of  clamps 
across  its  base,  and  blood  permitted  to  gush 
forth  for  a moment,  expelling  with  it  any 
loose  or  friable  thrombotic  material.  Only 
then  is  the  surgeon’s  finger  plunged  into  the 
opening  to  stop  the  flow  of  blood  and  to  per- 
form the  necessary  manipulations. 

One  cannot  review  the  present  status  of 
the  surgery  of  mitral  stenosis  without  con- 
sidering the  question  that  so  many  patients 
ask:  “Will  the  stenosis  recur?”  It  is  extremely 
difficult  to  obtain  accurate  data  on  this  point, 
both  because  of  the  difficulty  in  assessing  the 
adequacy  of  the  original  operation  and  be- 
cause of  the  difficulty  in  the  objective  assess- 
ment of  the  postoperative  improvement  de- 
rived. It  is  unquestionably  true  that  a bona 
fide  recurrence  of  stenosis  develops  in  an 
occasional  patient,  with  reappearance  of  the 
typical  symptoms  and  signs  after  several 
years  of  relief  following  the  first  operative 
procedure.  These  patients  are  candidates  for 
reoperation,  and  a.  satisfactory  result  from 
the  repeated  procedure  may  be  expected.  The 
technical  obstacles  at  the  second  occasion  are 
of  course  greater,  for  the  atrial  appendage  is 
now  missing.  But  by  a discipline  of  boldness, 
calmness,  and  accuracy,  the  technical  ob- 
stacles can  be  overcome. 

Mitral  Insufficiency.  — Because  a depend- 
able and  satisfactory  surgical  technic  for  the 
relief  of  mitral  insufficiency  has  not  been 
demonstrated  as  yet,  it  remains  of  fundamen- 
tal importance  to  exclude  as  candidates  for 
operation  those  patients  with  mitral  stenosis 
who  have  predominant  mitral  insufficiency. 
Should  a satisfactory  operation  for  this  con- 
dition become  available,  the  diagnosis  of  as- 
sociated minor  or  predominant  mitral  in- 
sufficiency will  become  less  interdictory.  In 
the  large  majority  of  cases  of  so-called  pure 
mitral  stenosis,  or  of  a wide-open  grossly  in- 
sufficient mitral  valve,  there  is  no  problem  of 
diagnosis.  But  when  the  two  lesions  are  pres- 
ent in  combination,  the  decision  as  to  which 
predominates  has  proved  most  difficult. 
Every  standard  sign  and  test  has  been  critic- 
ally analyzed,  including  the  systolic  murmur 
and  other  auscultatory  findings,  electrocar- 
diography, fluoroscopy,  and  even  cardiac 


catheterization;  but  all  have  proved  less  than 
reliable  in  this  differential  diagnosis.  Hope 
ran  high  that  catheterization  of  the  left  heart 
would  be  the  answer  to  this  dilemma,  but 
even  this  highly  complicated  technic  has  fal- 
len short  of  reliability. 

However,  careful  analysis  of  all  data  ac- 
cumulated in  the  cardiac  catheterization 
laboratory  of  Wood  and  associates  at  the 
Mayo  Clinic  has  resulted  in  a formula  for 
rather  accurate  differentiation  of  predomin- 
ant mitral  stenosis  from  predominant  mitral 
insufficiency  by  right  heart  catheterization 
alone.  The  test  is  based  on  the  fact  that  fol- 
lowing injection  of  dye  into  the  pulmonary 
artery,  the  plotted  contour  of  its  concentra- 
tion as  it  passes  through  a peripheral  artery 
in  the  presence  of  predominant  stenosis  re- 
sembles the  curve  which  occurs  in  normal 
persons,  but  when  insufficiency  predom-  ' 
inates,  the  disappearance  slope  of  the  curve 
is  disproportionately  prolonged.  A point  has 
been  defined  empirically  which  separates  the 
two,  and  even  with  increasing  use  this 
method  has  seldom  been  shown  to  fail  in  an 
accurate  prediction. 

We  are  all  awaiting  the  development  of  a 
surgical  technic  which  will  relieve  mitral  in- 
sufficiency. A variety  of  methods  have  been 
tried,  but  as  yet  no  uniform  procedure  has 
gained  general  acceptance.  Attempts  have 
been  made  to  insert  both  living  tissues  and 
plastic  substances  in  a “hammock”  fashion 
across  the  heart  to  make  up  for  deficient 
valve  substance;  the  mitral  annulus  has  been 
“purse  stringed”  and  plicated;  the  valve  com- 
missures have  been  sutured.  Some  success 
has  been  reported,  at  least  briefly,  but  no 
method  is  sufficiently  successful  to  warrant 
general  use  at  this  time.  Perhaps  a suitable 
prosthetic  mitral  valve  will  be  developed 
some  day. 

Aortic  Stenosis.  — Acquired  aortic  stenosis, 
like  its  mitral  counterpart,  is  a mechanical 
abnormality  which  has  come  into  the  purview  ■- 
of  the  surgeon.  Unfortunately,  the  aortic  ) 
valve  does  not  lend  itself  to  surgical  manipu-  ! 
lation  so  readily  as  the  mitral  valve,  and  con-  • 
sequently  the  operative  result  often  is  less  ; 
gratifying.  Even  with  increasing  experience 
across  the  country,  the  surgical  approach  to 
the  aortic  valve  has  not  become  uniform.  But  i 
in  spite  of  deficiencies,  operation  offers  the  ? 
hope  of  a favorable  result  in  the  great  ma-  i 
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jority  of  cases  against  an  operative  risk  of 
5 to  10  per  cent. 

The  diagnosis  of  aortic  stenosis  is  not  dif- 
ficult, for  the  loud,  rough  aortic  systolic 
murmur  with  associated  thrill  and  the  faint 
aortic  second  sound  are  characteristic.  To 
select  a patient  with  aortic  stenosis  for  opera- 
tive intervention,  however,  requires  a more 
precise  definition  of  the  degree  of  stenosis 
present.  Formerly  this  required  the  compli- 
cated technic  of  catheterization  of  both  the 
left  and  right  sides  of  the  heart.  It  now  proves 
to  be  much  simpler  and  probably  safer  to 
determine  the  gradient  across  the  aortic  valve 
by  direct  left  ventricular  puncture  through 
the  anterior  thoracic  wall  with  simultaneous 
measurement  of  the  femoral  artery  pressure. 
It  seems  incredible  that  under  local  anes- 
thesia the  plunging  of  a 19-gauge  needle 
through  the  thoracic  wall  into  the  beating  left 
ventricle  could  be  safe.  Actually,  however,  it 
has  proved  safe  and  is  tolerated  by  the  pa- 
tient as  well  as  thoracentesis.  It  is  surprising 
how  near  to  the  skin  the  left  ventricular 
cavity  lies,  for  seldom  is  more  than  an  inch 
and  a half  of  needle  required  to  reach  it. 

From  the  data  thus  obtained,  a decision 
can  be  made  on  the  advisability  of  surgical 
intervention.  In  general,  a gradient  across 
the  aortic  valve  of  less  than  50  mm.  of  mer- 
cury indicates  the  presence  of  minimal  aortic 
stenosis,  and  operation  probably  is  inad- 
visable. However,  should  the  pressure  in  the 
left  ventricle  be  230  mm.  of  mercury,  for 
example,  while  the  aortic  pressure  is  130, 
thus  giving  a left  ventricular-aortic  gradient 
of  100  mm.,  the  indication  for  operation  would 
be  clear.  When  the  gradient  is  between  50 
and  75  mm.  of  mercury  each  case  must  be 
judged  on  its  individual  merits. 

Several  methods  of  approaching  the  aortic 
valve  are  available.  Originally,  Bailey  used 
the  transventricular  approach,  inserting  a 
dilating  instrument  into  the  aortic  orifice  via 
a stab  wound  in  the  left  ventricle,  and  there 
opening  the  blunt  blades  of  the  instrument. 
Dissatisfaction  with  this  technic  led  to  the 
development  of  two  approaches  through  the 
aorta  itself,  the  first  by  suturing  a rubber 
diverticulum  to  the  aortic  wall  through  which 
the  finger  could  be  inserted,  and  the  second, 
which  involved  hypothermia  and  occlusion  of 
inflow,  by  cross-clamping  and  incision  of  the 
aorta  to  expose  the  valve.  However,  it  does 


little  good  to  involve  added  risks  by  attempt- 
ing directly  to  expose  a thickened  calcified 
valve;  my  associates  and  I,  therefore,  believe 
that  the  original  transventricular  approach 
to  the  valve  is  the  best.  An  improved  aortic 
dilator  is  inserted  through  a small  stab  wound 
near  the  apex  of  the  left  ventricle.  The  in- 
strument can  be  inserted  and  positioned,  the 
valve  dilated,  and  the  instrument  withdrawn 
in  a short  interval,  with  remarkably  little  in- 
sult to  the  overburdened  heart. 

Aortic  Insufficiency.  — Although  the  sur- 
gical treatment  for  aortic  insufficiency  is 
far  from  adequate,  currently  certain  patients 
with  severe  aortic  insuffiency  due  to  a wide- 
open  aortic  valve  should  be  selected  for  in- 
sertion of  the  Hufnagel  valve.  This  is  an  in- 
genious plastic-ball  valve  which  can  be 
inserted  readily  into  the  aorta  and  which 
effectively  prevents  regurgitation  of  blood 
across  the  valve.  The  chief  drawback  is  that 
the  valve  cannot  be  inserted  in  the  ascending 
aorta,  since  the  coronary  flow  during  diastole 
would  be  drastically  curtailed.  As  the  valve 
consequently  must  be  inserted  in  the  de- 
scending aorta,  it  can  at  best  eliminate  only  a 
portion  of  the  total  regurgitant  flow.  Perhaps 
here,  as  with  mitral  insufficiency,  the  ul- 
timate surgical  treatment  will  involve  the 
replacement  of  the  diseased  valve  itself  with 
a substitute  prosthetic  valve. 

Coronary  Artery  Disease.  — With  regard  to 
the  present  role  of  surgery  in  the  treatment 
of  coronary  artery  disease,  perhaps  I can  best 
represent  our  judgment  by  saying  that  we,  at 
the  Mayo  Clinic,  are  not  performing  this  type 
of  operation.  The  wide  variety  of  procedures 
that  have  been  proposed,  recommended,  and 
then  dropped  is  highly  significant.  Total 
thyroidectomy,  resection  of  sympathetic  pain 
fibers,  grafts  of  various  tissues  to  the  surface 
of  the  heart,  creation  of  pericardial  adhesions 
by  mechanical  and  chemical  abrasion,  partial 
ligation  of  the  coronary  sinus,  production  of 
a shunt  from  aorta  to  coronary  sinus,  and  the 
implantation  of  the  internal  mammary  artery 
into  the  myocardium  are  all  procedures  which 
have  been  performed  by  others  in  the  attempt 
to  relieve  coronary  insufficiency.  Recently, 
incredible  as  it  seems,  simple  ligation  of  the 
internal  mammary  arteries  through  small 
parasternal  incisions  under  local  anesthesia 
has  been  recommended.  Certainly  this  long 
list  of  surgical  trial  balloons  bespeaks  the 
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success  which  each  has  attained.  Certainly 
too,  a large  number  of  patients  urgently  need 
surgical  relief  of  coronary  insufficiency,  and 
research  along  these  lines  must  be  diligently 
pursued,  but  without  subjecting  these  in- 
dividuals to  surgical  manipulations  of  highly 
questionable  and  unproved  value. 

Aortic  Aneurysms.  — Both  in  the  thorax 
and  the  abdomen  these  lesions  are  being 
treated  surgically  with  considerable  success. 
When  occlusion  of  the  aorta  above  the  level 
of  about  the  eighth  thoracic  vertebra  is  re- 
quired, it  is  necessary  to  employ  hypothermia 
as  a precaution  against  the  effects  of  ischemia 
of  the  spinal  cord.  This  is  not  necessary  for 
aneurysms  of  the  abdominal  aorta,  and  the 
vast  majority  of  these  involve  only  that  por- 
tion of  the  aorta  beyond  the  renal  arteries. 
Clinicians  are  discovering  and  referring  for 
operation  an  increasing  number  of  such  pa- 
tients, and  the  evidence  demonstrating  the 
beneficial  influence  of  prophylactic  operation 
for  abdominal  aortic  aneurysms  has  recently 
been  brought  up  to  date  by  my  associate. 
Dr.  J.  E.  Estes.  It  appears  that  we 
now  are  undergoing  a gradual  transition 
away  from  the  use  of  homografts  in  the  re- 
pair of  aortic  lesions  to  the  employment  of 
the  increasingly  satisfactory  prostheses  which 
have  been  devised.  Occasional  rupture  of  a 
homograft  early  in  the  postoperative  period 
has  been  the  major  influence  in  our  prefer- 
ence for  specially  manufactured  prostheses 
as  aortic  substitutes. 

Congenital  Heart  Disease 

To  see  the  repaired  human  heart  which  a 
minute  before  was  limp  and  totally  quiet, 
with  an  incision  in  one  of  its  chambers 
through  which  the  surgeon  was  repairing  an 
intracardiac  defect,  take  up  its  rhythmic  ac- 
tivity for  a lifetime  is  tremendously  thrilling. 
Even  when  the  newness  and  glamor  of  this 
operative  procedure  have  worn  off,  that  will 
surely  remain  an  awesome  sight.  Those  who 
have  contributed  to  this  accomplishment 
should  feel  justly  proud. 

One  of  the  most  remarkable  results  from 
the  development  of  ability  to  perform  whole- 
body  perfusion  and  intracardiac  operations 
has  been  the  appearance  of  so  many  patients 
in  need  of  this  type  of  treatment.  Coincident 
with  this  upsurge  of  interest  in  congenital 
cardiac  anomalies  has  come  the  opportunity 
to  accumulate  considerable  new  knowledge 


of  these  lesions  — = knowledge  of  value  to  both 
surgeon  and  internist. 

Perhaps  the  best  way  to  discuss  the  more 
common  congenital  heart  diseases  is  to  divide 
them  into  three  groups,  the  first  including 
lesions  of  the  great  vessels  near  the  heart, 
the  second,  septal  defects,  and  third,  pulmonic 
stenosis  with  and  without  ventricular  septal 
defect. 

Lesions  of  the  Great  Vessels.  Patent  Ductus 
Arteriosus.  — As  is  well  known,  the  patent 
ductus  arteriosus  represents  a failure  of  ob- 
literation of  the  normally  patent  fetal  ductus, 
which  permits  after  birth  a shunting  of  oxy- 
genated blood  from  the  aorta  to  the  low- 
pressure  vascular  bed  of  the  lungs.  This  is 
the  classic  simplest  example  of  the  so-called 
left-to-right  shunt,  or  pulmonary  recircula- 
tion. A clear  understanding  of  the  patho- 
physiology associated  with  this  intrinsically 
simple  lesion  provides  one  with  a basic  under- 
standing of  the  pathophysiology  of  any  defect 
permitting  a similar  shunt.  A portion  of  the 
blood  ejected  by  the  left  ventricle  passes  via 
the  ductus  into  the  pulmonary  artery, 
through  the  lungs,  and  then  via  the  pulmon- 
ary veins  and  left  atrium  again  to  the  left 
ventricle.  The  amount  of  blood  shunted  de- 
pends on  the  diameter  of  the  lumen  of  the 
ductus  and  on  the  pressure  gradient  across 
the  defect.  Because  of  the  shunt,  the  left  ven- 
tricle must  pump  a larger  volume  of  blood 
than  actually  is  delivered  to  the  systemic 
circulation.  This  increased  work  load  on  the 
left  ventricle  is  evidenced  by  hypertrophy 
of  its  walls.  This  type  of  increased  work  load, 
which  is  the  so-called  left  ventricular  dias- 
tolic overload,  can  be  detected  accurately  by 
means  of  the  electrocardiogram,  as  demon- 
strated by  the  Mexican  school  of  electrocar- 
diography. For  this  and  other  reasons,  elec- 
trocardiography has  come  to  occupy  a pre- 
eminent position  among  the  various  pro- 
cedures performed  in  the  diagnosis  and  selec- 
tion for  operation  of  patients  with  congenital 
heart  disease. 

In  some  patients  the  pulmonary  vascular 
bed  responds  to  the  augmentation  of  pulmon- 
ary blood  flow  which  accompanies  any  left- 
to-right  shunt  by  developing  in  the  smaller 
pulmonary  vessels  intimal  and  medial 
changes  which  cause  luminal  narrowing  and 
hence  increased  resistance  to  blood  flow.  As 
this  process  goes  on,  pressure  in  the  pul- 
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monary  artery  rises;  in  so  doing  it  decreases 
the  pressure  gradient  across  the  defect;  and 
thus  it  reduces  the  volume  of  the  left-to-right 
shunt.  As  the  pulmonary  artery  pressure 
rises  until  it  approaches  the  systemic  pres- 
sure, an  increasing  amount  of  blood  is 
shunted  also  from  right  to  left  (resulting  in  a 
mixed  shunt),  and  with  still  further  progres- 
sion of  the  process,  the  volume  of  the  right- 
to-left  shunt  comes  to  exceed  that  of  the  left- 
to-right  shunt  and  cyanosis  may  appear.  At 
this  time  the  defect  is  acting  as  a valve  to 
prevent  excessive  pressures  in  the  pulmon- 
ary arterial  tree,  and  it  is  our  belief  that  sur- 
gical closure  of  such  a defect  at  this  stage  is 
a disservice  to  the patient.  Hence  a pre- 
dominant right-to-left  shunt  without  asso- 
ciated electrocardiographic  evidence  of  left 
ventricular  diastolic  overload  indicates  in- 
operability. Of  extreme  interest  is  the  fact 
that  during  the  just-described  period  of  in- 
creasing pulmonary  hypertension,  with  the 
attendant  decrease  in  magnitude  of  the  left- 
to-right  shunt,  the  clinical  status  of  the  pa- 
tient apparently  improves.  The  heart  size 
returns  to  normal  and  the  patient’s  tolerance 
of  exercise  and  activity  increases;  yet  the 
prognosis  is  rapidly  worsening.  Such  pa- 
tients are  almost  urgently  in  need  of  surgical 
repair  of  their  lesion  before  time  permits  de- 
terioration of  their  status  to  that  of  inoper- 
ability. 

The  multiple  ligation  or  division  of  a patent 
ductus  is  a neat,  clean,  low-risk  procedure  in 
the  uncomplicated  situation,  with  complete 
cure  resulting.  But,  like  the  appendectomy, 
under  certain  circumstances  it  can  present 
a challenge  to  the  technical  skill  of  the  sur- 
geon. 

Coarctation  of  the  Aorta.  — • Space  does  not 
not  permit  a discussion  of  the  several  points 
of  interest  in  the  treatment  of  coarctation  of 
the  aorta.  Suffice  it  to  say  that  more  than  a 
decade  of  experience  has  shown  beyond  any 
doubt  that  the  surgical  relief  of  this  anomally 
is  possible,  and  with  risk  sufficiently  low  to 
allow  operation  in  all  but  the  most  unusual 
situations.  Here  the  judgment,  skill,  and 
technical  ability  of  the  surgeon  are  of  the 
highest  importance. 

Septal  Defects.  ■ — Embryologically,  the  de- 
velopment of  the  septa  which  divide  the 
chambers  of  the  heart  into  their  left  and  right 
halves  is  somewhat  complex,  and  it  is  per- 


haps not  surprising  that  defects  occur  not  in- 
frequently in  these  septa.  A defect  may  be 
located  in  nearly  any  portion  of  the 
atrial  septum,  it  may  be  large  or  small,  and 
the  rim  of  the  defect  may  be  deficient  about 
a portion  of  its  circumference.  The  atrial  sep- 
tum separates  chambers  which  differ  little  in 
respect  to  their  interior  pressures;  yet  be- 
cause many  defects  in  the  interatrial  septum 
are  of  relatively  large  size,  and  because  flow 
across  the  defect  is  permitted  virtually 
throughout  the  cardiac  cycle,  large  volumes 
of  blood  may  be  shunted.  As  much  as  85  to 
90  per  cent  of  the  pulmonary  blood  flow  may 
consist  of  blood  shunted  from  the  left  atrium. 
Shunted  blood  does  not  pass  through  the  left 
ventricle  in  this  anomaly,  so  it  remains  nor- 
mal in  size,  with  the  hypertrophy  and  dilata- 
tion involving  only  the  right  atrium  and  ven- 
tricle. Serious  trouble  during  infancy  from 
an  atrial  septal  defect  is  uncommon,  and  real 
difficulty  may  not  be  encountered  until  the 
second,  third  or  fourth  decade  of  life.  We 
have  repaired  successfully  atrial  defects  in 
patients  in  their  50’s.  Auricular  arrhythmias, 
dyspnea  on  exertion,  and  finally  right  heart 
failure  are  the  serious  manifestations  of  the 
presence  of  an  atrial  septal  defect.  Even  be- 
fore such  symptoms  may  be  noted,  a mur- 
mur is  produced  as  the  result  of  the  large 
volume  of  blood  passing  through  the  pulmon- 
ary valve  area;  and  this  should  lead  to  an  in- 
vestigation of  its  cause.  The  diagnosis  is 
based  on  the  blowing,  systolic  murmur  in  the 
pulmonary  area,  on  the  roentgenologic  evi- 
dence of  enlargement  of  the  right  atrium  and 
ventricle  and  the  pulmnnary  artery,  with  in- 
creased vascularity  of  the  lungs,  and  on  elec- 
trocardiographic indications  of  the  right 
bundle  branch  block.  Increasing  experience 
makes  possible  the  establishment  of  the  diag- 
nosis and  the  recommendation  of  treatment 
without  the  need  for  cardiac  catheterization 
in  the  majority  of  patients. 

For  the  treatment  of  atrial  septal  defect 
many  surgical  technics  and  manipulations 
have  been  described  and  tried,  some  of  which 
are  ingenious,  but  most  of  which  are  of  his- 
torical interest  only.  It  seems  fair  to  say  that 
only  three  methods  are  widely  employed  at 
this  time.  Many  surgeons  use  hypothermia 
and  a few  minutes  of  inflow  stasis,  during 
which  time  they  open  the  right  atrium  and 
close  the  defect  by  direct  suture.  Others  em- 
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ploy  cardiopulmonary  bypass,  utilizing  some 
form  of  pump-oxygenator.  We  employ  the 
atrial  well  technic,  believing  that  this  offers 
complete  repair  with  the  least  morbidity  and 
mortality.  The  fact  that  120  patients  with  un- 
complicated atrial  septal  defect  have  had 
closure  of  their  lesion  by  this  technic  at  the 
clinic  with  loss  of  only  two  patients  persuades 
us  that  this  method  serves  us  best.  Both 
deaths  occurred  in  patients  more  than  40 
years  of  age. 

The  technic  itself  consists  of  suturing  the 
well,  made  of  rubber,  to  an  incision  in  the 
right  atrium,  from  which  the  blood  rises  into 
it,  and  through  this  bloody  pool  accurately 
suturing  a polyvinyl  sponge  (ivalon)  to  the 
margins  of  the  defect.  The  patient  is  heparin- 
ized, and  the  repair  can  be  performed  without 
haste.  The  ivalon  sponge  is  so  fashioned  that 
its  flanged  margin  overlaps  the  margin  of  the 
defect  on  its  left  atrial  side,  providing  a flap 
which  effectively  seals  the  entire  periphery 
of  the  defect.  Complete  closures  are  uni- 
formly obtained. 

A ventricular  septal  defect,  on  the  other 
hand,  often  produces  heart  failure  and  so- 
called  pneumonia  during  the  first  months 
and  years  of  life,  with  some  improvement  in 
health  thereafter,  until  advanced  pulmonary 
hypertension  may  develop.  Growth  and  gain 
of  weight  frequently  are  retarded.  In  ventri- 
cular as  well  as  atrial  septal  defect  the  diag- 
nosis is  established  and  treatment  recom- 
mended without  the  need  for  cardiac  cathe- 
terization in  the  great  majority  of  patients. 
The  characteristic  harsh  systolic  murmur, 
heard  best  in  the  left  fourth  and  fifth  inter- 
spaces parasternally,  the  enlarged  left  ven- 
tricle and  increased  pulmonary  vascular 
markings  in  the  thoracic  roentgenogram,  and 
the  typical  electrocardiographic  indications 
of  left  ventricular  diastolic  overload  are 
prominent  diagnostic  features  of  ventricular 
septal  defect. 

As  yet  only  one  technic  permits  repair  of 
these  defects,  and  this  makes  use  of  whole- 
body  perfusion  by  means  of  a pump-oxygen- 
ator. The  entire  subject  of  whole-body  per- 
fusion, or  extracorporeal  circulation,  is  fas- 
cinating, but  is  outside  the  scope  of  this  pres- 
entation. Suffice  it  to  say  that  the  machine 
we  employ  is  a modification  of  the  original 
Gibbon  apparatus,  and  we  can  affirm  with 
enthusiasm  the  fact  that  it  is  proving  em- 


inently satisfactory,  the  risk  of  the  perfusion 
alone  with  this  apparatus  being  now  probably 
only  about  2 per  cent. 

During  the  repair  of  ventricular  septal  de- 
fects, we  now  routinely  produce  cardiac 
asystole  by  the  injection  of  a solution  of  po- 
tassium citrate  into  the  coronary  circulation. 
This  greatly  facilitates  accurate,  complete  re- 
pair. Of  fundamental  importance  also  is  an 
understanding  of  the  anatomic  nature  of  the 
defect,  for  only  thus  can  closure  be  accom- 
plished in  a manner  resulting  in  the  least  dis- 
tortion and  tension  on  the  suture  line.  It  has 
become  apparent  that  in  cases  of  the  usual 
high  defect  the  line  of  closure  should  run 
transverse  to  the  outflow  tract  of  the  left  ven- 
tricle, a requirement  answered  by  suturing 
the  aortic  ring  to  the  upper  edge  of  the  ven- 
tricular septum. 

With  the  many  improvements  which  grad- 
ually have  evolved,  the  operative  mortality 
for  the  repair  of  the  ventricular  septal  defect 
has  fallen  from  18  per  cent  for  the  entire 
series  to  7 per  cent  in  the  last  30  consecutive 
cases.  The  greatest  remaining  hazard  is  the 
development  of  complete  heart  block  as  a 
result  of  injury  to  the  major  conduction  path- 
ways which  lie  at  the  margins  of  the  defect 
itself.  Even  this  complication  should  no 
longer  be  fatal  in  the  great  majority  of  pa- 
tients, although  its  treatment  requires  close 
observation  and  regulation  of  the  patient  dur- 
ing the  postoperative  period. 

Pulmonic  Stenosis.  — For  many  years  pa- 
tients with  pulmonic  stenosis  and  an  intact 
ventricular  septum  have  been  candidates  for 
pulmonary  valvulotomy  by  a blind  transven- 
tricular  approach,  and  distinct  palliation  has 
been  obtained.  Reduction  of  right  ventricular 
pressures  to  normal  levels  has  been  achieved 
but  rarely  by  this  method,  however.  An  in- 
creasing understanding  of  the  pathology  of 
the  lesion  has  shown  that  infundibular  sten- 
osis is  frequently  associated  with  the  valvular  . 
stenosis,  and  also  that  an  associated  atrial  i 
septal  defect  is  not  uncommon,  and  when  i 
present  bespeaks  a worse  prognosis.  The  | 
precondition  for  repair  of  all  of  these  possible  i 
combinations  of  lesions  is  nothing  less  than  I 
cardiac  bypass  and  whole-body  perfusion.  As  j 
a consequence,  we  increasingly  favor  this  ap- 
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OBESITY  IN  CHILDREN 
Lee  Forrest  Hill,  M.D. 
Des  Moines,  Iowa 


First,  I should  like  to  express  my  appre- 
ciation for  being  invited  to  be  one  of  your 
guest  speakers  at  this  meeting.  I want  to 
talk  about  fat  children,  with  particular  em- 
phasis on  diagnosis  and  treatment. 

Obesity  may  be  encountered  at  any  age  in 
pediatric  practice.  In  infancy  it  seldom  causes 
concern  either  to  parents  or  the  physician. 
Parents,  in  fact,  are  inclined  to  view  with  ap- 
proval and  no  little  pride  the  overweight  in- 
fant who  eagerly  consumes  large  quantities 
of  food.  Such  accomplishments  are  looked 
upon  as  indications  of  health  at  its  best. 

The  physician’s  lack  of  concern  stems  from 
his  knowledge  that  the  obesity  of  the  first 
year  of  life  is  almost  certainly  transitory  and 
will  diminish  with  the  increased  activity  and 
lessened  appetite  which  can  confidently  be 
expected  during  the  second  and  preschool 
years.  Stuart^  feels  that  the  chief  signficance 
of  obesity  in  the  young  infant  with  an  exces- 
sive appetite  appears  to  be  the  indication  that 
the  infant  readily  responds  to  a positive 
caloric  balance  by  storing  fat.  “This,”  he 
states,  “may  be  a portent  of  obesity  to  follow 
in  adolescent  or  adult  life,  if  the  habit  of  over- 
eating is  developed  and  maintained.”  It  would 
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seem,  therefore,  that  an  indication  clearly 
exists  for  the  institution  of  parental  educa- 
tion in  the  basic  principle  of  good  nutrition 
even  at  this  early  age. 

Obesity  in  the  preschool  years  is  relatively 
uncommon.  Thinness  rather  than  obesity 
is  the  characteristic  of  this  age  period.  During 
the  early  school  years  susceptible  children, 
rather  insidiously  at  first,  begin  to  show  the 
trend  for  excessive  fat  deposition.  Its  peak 
incidence  occurs  roughly  between  the  years 
of  8 and  14.  Many  of  these  children  will,  dur- 
ing the  next  few  years,  gradually  lose  their 
obesity  and  emerge  as  young  adults  with 
quite  acceptable  figures  (Fig.  1).  Whether 
this  comes  about  as  a voluntary  reduction  in 
caloric  intake  or  is  the  result  of  a readjust- 
ment in  physiology  of  the  body  is  not  quite 
clear. 

Obese  children  are  referred  to  the  pediatri- 
cian by  other  physicians  or  they  are  brought 
by  worried  parents,  frequently  with  the  ob- 
servation that  there  must  be  something  wrong 
with  the  child’s  glands;  excessive  deposition 
of  fat  may  also  be  noted  as  a gradually  de- 
veloping phenomenon  in  a child  being  cared 
for  by  the  pediatrician  in  his  own  practice. 

Frankly  obese  children  usually  pose  no 
diagnostic  problem.  Their  adiposity  is  ap- 
parent at  a glance.  In  some  children,  how- 
ever, clinical  differentiation  between  fatness 
on  the  one  hand  and  stoutness  or  stockiness 
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Fig.  1.  Illustrates  gradual  storage  of  fat  in  early 
pre-adolescent  and  adolescent  years.  Loss 
of  excess  fat  by  late  adolescence.  Gain  of 
15  pounds  between  8 and  9.  No  reducing 
diet  attempted. 

on  the  other  may  present  certain  difficulties. 
Overweightness  cannot  always  be  interpreted 
correctly  as  being  synonymous  with  obesity. 
When  this  point  was  under  discussion  at  a 
Colloquy  on  Obesity  at  Iowa  State  College  a 
few  years  ago,  one  of  the  speakers  of  national 
repute  and  an  authority  in  the  field  recom- 
mended “pinching”  in  an  appropriate  site  as 
a diagnostic  technic  of  considerable  merit.  In 
the  discussion  that  followed  it  was  pointed 
out  that  such  a maneuver  in  adult  patients, 
particularly  of  the  female  sex,  ran  the  risk  of 
misinterpretation  unless  the  purposes  of  the 
examiner  were  carefully  explained  in  ad- 
vance. Pediatricians  who  confine  their  prac- 
tices to  the  generally  accepted  age  group 
should  be  relatively  free  from  such  mis- 
understanding, and  hence  may  use  “pinching” 
for  whatever  it  is  worth  as  a means  of  dif- 
ferentiating between  subcutaneous  fat  and 
muscle. 

Properly  taken  roentgenograms  and  meas- 
urements with  skin  calipers  have  been  em- 
ployed to  estimate  the  thickness  of  the  fat 
layer,  but  these  technics  would  appear  to  be 
more  useful  as  research  tools  than  as  prac- 
tical procedures  in  the  office. 


For  the  detection  of  obesity  in  its  early 
stages  of  development,  the  use  of  standard 
growth  charts  is  advantageous.  Being  from 
Iowa  it  is  but  natural  that  I should  use  the 
Iowa  growth  charts.  I am  quite  willing  to 
concede,  however,  that  there  are  other  types 
equally  good.  A single  set  of  measurements 
is  not  likely  to  be  very  rewarding,  since  it 
fails  to  reveal  what  has  gone  on  before,  but 
a series  of  recorded  periodic  measurements 
of  height  and  weight  permits  comparison  of 
expected  increment  increases  regardless  of 
body  build,  and  hence  permits  early  recog- 
nition of  a trend,  whether  up  or  down.  Excess 
storage  of  fat  is  suggested  when  the  weight 
curve  continues  to  rise  unaccompanied  by  a 
corresponding  rise  in  the  height  curve  (Fig. 
2).  In  my  experience  growth  charts  kept  in 


Fig.  2.  This  girl  gained  35  pounds  between  7 and 
9 years.  Only  6%  pounds  in  the  next  2 
years.  Good  cooperation  in  eliminating 
high  calorie  non-essential  foods. 

this  way  have  been  a most  effective  visual 
means  of  calling  the  attention  of  both  parent 
and  child  to  an  undesirable  trend,  and  it  has 
been  relatively  easy  to  enlist  their  interest  in 
simple  preventive  measures  at  this  early 
stage. 

Having  reached  the  conclusion  that  his  pa- 
tient merits  the  designation  “obese,”  the  phys- 
ician’s next  task  is  to  determine  if  possible 
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the  reason  for  the  obesity.  In  spite  of  repeated 
assertions  to  the  contrary  the  belief  persists 
strongly  among  lay  people,  less  so  among 
physicians,  that  endocrine  dysfunction  is  a 
frequent  cause  of  obesity.  All  of  us  here  un- 
doubtedly have  had  the  experience  repeat- 
edly of  parents’  bringing  their  fat  children  to 
us  with  the  complaint  of  “gland”  trouble. 
Even  children  referred  by  physicians  not  in- 
frequently have  had  a trial  on  thyroid  med- 
ication. There  are,  of  course,  endocrine  and 
hypothalamic  disturbances  which  include 
obesity  among  their  manifestations,  but  they 
are  extremely  rare  and  account  for  only  a 
small  percentage  of  the  total  cases.  Moreover, 
their  symptomatology  and  physical  signs  dif- 
fer so  markedly  from  simple  obesity  that  dif- 
ferentiation on  clinical  grounds  alone  is 
usually  possible. 

Among  the  endocrinopathies,  hypothyroid- 
ism is  most  often  suspected.  Yet  the  clinical 
appearance  of  the  hypothyroid  child  as  con- 
trasted with  the  usual  obese  child  is  striking 
indeed.  The  fat  child  is  usually  tall  for  his 
age,  his  complexion  is  ruddy,  and  he  is  alert 
mentally.  Fat  deposits  are  most  marked  over 
breasts,  hips,  abdomen  and  pubic  area  where 
the  genitals,  although  of  normal  size,  may  be 
nearly  hidden.  Many  obese  children  stand  in 
a position  of  genu  valgum.  Basal  metabolic 
rates  are  normal  or  above  normal  if  appro- 
priate standards  are  used.  Blood  pressure 
readings  are  usually  at  the  upper  margin  of 
normal  or  are  moderately  elevated  although 
normal  values  may  be  attained  if  appropriate 
width  cuffs  are  used.  Concentrations  of 
cholesterol  in  the  serum  are  normal  and  bone- 
age  is  normal  or  slightly  advanced.  In  con- 
trast, the  hypothyroid  child  may  be  over- 
weight but  this  is  due  to  myxedema,  not  fat. 
His  skin  is  pale  and  cold  and  he  is  sluggish 
mentally.  Appetites  are  usually  small. 
Talbot^  states  that  older  hypothyroid  chil- 
dren may  rarely  have  positive  caloric  bal- 
ances and  storage  of  fat  because  their  ap- 
petites may  not  diminish  in  proportion  to  the 
diminution  in  energy  metabolism.  Wilkins^ 
says  he  has  seen  only  two  obese  children  in 
over  200  with  definite  hypothyroidism. 

Some  years  ago  it  was  a common  practice 
to  label  obese  juvenile  boys  with  hidden  geni- 
tals as  examples  of  “Froehlich’s  syndrome.” 
This  came  about  as  the  result  of  a paper  pub- 
lished in  1901  by  Froehlich^-  in  which  he  des- 


cribed a fat  boy  with  hypogenitalism.  His  pa- 
tient, however,  had' a craniopharyngioma  in- 
volving the  hypothalimus.  In  addition  to  the 
obesity  and  delayed  sexual  maturation,  other 
manifestations  of  this  type  of  lesion  were  also 
present,  such  as  impaired  vision,  headache, 
vomiting  and  distortion  of  the  dorsum  sellae 
turcicae.  The  term  “Froehlich’s  syndrome” 
should  not  be  applied  to  children  with  simple 
dietary  obesity,  but  should  be  reserved  for 
children  who  exhibit  the  signs  and  symptoms 
originally  described  by  Froehlich. 

Cushing’s  disease  is  an  endocrinopathy  in 
which  adiposity,  especially  about  the  face 
and  neck,  is  one  of  the  cardinal  manifesta- 
tions. As  everyone  here  has  become  thorough- 
ly familiar  with  the  characteristics  of  this  di- 
sease through  its  iatrogenic  production  from 
steroid  therapy,  it  need  not  be  discussed 
further.  Talbot2  states  that  only  18  authen- 
ticated spontaneously  acquired  pedriatric 
cases  have  been  recorded  in  the  last  25  years. 

Another  disorder  associated  with  obesity  is 
the  Laurence-Moon-Biedl  syndrome.  How- 
ever, these  rare  cases  classically  have  such 
other  manifestations  as  retinitis  pigmentosa, 
mental  deficiency  and  polydactylism  and 
should  therefore  cause  little  trouble  in  being 
differentiated  from  simple  dietary  obesity. 
While  hypothalmic  disorders  and  endocrine 
dysfunctions  or  the  type  just  discussed  are  ad- 
mittedly rare,  nevertheless  they  do  occur  and 
should  be  carefully  considered  by  the  clin- 
ician in  the  evaluation  of  the  obese  patient. 

Now  let  us  turn  our  attention  back  to  the 
group  of  adolescent  children  who  are  phys- 
ically normal  with  the  exception  of  obesity. 
Before  the  clinician  can  set  up  a rational 
therapeutic  approach  it  is  essential  that  he 
determine,  if  possible,  the  cause  or  causes 
which  have  led  to  the  obesity.  In  the  broad 
sense,  it  may  be  said  that  obesity  from  any 
cause  must  be  the  result  of  excessive  caloric 
intake  or  to  decreased  expenditure  of  energy. 
Excessive  intake,  hyperphagia  or  just  plain 
overeating,  may  have  several  explanations. 
Earlier,  I mentioned  Stuart’s  idea  that  habit 
having  its  inception  in  infancy  may  carry  on 
into  later  childhood  and  even  into  adult  years. 
Children  may  acquire  the  habit  of  overeat- 
ing in  later  years  or  the  excess  calories  may 
have  their  source  in  the  eating  habits  of  the 
family.  “Mrs.  Jones  sets  a good  table”  may 
mean  the  serving  of  an  overabundance  of 


— 141  — 


SOUTH  DAKOTA 


high  calorie  foods  both  for  her  own  and  her 
family’s  enjoyment.  Even  where  there  is  a 
vehement  denial  that  the  obese  child  eats 
excessively  at  the  table,  it  is  usually  possible 
to  elicit  an  admission  of  a craving  for  sweets, 
frequent  raids  on  the  refrigerator  for  snacks, 
or  daily  visits  to  the  neighborhood  drugstore 
for  ice  cream  sodas.  Whatever  the  circum- 
stances responsible  for  establishing  the  habit 
of  overeating,  it  becomes  progressively  more 
fixed  and  increasingly  difficult  to  correct. 
BruchS  states  that  approximately  50%  of 
obese  children  eat  excessively  because  of 
psychogenic  disturbances.  Food  is  resorted 
to  as  a relief  from  anxiety  states.  She  feels 
that  the  gain  in  weight  sometimes  seen  after 
tonsillectomy  is  on  this  basis.  It  is  this  group 
who  are  most  resistant  to  therapeutic  man- 
agement. Little  hope  of  success  can  be  en- 
tertained until  the  underlying  emotional 
problem  is  uncovered  and  resolved. 

Decreased  expenditure  of  energy  results 
from  insufficient  exercise  either  voluntary  or 
because  of  illness.  Most  obese  children  have 
sedentary  habits.  They  are  clumsy  and 
awkward  and  lack  the  coordination  of  the 
athlete.  They  are  not  sought  after  by  their 
contemporaries  for  participation  in  athletic 
pursuits,  hence  they  resort  to  other  interests 
of  a sedentary  nature  such  as  reading  or 
music  where  they  are  not  at  a disadvantage. 
Some  undoubtedly  seek  satisfaction  in  eating 
as  a compensation  for  lacks  in  other  direc- 
tions. To  entice  these  children  into  forms 
of  exercise  which  will  permit  greater  ex- 
penditure of  energy  is  sometimes  a difficult 
task.  The  situation  isn’t  helped  any  by  the 
critical  attitude  of  fathers,  disillusioned  of 
their  earlier  visions  of  a star  athlete  in  the 
family. 

Illnesses,  such  as  rheumatic  fever,  which 
require  long  periods  of  rest  in  bed,  and  var- 
ious muscular  abnormalities  which  impose 
inactivity  may  result  in  obesity  because  of 
less  expenditure  of  energy  than  intake.  Wil- 
kins® cites  the  case  of  a 6-year-old  boy  with 
amyotonia  congenita  who  weighed  53  kg.  and 
whose  body  “was  largely  a lump  of  fat.” 

In  addition  to  excessive  caloric  intake  and 
decreased  expenditure  of  energy  as  a cause 
for  obesity,  the  clinician  must  evaluate  the 
etiologic  role  of  the  genetic  or  constitutional 
factor.  I do  not  have  any  accurate  data  from 
my  own  practice,  but  my  impression  is  that 


the  tendency  to  stoutness  and  obesity  repre- 
sents a strong  familial  trait.  Obesity  in  one 
or  both  parents  or  in  a close  relative  is,  I 
should  say,  the  rule  rather  than  the  excep- 
tion. I am  sure  all  of  us  have  been  intrigued 
by  the  observation  that  one  person  can  con- 
sume what  appears  to  be  a huge  quantity  of 
food  and  remain  thin  while  another  eats  the 
same  amount  or  less  and  stores  fat.  What  the 
genetic  or  physiologic  factors  may  be,  and 
how  they  operate  to  permit  these  differences 
is  not  clear.  Occasionally  one  encounters  an 
obese  child  where  the  parents’  denial  of  ex- 
cessive eating  seems  to  be  substantiated.  An 
illustration  is  a 4-year-old  boy  whom  I saw 
recently.  He  weighed  26  kg.  and  was  ob- 
viously obese.  His  mother  was  sure  that  he 
ate  no  more  than  other  children  of  his  age, 
and  that  his  activity  was  similar  to  theirs. 
After  a reasonably  careful  work-up  it  was 
concluded  that  he  fell  in  the  classification  of 
dietary  obesity.  A suitable  diet  for  his  age 
and  ideal  weight  was  arranged  by  the  hos- 
pital dietition.  At  the  return  visit  a couple  of 
weeks  later  the  mother  complained  that  the 
diet  contained  too  much  food  — she  had  been 
unable  to  persuade  him  to  eat  all  of  it.  So 
far  as  I know  no  evidence  has  been  advanced 
to  show  that  there  is  an  inherent  difference  in 
the  metabolism  of  fat  between  obese  and  non- 
obese  individuals. 

Finally,  I should  like  to  say  a few  words 
about  the  treatment  of  obese  children.  It 
would  be  a simple  matter  indeed  if  all  that 
was  required  was  the  prescribing  of  a low 
calorie  diet.  But  unfortunately  we  are  deal- 
ing with  a child  who  is  obese  rather  than 
with  obesity  in  a child.  Regulation  of  the  diet 
meets  with  success  in  the  infant  because  he 
can’t  help  himself,  but  the  situation  is  quite 
different  with  the  young  adolescent  who  is 
far  more  interested  in  the  immediate  satis- 
faction of  his  craving  for  food  than  he  is  in 
attaining  the  remote  advantages  of  a slim 
figure  at  some  future  date  or  of  avoiding  the 
theoretic  dangers  of  a slipped  epiphysis.  At- 
tempts to  enforce  a low  caloric  diet  upon  an 
uncooperative  child  are  doomed  to  failure 
from  the  start.  Surreptitious  stealing  of  food 
may  be  resorted  to,  or  money  may  be  stolen 
to  purchase  food  at  the  store,  or  the  child 
may  seek  hand-outs  at  the  neighbors.  Even 
if  cooperation  can  be  secured,  it  usually  is 
only  temporary,  and  the  child  within  a few 
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Fig.  3.  Child  fat  from  infancy.  Both  mother, 
father  and  brother  obese.  Excess  eating  by 
whole  family.  Temporary  interest  in  losing 
weight  at  8 and  again  at  11  Vz. 

weeks  reverts  back  to  former  eating  habits 
(Fig.  3). 

There  is  a further  objection  to  severly  re- 
stricted diets  in  the  prepubescent  and  pub- 
escent years.  These  are  years  of  rapid  growth 
when  nutritional  needs,  especially  for  protein 
and  minerals,  such  as  calcium,  are  great.  Any 
diet  which  deprives  the  child  of  these  essen- 
tials during  this  period  does  more  harm  than 
good. 

Eventually,  there  comes  a time  when  most 
adolescent  children  of  their  own  free  will 
want  to  reduce  (Fig.  4).  This  is  the  age  when 
dating,  clothes,  and  appearance  all  become 
important.  It  is  the  age,  too,  when  the  rate 
of  growth  has  begun  to  decelerate.  A proper 
reducing  diet  at  this  age  will  have  more 
chance  of  success  and,  of  even  more  import- 
ance, it  will  be  nutritionally  safe.  For  the 
younger  adolescent  it  seems  to  me  the  thera- 
peuthic  approach  of  choice  should  be  to  at- 
tempt to  prevent  excessive  gains  rather  than 
to  reduce  weight.  A diet  can  be  prescribed 
which  will  be  reasonably  satisfying  to  the 
child  while  at  the  same  time  the  nutritional 
needs  of  rapid  growth  are  safeguarded.  The 
essentials  of  such  a diet  are  skimmed  milk, 


Fig.  4.  All  attempts  to  curb  appetite  unsuccessful 
until  13  years  of  age.  Father  obese. 


meat,  cheese,  eggs,  green  and  yellow 
vegetables  and  fruits.  High  caloric  foods  of 
little  nutritional  value  should  be  avoided. 
These  include  cream,  gravies,  breadstuffs  and 
sweets,  oily  salad  dressings,  butter,  potatoes, 
spaghetti  and  macaroni. 

Anorexigenic  drugs,  such  as  dextro-amphe- 
tamine  sulfate,  have  been  of  little  value  in 
my  experience.  However,  I have  prescribed 
them  only  rarely  for  I have  felt  that  the  child 
should  not  be  led  to  believe  that  a pill  three 
times  a day  before  meals  was  the  answer  to 
his  or  her  obesity  problem. 

In  summing  up  the  clinical  aspects  of 
obesity  in  children,  the  following  points  seem 
most  pertinent: 

1.  The  trend  toward  obesity  should  be  recog- 
nized as  early  as  possible.  The  keeping  of 
growth  charts  is  most  useful  for  this  pur- 
pose. Relatively  simple  corrections  in  the 
eating  habits  of  the  child  and  family  es- 
tablished early  may  prevent  a difficult  or 
impossible  task  later  on. 

2.  The  causes  of  obesity  vary  with  the  in- 
dividual child.  Overeating  either  because 
of  habit  or  an  emotional  disturbance,  lack 
of  physical  exercise,  and  a constitutional 

(Continued  on  Page  153) 
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Congressional  Candidates  Have  Their  Say 


Candidates  for  nomination  to  Congress  by 
the  two  political  parties  have  made  state- 
ments for  the  Medical  Association  as  to  their 
views  of  Medical  and  health  legislation. 

£.  Y.  Berry,  Republican,  incumbent  says, 

“I  thank  you  for  your  letter  of  February  20 
with  regard  to  my  opinions  on  free  medicine 
for  everyone  at  the  expense  of  the  Federal 
Government. 

Probably  the  easiest  way  for  me  to  give 
you  my  thinking  on  having  the  Federal  gov- 
ernment do  all  things  for  all  people  is  to 
enclose  a copy  of  my  Lincoln  week  news- 
letter. I said  there,  “We  know  that  if  we  were 
to  have  the  Federal  government  build  all  the 
schools,  hire  all  the  teachers,  build  all  the 
power  plants,  construct  all  the  sewer  systems, 
provide  the  medical  care  for  all  of  our  people, 
etc.,  that  we  would  dry  up  the  resources  of 
the  state  and  local  governments,  as  well  as 
remove  the  inventive  ability,  the  ingenuity, 
and  the  desire  of  the  individual.  We  would 
create  a static  society  such  as  has  been 
created  by  our  friends  across  the  ocean.” 

I am  definitely  opposed  to  grant-in-aid 
programs;  I am  opposed  to  having  the  Fed- 
eral government  do  anything  that  the  people 
can  do  as  well  for  themselves;  I am  opposed 
to  increasing  the  Federal  budget;  I am  op- 
posed to  programs  that  create  inflation,  in- 
crease taxes,  create  cheap  money,  and  destroy 
the  savings  of  the  American  people  through 
cheap  money  and  inflation.  I believe  we  can 
build  up  our  defenses  and  still  maintain  a 
sound  financial  position  in  this  country  by 
putting  more  business  in  government  and 
getting  the  government  out  of  business. 

I am  not  sure  this  answers  your  inquiry — 
if  there  is  any  special  program  you  would  like 
my  views  on,  I shall  be  happy  to  give  them. 
In  the  over-all,  let  me  say  that  my  belief  and 
my  vote  has  constantly  been  for  a business- 
like handling  of  our  fiscal  affairs  without  re- 
sorting to  socialistic  methods.” 

Herb  Thomas,  Democrat  of  Fort  Pierre, 
says. 


“For  your  information,  I am  unalterably 
opposed  to  what  is  known  as  “socialized” 
Medicine.  It  is  my  belief  that  the  wonders  of 
modern  medicine  should  be  made  available 
to  all  people.  However,  I do  not  believe  that 
it  is  advisable  to  make  it  a government  func- 
tion. 

Privately  operated  insurance  programs 
have  done  much  to  help  in  broadening  pro- 
tection against  sickness  and  disease.  Inade- 
quate as  it  is,  I still  think  that  it  is  a problem 
to  be  worked  out  with  private  funds  and  the 
Medical  profession. 

It  would  seem  that  this  is  a problem  of  the 
medical  profession  and  I do  not  think  that 
the  doctors  should  close  the  door  to  a sensible 
system  of  federal  aid,  such  as  in  our  social 
security  program. 

We  all  know,  who  know  any  doctors,  that 
many  of  them  contribute  generously  of  their 
skills  and  talents  to  the  unfortunate,  without 
any  hope  of  compensation.  We  should  be  able 
to  work  out  some  arrangement  whereby  a 
doctor  would  not  have  to  refuse  to  treat  a 
sick  child  merely  because  he  happened  to  be 
the  child  of  parents  who  were  temporarily 
out  of  money.  Surely  the  child  should  be 
helped,  and  the  doctor  should  not  have  to  do 
it  for  nothing. 

I think  this  can  be  accomplished  without 
resorting  to  a system  that  would  lead  to 
“socialized”  medicine. 

The  honorable  George  McGovern  present 
congressman  from  the  1st  District  says, 

“During  my  period  of  service  in  the  Con- 
gress, I have  supported  and  will  continue  to 
support  legislation  which  I believe  will  im- 
prove the  health  of  the  American  people.  I 
opposed  the  cuts  that  were  proposed  on  the 
House  Floor  in  the  last  session  of  Congress 
for  such  programs  as  the  Pure  Food  and  Drug 
Administration  and  the  research  programs  of  ! 
National  Institutes  of  Health.  I believe  that  ( 
the  Federal  Government  is  morally  obligated  i 
to  assist  with  grants  carrying  on  research  into  I 
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such  dread  killers  as  cancer  and  heart  disease. 
I know  of  no  government  program  that  is 
more  worth  while  than  the  research  programs 
which  have  been  substantially  supported  by 
the  Federal  Government  that  center  in  the 
National  Institutes  of  Health. 

I think  that  all  Americans  are  shocked  in 
the  knowledge  that  10  million  of  our  citizens 
are  suffering  from  heart  disease;  cancer  has 
marked  1 out  of  every  7 of  us  as  its  victim; 
and  arthritis  and  rheumatic  diseases  cripple 
another  10  million  Americans.  No  one  can 
fully  estimate  the  anguish  resulting  from 
various  diseases  of  the  mind.  With  so  many 
millions  of  Americans  marked  for  destruc- 
tion by  these  major  diseases,  the  money  that 
we  have  spent  in  accelerating  a cure  or  pre- 
vention for  such  killers  is  money  well  in- 
vested. 

At  the  same  time,  we  can  be  tremendously 
encouraged  by  the  amazing  strides  that  med- 
ical science  has  made  in  the  field  of  health. 
Deaths  from  influenza  have  been  reduced  by 
three-fourths  since  1944;  deaths  from  appen- 
dicitis and  rheumatic  fever  have  dropped  by 
two-thirds;  fatalities  from  syphillis,  kidney 
disease,  pneumonia,  and  tuberculosis  have 
been  cut  in  half,  and  the  Nation’s  death  rate 
has  been  reduced  by  10%  while  the  average 
life  expectancy  has  been  increased  a full  five 
years.  All  of  this  has  been  accomplished  in 
the  last  decade,  and  is  a tremendous  tribute 
to  the  dedication  of  our  doctors  and  medical 
scientists. 

With  regard  to  the  principle  of  social  secur- 
ity, I joined  with  the  political  platforms  of 
both  the  Republican  and  the  Democratic  Par- 
ties in  supporting  their  basic  program.  I am 
also  in  favor  of  passage  of  the  Jenkins- 
Keough  bill,  which  would  extend  the  objec- 
tives of  the  social  security  program  to  self- 
employed  individuals,  including  doctors  and 
lawyers.  The  Jenkins-Keough  proposal  is  at 
present  still  pending  in  the  House  Ways  and 
Means  Committee,  but  I will  do  whatever  I 
can  as  one  member  of  the  Congress  to  ex- 
pedite favorable  consideration  for  this  legisla- 
tion if  and  when  we  can  bring  it  out  of  the 
Ways  and  Means  Committee. 

At  the  present  time,  there  has  been  con- 
siderable discussion  in  the  Congress  about 
providing  hospital  and  surgical  benefits  for 


aged  citizens.  It  would  seem  to  me  that  if  any 
such  program  were  to  be  considered  favor- 
ably by  the  Congress,  it  ought  to  include  a 
protective  principle,  such  as  the  deductible 
collision  insurance  provided  for  automobile 
owners.  In  other  words,  anyone  covered  by 
hospital  and  surgical  benefits  should  be  re- 
quired to  pay  a minimum  initial  portion  of 
the  fee  so  that  doctors  and  hospitals  would 
be  so  protected  against  those  citizens  who 
would  exploit  public  medical  care  of  this 
kind.  We  all  know  that  the  cost  of  automobile 
insurance  covering  every  minor  scratch  or 
dent  to  a fender  would  be  prohibitive  in  cost. 
The  same  would  doubtless  be  true  of  some  of 
the  proposals  now  before  the  Congress  ex- 
tending unlimited  benefits  to  aged  citizens. 
Before  making  any  final  decision  on  legisla- 
tion of  this  type,  I would,  of  course,  want  to 
confer  with  members  of  the  medical  profes- 
sion as  to  some  of  the  practical  considerations 
involved  in  such  a proposal.  I have  always 
had  a special  feeling  of  responsibility  to  our 
older  citizens,  but  I would  not  want  to  sup- 
port a program  designed  to  assist  them  that 
was  impractical  in  administration. 

Honorable  Joe  Foss,  Governor,  State  of 
South  Dakota  says,  many  thanks  for  your 
recent  letter  relative  to  my  position  on  mat- 
ters pertaining  to  the  practice  of  medicine. 

I am  opposed  to  socialized  medicine  and  I 
will  work  against  any  legislation  designed  to 
socialize  this  field  if  I am  elected  to  Congress. 
You  will  recall  that  during  my  administration 
legislation  was  adopted  to  permit  the  State 
Public  Welfare  Department  to  provide  med- 
ical or  remedial  care  for  recipients  of  old  age 
assistance  by  making  indirect  payments 
through  prepaid  health  insurance  or  by  mak- 
ing direct  payments  to  vendors  of  such  med- 
ical or  remedial  care  or  both. 

I have  always  been  most  happy  to  work 
closely  with  the  South  Dakota  Medical  So- 
ciety in  health  and  medical  matters,  and  I 
would  expect  to  continue  to  do  so  if  elected 
to  Congress. 

Many  thanks  for  your  interest,  and  best 
personal  regards. 
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South  Dakota  State  Medical  Association  Annual  Meeting 

The  Seventh-Seventh  Annual  Meeting  of  our  State  Association  will  be  held  at  Huron  May 
17th  to  May  20th,  1958. 

On  Saturday,  May  17th  and  Sunday  May  18th,  the  Council  and  House  of  Delegates  will 
meet.  All  of  the  standing  and  special  committees  of  these  bodies  will  give  their  reports  and  i 
recommendations.  From  each  of  the  twelve  Districts  your  Councillor  and  your  Delegates  will  | 
give  recommendations  and  introduce  all  proposals  that  your  district  has  directed.  Through 
the  channels  available  each  member  of  our  association  may  express  his  ideas  and  opinions. 

On  Monday  and  Tuesday  an  excellent  scientific  program  will  be  given.  You  will  have 
time  to  renew  acquaintances  within  the  state  and  by  visiting  the  exhibits  you  will  see  the  best  j 
in  medications  and  the  newest  of  instruments.  j 

How  about  making  an  effort  to  attend  all  or  part  of  the  Annual  Meeting. 

M.  M.  Morrissey,  M.D. 

Pierre,  South  Dakota 


I 
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PROTECTION  FROM  RADIATION 
EXPOSURES 

by  Charles  E.  Carl,  Director 
Division  of  Sanitary  Engineering 


The  Thirty-fifth  Session  of  the  Legislature 
of  the  State  of  South  Dakota,  1957,  approved 
H.B.  826  (Chapter  122,  1957  Session  Laws, 
page  188)  authorizing  the  State  Health  De- 
partment to  Provide  Protection  from  Radia- 
tion Exposures. 

Section  1 expresses  the  philosophy  of  radia- 
tion use: 

“Whereas,  radiation  can  be  instrumental 
in  the  improvement  of  health,  welfare,  and 
productivity  of  the  public  if  properly  util- 
ized, and  may  impair  the  health  of  the 
people  and  the  industrial  and  agricultural 
potentials  of  the  State  if  improperly  util- 
ized, it  is  hereby  declared  to  be  the  public 
policy  of  this  state  to  encourage  the  con- 
structive uses  of  radiation  and  to  control 
any  associated  harmful  effects.” 

The  Act  outlines  the  duties  of  the  Health 
Department  generally  as  follows: 

1.  Develop  policies  and  programs  for  deter- 
mination and  amelioration  of  hazards; 

2.  Work  with  other  governmental  agencies; 

3.  Accept  and  administer  financial  aid; 

4.  Training  and  research; 

5.  Collect  and  disseminate  information; 

6.  Adopt  regulations; 

7.  Issue  orders; 

8.  Review  design  plans  and  specifications 
upon  request; 

9.  May  inspect  radiation  sources;  and 

10.  Exercise  incidental  powers. 

The  Act  further  provides  (1)  for  the  regis- 
tration by  owners  of  all  radioactive  materials 
and  radiation  machines,  except  those  known 


to  be  without  hazard;  (2)  that  no  person  may 
give  diagnostic  or  therapeutic  radiation  un- 
less such  person  is  licensed  to  practice  the 
healing  art  or  is  a duly  licensed  dentist  in 
South  Dakota,  or  is  directly  supervised  by 
such  a person;  (3)  that  the  Health  Depart- 
ment may  inspect  sources  of  radiation;  and 
(4)  penalty  provisions. 

The  Public  Health  Advisory  Committee 
considered  their  responsibilities  under  the 
Act  and  adopted  Regulations  September  12, 
1957.  These  were  approved  by  the  Attorney 
General  September  19,  1957,  were  filed  with 
the  Secretary  of  State  September  25,  1957, 
and  became  effective  October  25,  1957. 

Among  other  items,  the  Radiation  Control 
Act  provides  for  the  registration  of  radiation 
machines  and  materials,  and  the  Regulations 
prohibit  the  use  of  shoe  fitting  machines, 
except  when  used  by  properly  qualified  per- 
sons. The  Public  Health  Advisory  Commit- 
tee, on  December  12,  1957,  authorized  the 
Health  Officer  to  initiate  appropriate  activ- 
ities to  carry  out  the  provisions  of  the  Act 
and  Regulations.  Complying  with  that  direc- 
tive 

(1)  News  releases  were  made  December  14, 
1957,  advising  of  the  general  content  of 
the  radiation  control  program,  and 
specifically  indicating  that  the  commer- 
cial use  of  “shoe  fitting  machines”  was 
prohibited; 

(2)  A directive  has  gone  to  all  County 
Board  of  Health  Superintendents, 
County  Public  Health  Nurses,  City  and 


_ 147  — 


SOUTH  DAKOTA 


County  Health  Departments  and  other 
field  personnel  in  Public  Health  re- 
questing them  to  notify  shoe  stores  in 
their  area  that  the  use  of  shoe  fitting 
machines  for  commercial  use  is  pro- 
hibited; and 

(3)  Forms  are  being  printed  to  be  used  for 
the  registration  of  machine  and  ma- 
terial radiation. 

The  S.  D.  Department  of  Health  is  working 
quite  closely  with  the  Public  Health  Service 
and  the  Atomic  Energy  Commission  in  radia- 
tion health  practices.  The  Department  is  re- 
ceiving excellent  cooperation  from  the  radio- 
isotope users  in  the  State;  the  uranium  in- 
dustry, both  mines  and  the  processing  plant 
at  Edgemont,  have  been  cooperative;  the 
owners’  of  radiation  machines,  both  private 
and  government,  have  expressed  considerable 
interest  in  these  activities;  and  the  manufac- 
turers and  distributors  of  radiation  machines 
and  materials  have  written  and  called  at  the 
State  Health  Department  with  inquiries  re- 
lative to  the  radiation  control  program.  The 
Department  of  Health,  with  other  Govern- 
mental agencies,  is  also  working  with  the 
Northern  States  Power  Co.  relative  to  their 


proposed  nuclear  fuel  power  generating  plant 
near  Sioux  Falls. 

The  South  Dakota  Department  of  Health, 
cooperating  with  the  Public  Health  Service, 
Department  of  Health,  Education  and  Wel- 
fare, is  operating  a continuous  duty  air 
sampling  station  on  the  roof  of  the  State  Cap- 
itol. This  sampling  station  is  part  of  a nation- 
wide network  of  such  stations.  During  the 
period  of  nuclear  explosions,  daily  readings 
were  taken,  results  were  forwarded  to  the 
Public  Health  Service,  and  comparable  data 
from  all  stations  in  the  network  provides  a 
nation-wide  pattern  of  radiation  fallout  be- 
fore and  after  nuclear  explosions.  The  station 
is  still  in  continuous  operation,  but  with  bi- 
weeky  readings  of  radiation  activity  now  that 
the  nuclear  explosion  series  are  completed. 

The  Department  is  quite  pleased  with  the 
excellent  cooperation  received  during  the 
inauguration  of  this  new  but  vital  public 
health  program,  and  we  are  endeavoring  to 
carry  out  the  mandate  of  the  Legislature  that 
“.  ...  it  is  hereby  declared  to  be  the  public 
policy  of  this  state  to  encourage  the  con- 
structive uses  of  radiation  and  to  control  any 
associated  harmful  effects.” 


125  mg.  15  mg 


• relaxes  the  hypertonic  uterus  thus  relieving  pain 

• furnishes  gentle  sedation 

Dosage:  one  tablet  three  times  a day  beginning  three  to  five  days  before  onset 


of  menstryotion. 


STAPHYLOCOCCAL  INFECTIONS 

The  complacency  of  the  antibiotic  area  has 
suffered  a “Sputnik-like”  jar  with  the  world 
wide  appearance  of  Staphylococcal  injections 
in  medical,  surgical  and  obstetrical  patients. 
The  staphylococcus  has  escaped  from  the 
control  of  the  great  majority  of  anitibiotics 
and  has  been  running  rampant  throughout 
the  hospitals.  A recent  report  from  the  Uni- 
versity of  Iowa  states  that  the  pathologists 
there  consider  that  4%  of  the  autopsied 
deaths  were  due  directly  to  the  Staphylo- 
coccus aureus  and  that  a further  14%  of 
deaths  were  hastened  by  this  organism.  Re- 
cently the  American  Medical  Association  held 
a special  conference  on  Staphylococcal  infec- 
tions in  Cleveland  because  of  the  seriousness 
of  the  problem. 

The  resistance  to  antibiotics  has  developed 
as  a result  of  the  indiscriminate  use  of  anti- 
biotics for  cases  where  they  are  not  urgently 
needed;  a recent  survey  indicates  that  the 
majority  of  all  Staphylococcus  now  incurred 
in  hospital  cross  infections  are  usually  re- 
sistant to  penicillin,  streptomycin  and  tetra- 
cyclines. The  Temple  University  Medical 
Center,  in  a very  thorough  study  in  response 
to  their  local  problem  found  that  novobiocin 
and  chloramphenicol  were  the  only  two 
parenterally  administered  antibiotics  which 
were  consistently  most  effective,  and  recom- 
mended that  their  use  be  reserved  to  those 
cases  in  which  it  was  specifically  indicated. 

Until  effective  antibiotics  have  been  de- 
veloped for  Staphylococcus  and  further  basic 
research  has  given  more  information  as  to 
the  resistance  of  this  organism,  a return  to 
“good  housekeeping”  procedures  and  a rigid 


sterile  technique  must  be  followed.  At 
Temple  University  the  following  methods  of 
control  were  found  useful: 

1.  Soap,  alcohol,  and  ether  replaced  a cur- 
sory skin  preparation. 

2.  Wet  mopping  replaced  dry  sweeping. 

3.  Closer  attention  was  paid  to  surgical 
aseptic  technique. 

4.  Contaminated  laundry  was  autoclaved 
before  washing. 

5.  Contaminated  instruments  were  auto- 
claved before  cleaning. 

6.  Proper  gloving  technique  was  re-em- 
phasized. 

7.  Hospital  rounds  in  operating  room  attire 
were  prohibited. 

8.  Operating  room  attire  replaced  street 
clothes  for  visitors  in  surgery. 

9.  Nurse  to  assist  change  of  dressings  be- 
came mandatory. 

10.  Personnel  with  infections  were  removed 
from  duty. 

11.  A special  room  was  reserved  for  surgery 
on  contaminated  cases. 

12.  The  staff  was  warned  of  the  dangers  of 
the  indiscriminate  use  of  antibiotics. 

The  Staphylococcic  diseases  appearing 
most  frequently  in  hospital  patients  include 
impetigo  and  pyoderma  of  infants,  mastitis 
of  post-delivery  patients,  surgical  wound  in- 
fections, Staphylococci  pneumonitis  and 
super-imposed  infections  in  debilitated  pa- 
tients. 

Successful  control  of  the  organisms  must 
at  present  be  predicated  on  a strict  aseptic 
technique  in  all  departments  of  the  modern 
hospital. 

Robert  E.  Van  Demark,  M.D. 
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inetaphosphate  produced  markedly  hij^her  blood  levels-.,  cycline  base.  Bicaktum  phosphate  and  fpod  resulted 


than  capsules  containing  either  the  corres|KJnding 
base  or  the  hydrochloride  alone.  In  additiosj  the 
average  tfcrived  from  the  tetracycline  base  or 

the  chiorletr^ycline  base  were  higher  than  those  pro- 
duced by  the  corresponding  hydrochloride  though 
lower  than  those  resulting  from  the  mixture  contain- 
fng  the  base  and  imdium  metaphosphate.  In  the  study 
with  chlortetracycline®  capsules  containing  a mixture 
of  the  hydrochloride  and  sodium  metaph^hate.  were 
also  included  in  the  crossover,  and  the  average  levels 
produced  by  these  capsules  were  the  same  as  with  the 
mixture  of  cWortetracycline  base  with  sodium  meta- 
phosphate. 

Although  the  enhancement  of  blood  levels  of  tetra- 
cycline by  phosphate,  either  complexed  to  the  tetra- 
cycline or  mixed  with  the  base  or  the  hydrochloride, 
thus  seemed  fairly  well  established,  some  doubts  still 
remained  because  certain  reliable  observers  (includ- 
ing many  whose  results  have  not  been  published) 
failed  to  confirm  the  findings  with  the  materials  and 
methods  they  used.  Further  confusion  seemed  to  be 
added  by  a subsequent  report  of  Welch  et  ai./  who, 
in  repeating  a crossover  study  with  capsules  of 
cyciine  phosphate  complex  and  tetracycline  Ji-vd*# 
chloride  with  and  without_.sodi’j^^ 


in  lower,  and  sodium  metaphosphate  in  higher,  serum 
antibacterial  activity  than  was  observed  in  their  ah-; , 
sence.  Oil  and  sorbitol  did  not  interfere  with  tetra-t 
cWtine  absorption. 

Dkalcium  phosphate  is  widely  u^d  as  a filler  in 
various  capsules,  including  those  of  the  tetracyclines. 
The  authors  cite  a large  number  of  other  studies  that 
irhplicate  the  presence  of  calcium  ions  as  the  cause  of 
the  reduced  absorption  o||tqtracycIines  and  show  that 
citric  acid  can  partially  neutralize  this  effect.  The 
depre^ing  effect  of  food  on  the  serum  levels  of  tetra- 
cycline is  likewi^  explained  by  the  goodly  amount  of 
minerals  contained  in  commercial  laboratory  diete, 
and  they  postulate  that  the  multivalent  cations  may 
be  responsible  for  the  poorer  absorption  of  the  drug. 
The  authors  could  not  explain  the  failure  of  citric 
acid  to  enhance  serctm  concentrations  when  admin- 
istered with  tetracycline  base  in  contrast  to  'ts  marked 
effect  when  given  as  the  hydrochloride.  However, 
they  hypothesized  that  the  ability  of  citric  acid  to 


enhance  serum  levels  of  tetrad 


ability  to  form  complex 
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Ml£"®ehtioned  report  of  Welch 
et  al.r  These  data  were  based  on  thoroughly  con- 
trolled studies  both  in  rats*  and  in  man®  and  include 
additional  findings  that  serve  to  explain,  fairly  con- 
clusively, the  various  discrepancies  that  have  been 
mentioned. 

The  experiments  in  rats*  were  carried  out  to  study 
the  effects  of  citric  acid,  dicalcium  phosphate,  sodium 
metaphosphate,  food,  oil  and  sorbitol  on  the  serum 
antibacterial  actii-ity  produced  by  the  administration 
of  tetracycline  hydrochloride  or  tetracycline  base. 
Citric  acid  administered  in  equal  weight  with  tetra- 
cycline hydrochloride  gave  the  highest  concentrations 
of  all  tiie  preparations  studied.  No  enhancing  effect 
was  obtained  from  citric  acid  when  given  with  tetra- 


paper  of 

indicates  that  in  their  study  the  capsules 
dine  hydrochloride,  chiortetracyciine  hydro- 
chloride and  tetracycline  phmphate  complex  all  con- 
tained dkalcium  phosphate  as  a filler,  whereas  the 
capsules  containing  citric  acid  and  sodium  hexameta- 
phosphate  did  not  contain  any  dicalcium  phosphate. 
This  could  clearly  explain  the  discrepancies  noted  in 
that  study.  Likewise,  the  inconsistencies  in  other 
studies  may  very  well  liave  been  due  to  the  presence 
of  calcium  as  fillers  in  some  of  the  capsules  and  not 
in  others. 

This,  however,  fails  to  explain  the  mmt  recent  find- 
ings of  Welch  and  Wright,**’  who  compared  the  ab- 
sorption of  three  capsules,  each  containing  250  mg.  of 
oxytetracycline  hydrochloride  — one  without  any  ad- 
juvant, one  with  250  mg.  of  citric  acid  and  the  third 
with  380  mg.  of  sodium  hexametaphosphate ; no  other 
filler  w'as  contained  in  any  of  these  capsules.  In  triple 
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THE  DOCTOR  ON  INSURANCE 

Every  day  physicians  are  asked  by  patients 
to  comment  on  the  type  of  insurance  they- 
carry.  Usually  a comment  by  the  physician 
can  clarify  a patients’  problem,  provided  the 
doctor  knows  what  he  is  talking  about. 

Recently  it  has  come  to  light  that  some 
doctors  have  been  giving  erroneous  informa- 
tion to  patients  because  they  are  not  aware  of 
certain  new  types  of  coverage. 

In  two  cases,  doctors  advised  patients  — 
one  a diabetic  and  the  other  with  a myocar- 
dial infarction  — to  drop  accident  and  sick- 
ness policies.  Both  doctors  thought  their 
patient’s  histories  of  disability  would  prevent 
them  from  collecting  claims.  The  advice,  al- 
though it  was  well-intentioned,  was  a dis- 
service to  patients  and  doctors  alike. 

Both  policies  in  question  were  what  are 
known  as  substandard  forms  and  they  did 
provide  coverage  for  recurrances  of  the  dia- 
betis  or  heart  condition  as  well  as  for  other 
illness  and  accidents  covered  by  standard 
forms.  Neither  patient  could  get  this  kind 
of  protection  under  ordinary  policies  and  the 
doctor’s  mistaken  advice  evidently  arose  from 
a lack  of  knowledge  that  this  kind  of  insur- 
ance is  now  available. 

In  the  last  few  years  insurance  companies 
have  made  accident,  sickness  and  hospitaliza- 
tion insurance  available  to  hundreds  who 
were  formerly  considered  uninsurable.  Men 
and  women  with  histories  of  convulsive  dis- 
orders, angina,  corpnary  thrombosis,  Cush- 
ing’s Disease,  argyria  and  various  endocrino- 
pathies  — to  name  a few  of  over  150  con- 
ditions — are  now  insurable  under  Substand- 
ard contracts.  Through  use  of  slightly  in- 
creased premiums  and  elimination  periods  for 
the  specific  condition  this  necessary  advance 
in  the  field  of  accident  and  health  insurance 
has  been  possible. 

Keeping  up  to  date  on  insurance  is  a 
monumental  task.  It  is  up  to  us  to  beware  of 
errors  of  this  nature. 

ANNUAL  MEETING 

The  1958  Annual  Meeting  will  be  held  in 
Huron,  South  Dakota,  May  17-20.  Business 
sessions  will  be  held  in  the  mezzazine  Dining 


Room  Saturday  afternoon  and  evening,  and 
at  2:00  P.M.  Sunday  afternoon. 

There  will  be  a golf  tournament  Sunday, 
and  the  Stag  party  will  be  Sunday  evening. 
May  18,  at  the  American  Legion  Club.  All 
members  of  the  South  Dakota  State  Medical 
Association  are  invited  to  attend  this  func- 
tion, as  well  as  exhibitors. 

Scientific  sessions  will  be  Monday  and 
Tuesday.  Speakers  and  subjects  are  as  fol- 
lows: “Management  of  Acute  Urinary  Sup- 
pression” by  Ormond  S.  Culp,  M.D.,  Mayo 
Clinic:  “Surgical  Trauma  During  Gyneco- 
logical Operations”  by  John  S.  Welch,  M.D., 
Mayo  Clinic:  “The  Management  of  Acute  In- 
juries of  the  Hand”  by  P.  R.  Lipscomb,  M.D., 
Mayo  Clinic:  “Emergencies  in  the  Newborn” 
by  P.  V.  Platou,  M.D.,  New  Orleans:  “Vertigo” 

by  Franz  Altmann,  M.D.,  New  York  City 

“Recent  Advances  in  Supervoltage  Irradia- 
tion and  Cobalt  Bomb  Therapy  of  Cancer” 
by  Milton  Friedman,  M.D.,  New  York  City: 
“The  Correction  of  Disability  of  the  Hand 
Resulting  from  Rheumatoid  Arthritis”  by 
P.  R.  Lipscomb,  M.D.,  Mayo  Clinic:  “Fibrina- 
tion-Defibrination:  The  Fibrinogen-Fibrin 
Conversion  Syndrome  of  Late  Pregnancy” 
by  Charles  L.  Schneider,  M.D.,  Dearborn, 
Michigan:  “Problems  of  Management  of 
Vulvo-Vaginitis”  by  Charles  L.  Schneider, 
M.D.,  Dearborn,  Michigan:  “Arthopod-Borne 
Encephalitis”  by  John  A.  Rowe,  Ph.D.,  US- 
PHS,  Kansas  City,  Mo.:  “A  Method  of  Evalua- 
tion of  Films  in  Patients  with  Congenital. 
Heart  Disease”  by  Richard  G.  Lester,  M.D., 
U.  of  Minnesota:  “Recent  Advances  in  the 
Diagnosis  and  Treatment  of  Congenital  Mal- 
formations of  the  Heart”  by  Benjamin  M. 
Gasul,  M.D.,  Chicago:  “Current  Concepts  in 
the  Treatment  of  Congestive  Heart  Failure” 
by  Paul  Winchell,  M.D.,  Minneapolis:  “The 
Recent  Advances  in  the  Surgery  of  Acquired 
and  Congenital  Heart  Lesions”  by  Thomas 
J.  E.  O’Neill,  M.D.,  Philadelphia:  Panel  Dis- 
cussion, participating  Drs.  Gasul,  Lester, 
O’Neill  and  Winchell. 

A social  hour  will  be  held  for  all  members 
and  their  wives,  guests  and  exhibitors  before 
the  annual  banquet  Monday  evening  at  the 
Marvin  Hughitt  Hotel.  Russell  Roth,  M.D., 
Erie,  Pa.,  will  be  the  guest  speaker  at  the 
banquet.  Scotty  Dexter’s  Highlanders  will 
play  for  the  dance  following  the  banquet. 
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ERYTHROBLASTOSIS  FETALIS 

Dr.  Edith  Potter,  Associate  Professor  of 
Pathology  in  the  Department  of  Obstetrics 
and  Gynecology  and  Pathologist  at  Chicago 
Lying-in  Hospital  at  the  University  of 
Chicago,  is  nationally  known  for  her  books. 
Fetal  and  Neonatal  Death,  University  of 
Chicago  Press,  1949  and  Pathology  of  the 
Fetus  of  the  Newborn.  Year  Book,  1952.  Her 
work  in  pediatric  pathology  won  her  the 
Blackwell  Award  in  1953  and  the  modern 
Medicine  award  in  1954. 

Dr.  Potter  contributed  a special  article  to 
Modern  Medicine  entitled  “Present  Status 
of  Erythroblastosis  Fetalis  and  the  Rh  Fac- 
tor’ this  appeared  in  the  February  1,  1948 
issue,  which  would  be  valuable  reading  for 
any  practicing  physician. 

According  to  this  article  the  observation  by 
Landsteiner  and  Weiner  and  Levine  and  his 
associates  made  more  than  fifteen  years  ago 
indicated  that  some  hitherto  unexplained 
transfusion  reactions  and  a certain  variety  of 
hemolytic  anemia  found  in  fetuses  of  new- 
born infants  were  a result  of  immunization 
to  a previously  unrecognized  antigenic  com- 
ponent of  erythrocytes.  Since  then  the  prin- 
ciple advance  has  been  in  the  treatment  of 
erythroblastosis  with  the  outstanding  contri- 
bution by  Diamond  and  his  associates  who 
established  that  prevention  of  excessive  bili- 
rubemia  by  multiple  exchange  transfusions  is 
a lifesaving  procedure.  Hemolytic  disease  of 
the  newborn  results  from  destruction  of  fetal 
erythrocytes  by  maternal  antibodies  with 
Anti-D  most  often  responsible  when  the  di- 
sease is  moderately  severe  and  Anti-A  or 


Anti-B  in  unusually  mild  cases. 

Dr.  Potter,  in  her  criteria  for  treatment, 
considers  that  hemoglobin  or  cord  blood  of 
less  than  14  to  15  gm.  or  capillary  blood  of 
less  than  15  or  16  gm.  per  100  can  be  consid- 
ered evidence  of  anemia.  If  a previous  child 
has  been  at  least  moderately  severly  affected, 
evidence  of  anemia  of  any  degree  is  an  indica- 
tion for  immediate  exchange  transfusion.  If 
the  child  is  the  first  to  be  born  after  maternal 
immunization,  indications  for  immediate  ex- 
change generally  include  (1)  cord  or  venous 
blood  hemoglobin  of  13  gm.  or  less,  (2)  capil- 
lary blood  of  14  gm.  or  less,  or  (3)  bilirubin  of 
7 mg.  or  more  per  100  cc.  of  blood. 

Jaundice  in  the  first  twenty-four  hours 
should  be  viewed  with  suspicion.  If  decision 
is  made  not  to  give  an  exchange  transfusion 
immediately  after  birth,  blood  bilirubin 
should  be  determined  at  least  every  6 hours 
for  the  first  24-36  hours.  A rise  of  1 mg.  per 
hour  is  dangerous  and  is  an  indication  for 
exchange  transfusion.  Hemoglobin  may  be 
permitted  to  fall  to  as  low  as  6 to  7 gm.  in 
the  third  and  fourth  week  if  reticulocyte  re- 
sponse is  good.  Levels  below  8 or  9 gm.  in  the 
second  week  especially  in  a previously  un- 
treated infant,  should  generally  be  consid- 
ered indication  for  a simple  transfusion.  A 
similar  level  at  birth  ordinarily  requires  im- 
mediate exchange  for  survival. 

The  Rh  status  of  every  pregnant  woman 
should  be  determined;  in  those  who  are  Rh 
negative,  tests  for  detection  of  antibodies 
should  be  made  early  in  pregnancy,  and  if 
antibodies  are  not  found,  a second  test  about 
the  32nd  to  34th  week.  In  the  presence  of 
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antibodies  but  with  all  previous  pregnancies 
normal  arrangement  should  be  made  for  care- 
ful examination  of  the  infant  immediately 
after  birth  and  for  prompt  determination  of 
hemoglobin,  retriculocyte  and  differential 
count,  and  bilirubin  on  cord  blood.  With 
hemoglobin  less  than  14  mg.  per  100  cc.  trans- 
fusions should  be  prepared  for  without  wait- 
ing for  other  tests.  When  delivered,  cord 
should  be  clamped  immediately  and  cut  two 
or  three  inches  from  body  to  facilitate  entry 
of  catheter  used  for  exchange  transfusion. 
Antibodies  can  be  demonstrated  in  the  infant 
by  a direct  Coombs  test.  This  test  is  espec- 
ially valuable  when  the  mother’s  blood  has 
not  been  tested  for  antibodies  before  the  in- 
fant’s birth  or  when  the  infant  seems  Rh 
negative. 

In  a baby  profoundly  anemic  at  birth  with 
cardiac  embarrassment,  removal  of  20  to  30 
cc.  of  blood  to  lower  venous  pressure  and 
limitations  of  blood  initially  exchanged  to 
20  cc.  often  improves  results. 

In  1954  the  M and  R Laboratories  published 
an  extremely  instructive  and  informative 
pamphlet:  the  Report  of  the  Seventh  Pedia- 
tric Research  Conference  entitled  “Erythro- 
blastosis Fetalis.”  The  practical  value  of  this 
report  for  nurses  and  practicing  physicians  is 
found  in  the  summary  by  the  editor.  Dr.  Fred 
H.  Allen.  The  following  important  points  for 
nurses  are  worth  noting,  and  if  followed, 
might  be  the  means  of  preventing  death  or 
cerebral  palsy:  Jaundice  in  the  first  few  days 
of  life  is  the  potential  killer  because  most  in- 
fants have  little  or  no  ability  to  dispose  of  the 
jaundice  pigment,  bilirubin,  produced  because 
of  unusually  rapid  breakdown  of  red  blood 
cells.  This  is  responsible  for  brain  damage 
called  kernicterus  occurring  in  fifteen  or 
twenty  percent  of  cases  of  erythroblastosis 
fetalis  unless  exchange  transfusions  are  done. 
Any  baby  may  have  erythroblastosis  whether 
or  not  the  mother  is  Rh  negative,  as  there  are 
a dozen  other  similar  blood  factors  that  may 
cause  it,  although  Rh  (D)  and  A,  B (ABO 
family)  account  for  ninty-eight  percent  of 
cases.  Jaundice  appearing  before  24  hours  of 
age  is  always  abnormal.  It  should  be  looked 
for  specifically  and  reported  immediately. 
Severe  jaundice  and  brain  damage  are  pre- 
ventable by  exchange  transfusions  of  com- 


patable  blood.  Once  brain  damage  has  oc- 
curred. no  treatment  is  of  any  avail. 

For  the  physicians,  the  technic  of  exchange 
transfusions  is  described  in  detail  with  sev- 
eral good  illustrations  and  also,  facts  are 
given  about  donor  blood. 

The  May,  1957  issue  of  Pediatric  Clinics  of 
North  America,  Saunders,  entitled  “Pediatric 
Hematology”  contains  two  excellent  chapters 
that  apply  to  Erythroblastosis:  “The  Ef- 
ficient Use  of  Exchange  Transfusion  in  the 
Treatment  of  Erythroblastosis”  by  Warren  E. 
Wheeler  and  J.  Phillip  Ambuill,  and  “ABO 
Hemolytic  Disease  and  Heterospecific  Preg- 
nancy” by  Wolf  W.  Zuelzer  and  Flossie 
Cohen. 

Dr.  Charles  B.  Michell,  Pothologist  at  Sioux 
Valley  Hospital  in  Sioux  Falls  and  Assistant 
Professor  of  Pathology  at  our  Medical  School, 
in  a recent  illustrated  talk  to  the  SAMA  des- 
cribed the  factors  concerning  hemolytic  di- 
sease of  the  newborn.  Speaking  from  years  of 
exprience  as  a pathologist  and  from  wide 
reading  of  medical  literature,  some  of  which 
was  borrowed  from  our  library,  his  authorita- 
tive talk  was  enjoyed  by  all  who  had  the  priv- 
ilege of  hearing  it.  He  emphasized  the  dan- 
gers of  not  recognizing  erythroblastosis, 
describing  cases  in  his  experience  where  cere- 
bral palsy  resulted;  pointed  out  the  signs  and 
symptoms  that  should  be  recognized;  the  var- 
ious antibodies  and  antigens;  pathological 
tests  including  the  Coombs  test  that  should  be 
made;  principles  and  indications  for  exchange 
transfusion  and  other  significant  factors. 

Mrs.  Esther  Howard 

Medical  Librarian 


VA  SEARCHES 
FOR  RATING  M.D. 

The  Veterans  Administration  Regional 
Office  in  San  Francisco  is  looking  for  a Rating 
Specialist  to  sit  on  Rating  Boards.  Salary  is 
$8,645.00  per  year  and  there  is  no  outlay  for 
expenses.  It  is  a sedentary  position  with 
regular  working  hours  that  might  be  attrac- 
tive to  a person  with  a physical  disability. 
Interested  persons  can  contact  the  Personnel 
Officer,  Veterans  Administration  Regional 
Office,  49  Fourth  Street,  San  Francisco  3. 
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RECENT  ADVANCES  IN  CARDIAC 

SURGERY— 

(Continued  from  Page  138) 

proach  for  the  operative  treatment  of  pul- 
monic stenosis  with  supposedly  intact  ventri- 
cular septum. 

With  Septal  Defect.  — Finally,  it  may  be  of 
interest  to  summarize  the  present  status  of 
the  surgical  treatment  of  the  tetralogy  of 
Fallot.  There  is  no  question  but  that  the 
shunting  of  blood  from  the  systemic  circula- 
tion to  the  pulmonic  circulation,  as  in  the 
Blalock  and  the  Potts  operations,  has  been 
highly  successful  in  giving  substantial  pallia- 
tion and  improvement  to  many  hundreds  of 
severly  incapaciated  youngsters.  There  is 
also  no  question  but  that  a better  result  can 
be  obtained,  and  has  been  in  many  instances, 
by  relief  of  the  pulmonic  stenosis  and  closure 
of  the  ventricular  septal  defect  as  is  made 
possible  by  open-heart  surgery.  The  only 
question  remaining  to  be  answered,  then,  is 
whether  the  increased  risk  of  the  intracar- 
diac repair  is  justified.  The  last  20  open- 
heart  procedures  for  the  tetralogy  at  the 
Mayo  Clinic  have  carried  a mortality  of  about 
15  per  cent.  The  excellence  of  results  ob- 
tained by  this  method,  and  the  even  further 
reduction  in  mortality  which  we  believe  will 
be  obtained,  have  convinced  us  that  complete 
relief  of  the  lesion  by  intracardiac  surgery 
should  be  advised.  There  is  perhaps  nothing 
else  so  dramatically  rewarding  as  the  trans- 
formation of  a deeply  cyanotic  and  severley 
incapacitated  invalid  child  to  a natural- 
appearing and  normally  active  youngster 
with  a usual  outlook  for  life. 


OBESITY  IN  CHILDREN— 

(Continued  from  Page  143) 
or  genetic  tendency  to  store  fat  would 
seem  to  be  the  major  causes.  Endocrine 
and  hypothalamic  disorders  are  rare  causes 
but  do  occur  and  should  be  kept  in  mind. 

3.  Diets  low  in  calories  designed  to  reduce 
weight  are  usually  not  successful  in  the 
young  adolescent  and  may  be  nutritionally 
harmful  in  the  period  of  rapid  growth  dur- 
ing pubescence.  Lack  of  cooperation  may 
lead  to  stealing  and  deceit.  Cooperation  is 


usually  forthcoming  in  later  adolescence 
when  the  rewards  of  personal  attractive- 
ness are  more  meaningful  and  desired. 

4.  When  obesity  is  on  a disturbed  emotionel 
basis,  psychiatric  help  may  be  necessary. 
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REFRESHER  COURSES 
IN  PEDIATRICS 

The  Children’s  Hospital  of 
Philadelphia  will  run  re- 
fresher courses  for  pediatric- 
ians and  other  interested 
physicians  this  spring. 

Scheduled  May  26-30  is 
“Pediatric  Advances,”  June 
2-4,  “Practical  Pediatric 
Hematology,’’  June  5-6, 
“Hemolgtic  Disease  of  the 
Newborn.” 

Information  is  available 
from  Irving  J.  Wolman,  M.D., 
Children’s  Hospital  of  Phila- 
delphia, 1740  Bainbridge  St., 
Philadelphia  46,  Pa. 


WHETSTONE  DISTRICT 
ELECTS  OFFICERS 
Dr.  W.  C.  Brinkman  of 

Sisseton,  was  elected  Presi- 
dent of  the  Whetstone  Valley 
Medical  Society  for  the  year 
1958,  succeeding  Dr.  E.  A. 
Johnson  of  Milbank.  Dr. 
D.  A.  Gregory  was  elected 
Secretary-Treasurer,  and  Dr. 
L.  W.  Keller  of  Webster,  was 
elected  Delegate  to  the  State 
Association.  Alternate  dele- 
gate will  be  the  District 
President.  At  the  meeting  a 
colored  film  was  shown  on 
“Vaginal  Hysterectomy”  and 
brief  discussions  were  held 
by  Dr.  M.  M.  Morrissey, 
President  of  the  State  Asso- 
ciation and  John  C.  Foster, 


Executive  Secretary.  Before 
the  meeting  the  fifteen  phys- 
icians and  their  wives  gath- 
ered at  the  D.  A.  Gregory 
home  for  dinner. 


S.  D.  MEDICAL 
ASSISTANTS 
HOLD  MEETING 

The  S.  D.  Medical  Assist- 
ants Society  will  hold  it’s  an- 
nual meeting  May  24th  at 
the  Marvin  Hughitt  Hotel  in 
Huron,  S.  Dak.  John  C.  Fos- 
ter, executive  secretary  of 
the  South  Dakota  State  Med- 
ical Association  will  be  the 
main  speaker.  Registration 
will  begin  Friday  night  May 
23rd  and  the  meeting  will 
start  at  9:30  A.M.  Saturday, 
May  24th. 


NEWS  NOTES 

Harold  A.  Stokes,  M.D.,  has 

been  named  manager  of  the 
Ft.  Meade  Veterans  Admin- 
istration Hospital. 

* 

Dr.  D.  L.  Scheller,  Arling- 
ton, accepts  his  community 
responsibilities  by  serving  as 
vice-president  of  the  local 
school  board. 

* * * 

Onida  reopened  its  hos- 
pital. March  3,  upon  the  ar- 
rival of  Dr.  George  Westland 
who  takes  over  the  practice 
of  Dr.  Rudolf  Orgusaar. 


Mrs.  Ella  S.  Watson.  Lusk, 
Wyoming,  mother  of  Dr.  E.  S. 
Watson  of  Brookings,  passed 
away  in  February. 

*  *  * * 

When  baby  Gregg  Peters 
of  Lennox  was  born  Feb- 
ruary 17th  it  was  the  fourth 
third-generation  that  Dr. 
H.  P.  Volin  had  attended. 

* * ^ 

The  1958  meeting  of  the 
American  Goiter  Association 
will  be  held  in  the  St.  Fran- 
cis Hotel,  San  Francisco, 
California,  June  17, 18  and  19, 
1958.  Hotel  Reservations 
must  be  secured  by  writing 
to  Goiter  Housing  Bureau, 
Room  300,  61  Grove  Street, 
San  Francisco,  California  and 
be  accompanied  by  a deposit 
of  $10.00  per  room. 

The  program  for  the  three 
day  meeting  will  consist  of 
papers  and  discussions  deal- 
ing with  the  physiology  and 
diseases  of  the  thyroid  gland. 

sis  ^ ^ 

The  South  Dakota  Asso- 
ciation of  Medical  Record 
Librarians  will  conduct  a 
one-day  institute  at  the 
Drake  Hotel,  Watertown, 
South  Dakota,  Tuesday, 
April  29,  1958. 

The  institute  will  be  con-  | 
ducted  by  Sister  K.  Korline,  i 
R.R.L.,  Director,  School  for 
Medical  Record  Technicians,  j 
Breckenridge,  Minnesota. 


k 
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LEGAL  REQUIREMENTS  FOR  Rx 
DEPARTMENTS* 
by 

W.  E.  Powers** 

New  York.  New  York 


It  is  always  intriguing  to  wonder  why  laws 
develop  along  certain  lines  and  to  learn  a 
little  of  the  problems  and  thinking  which  lead 
up  to  them.  I believe  I can  say  authorita- 
tively that  when  our  various  pharmacy  acts 
were  initially  adopted,  our  pharmaceutical 
forefathers  were  principally  concerned  with 
setting  up  standards  for  the  licensure  of  in- 
dividuals to  practice  pharmacy.  The  objec- 
tive was  to  make  certain  that  the  public  was 
adequately  protected  in  the  handling  of  drugs 
and  that  those  who  prepared,  packaged  and 
dispensed  them  in  retail  establishments  were 
fully  qualified. 

Today,  with  our  college  prerequisite  and  an 
additional  practical  experience  requirement 
in  effect  in  nearly  every  state,  we  are  less 
concerned  with  the  qualifications  of  appli- 
cants for  licensure  and  more  interested  in  the 
regulation  of  the  actual  practice  of  pharmacy. 
However,  until  fairly  recently  not  too  much 
attention  has  been  given  to  the  physical  en- 
vironment in  which  the  profession  is  prac- 
ticed and  there  has  been  apparently  little  in- 
terest over  the  years  in  passing  specific  legis- 
lation concerning  prescription  departments 

* Presented  at  the  Annual  Meeting  of  District  #5 
American  Association  of  Colleges  of  Pharmacy — 
National  Association  of  Boards  of  Pharmacy, 
October  1957,  Omaha,  Nebraska. 

**Secretary,  National  Pharmaceutical  Council. 


and  their  operation.  In  fact,  the  term  “pres- 
cription department”  is  rarely  mentioned  in 
pharmacy  acts,  even  today. 

A number  of  state  pharmacy  acts  require 
the  latest  editions  of  the  U.S.P.  and  N.F.  be 
kept  on  hand  in  a pharmacy,  but  few  go 
further.  However,  since  1940  much  attention 
has  been  given  to  minimum  equipment  speci- 
fications and  the  N.A.B.P.  Committee  on 
Minimum  Standards  of  Technical  Equipment 
reported  in  1954  that  reference  has  been  made 
that  some  34  states  have  adopted  minimum 
requirements,  while  as  yet  all  do  not  fully 
conform  with  the  recommendations  of  the 
N.A.B.P.  We  would  assume  from  this  that 
such  action  was  taken  by  these  34  boards 
either  under  general  authority  granted  in  the 
law  or  under  so-called  discretionary  powers. 

Many  pharmacy  acts  give  the  board  power 
to  regulate  the  practice  of  pharmacy  and  then 
specifically  delegate  authority  to  promulgate 
rules  and  regulations  not  inconsistent  with 
the  law.  Under  the  provisions  of  forty  phar- 
macy acts,  not  counting  amendments  recently 
adopted  in  Iowa  and  Utah  not  yet  fully  effec- 
tive, pharmacies  must  operate  under  permit  It 
from  the  board.  However,  again  laws  are  |t 
quite  sketchy  in  setting  up  any  minimum  re-  j|i] 
quirements  for  licensure  of  pharmacies  and  Vj 
drug  stores  either  for  the  qualifications  of  the  li 
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applicant  or  physically  for  the  pharmacy  it- 
self. 

An  exception  is  the  Maine  lay  and  several 
others  which  provide  that  the  location  and 
appointments  be  such  that  the  pharmacy  can 
be  operated  and  maintained  without  en- 
dangering the  pubic  health  or  safety. 

The  Maryland  law  is  an  example  of  a few 
pharmacy  acts  which  require  the  premises  of 
a pharmacy  to  be  equipped  with  proper 
sanitary  appliances  and  kept  in  a clean  and 
orderly  manner. 

In  a few  other  states,  the  board  has  adopted 
rules  or  regulations.  A good  example  is  Rule 
28  of  the  Michigan  Board  which  states:  The 
stock,  library  and  equipment  shall  be  housed 
in  a suitable,  well  lighted  and  well  ventilated 
room  or  department  with  clean  and  sanitary 
surroundings  devoted  primarily  to  the  com- 
pounding of  prescriptions,  the  manufacture  of 
pharmaceutical  preparations.  The  department 
should  be  equipped  with  necessary  counters, 
table,  drawers,  shelves,  and  storage  cabinets; 
a sink  with  hot  and  cold  water,  or  some  facil- 
ities for  heating  water;  refrigerator  of  a 
reasonable  capacity. 

The  stock  of  drugs  should  include  such 
U.S.P.  and  N.F.  and  other  commonly  used 
chemicals,  drugs,  and  preparations  sufficient 
to  compound  ordinary  prescriptions  as  dic- 
tated by  experience  in  the  community  where 
the  pharmacy  is  located. 

The  rule  then  goes  on  to  specify  certain 
books  in  the  reference  library  and  list  the 
minimum  equipment  required. 

The  New  York  Board  has  for  many  years 
enforced  an  extensive  rule,  which  has  re- 
cently been  amended,  covering  minimum 
equipment  and  facilities,  including  a clean, 
well-ventilated  room  or  space  equipped  with 
necessary  laboratory  tables  with  drawers  and 
shelves;  storage  facilities  and  plumbing;  suit- 
able provision  for  safeguarding  poisons  and 
narcotic  drugs;  adequate  facilities  for  heat- 
ing, lighting,  and  ventilating;  hot  and  cold 
running  water;  clean  and  sanitary  surround- 
ings; apparatus  for  sterilizing  solutions  and 
containers;  a stock  of  U.S.P.,  N.F.  and  other 
commonly  used  chemicals,  drugs  and  prepara- 
tions, sufficient  to  compound  ordinary  pres- 
criptions as  dictated  by  experience  in  the  com- 
munity where  the  pharmacy  or  drug  store  is 
located;  etc.  I shall  comment  further  later 
in  this  paper  upon  other  revisions  of  Rule  4, 


as  it  is  termed. 

South  Carolina  Regulation  Specific 

Regulation  No.  18  promulgater  by  the 
South  Carolina  Board  of  Pharmacy  is  rather 
detailed  requiring  the  owner  of  a drug  store 
or  pharmacy  in  which  prescriptions  are  com- 
pounded and  dispensed  shall  maintain  the 
prescription  department  and  equipment 
therein  in  a clean  and  orderly  condition. 

The  prescription  department  shall  be  kept 
dry  and  well  ventilated,  free  from  obnoxious 
odors,  and  equipped  with  adequate  lighting 
facilities. 

Drugs,  pharmaceuticals  and  chemicals  shall 
be  arranged  in  a neat,  orderly  manner,  free 
from  dust,  insects,  rodents,  or  any  type  of 
contamination. 

All  damaged,  defaced  ,or  unlabeled  drugs, 
pharmaceuticals,  biologicals  and  chemicals 
shall  be  removed  from  the  department. 

Pharmaceuticals  and  biologicals  requiring 
refrigeration  shall  be  kept  stored  at  the 
specified  temperature. 

All  stocks  and  materials  used  in  the  com- 
pounding of  prescriptions  shall  be  labeled  and 
conform  to  the  purity  and  strength  as  re- 
quired by  law. 

The  prescription  counter  upon  which 
prescriptions  are  compounded  shall  be  used 
for  no  other  purpose  than  for  compounding 
prescriptions. 

The  prescription  department  shall  main- 
tain only  such  instruments,  equipment,  ma- 
terials, drugs,  pharmaceuticals,  biologicals, 
chemicals  and  medicines  as  are  necessary  in 
the  compounding  and  dispensing  of  prescrip- 
tions and  pharmaceutical  preparations. 

All  instruments,  articles  and  containers 
used  in  the  compounding  and  dispensing  of 
prescriptions  and  pharmaceutical  prepara- 
tions shall  be  clean  and  free  from  all  foreign 
substances. 

The  sink  or  ash-basin  of  the  prescription 
department  shall  be  used  for  no  other  pur- 
pose than  for  cleaning  of  instruments  and 
materials  used  in  the  compounding  and  dis- 
pensing of  prescriptions  and  medicines  or  the 
cleansing  of  the  hands  of  those  compounding 
and  dispensing. 

All  pharmacists  before  compounding  pres- 
criptions shall  thoroughly  cleanse  their 
fingernails  and  wash  their  hands. 

The  storing  of  drugs,  medicines,  pharma- 
ceuticals, or  consumable  materials  used  in  the 
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compounding  and  dispensing  of  prescriptions 
and  pharmaceutical  preparations  in  the  wash- 
room or  toilet  of  a drug  store  of  pharmacy  is 
prohibited. 

The  Iowa  Pharmacy  Act  was  recently  re- 
vised to  become  effective  January  1,  1958 
and  one  section  requires: 

The  following  sanitary  regulations  shall  be 
complied  with  in  every  retail  pharmacy  li- 
censed under  this  chapter: 

a.  The  floors,  walls,  ceiling,  woodwork,  win- 
dows, utensils,  machinery  and  other  equip- 
ment shall  be  kept  in  a thoroughly  clean 
condition. 

b.  All  parts  of  the  interior  of  the  premises 
shall  be  at  all  times  adequately  protected 
from  dirt  and  contamination  from  any 
source. 

c.  Dirt,  refuse  and  waste  products  subject  to 
decomposition  or  fermentation  shall  be  re- 
moved daily. 

d.  Clothing  of  all  persons  shall  be  kept  clean. 
No  person  infected  with  any  communicable 
disease  as  defined  in  chapter  one  hundred 
thirty-nine  (139),  Code  1954,  shall  work  in 
any  establishment. 

e.  All  apparatus  and  equipment  shall  be  kept 
in  a thoroughly  clean  condition. 

The  law  further  requires  the  prescription  de- 
partment to  contain  the  latest  editions  and 
supplements  of  the  U.S.P.  and  N.F.,  a pres- 
cription balance  sensitive  to  grain  and 
necessary  instruments  and  apparatus. 

The  California  Board  enforces  very  detailed 
sanitary  rules  and  regulations  designated  as 
number  1713,  which  should  be  checked  if  you 
are  interested  in  this  subject. 

In  mentioning  minimum  equipment  re- 
quirements, I was  interested  to  note  that  the 
specifications  for  pharmaceutical  graduates 
were  revised  effective  July  1,  1956  by  the  40th 
National  Conference  of  Weights  and  Meas- 
ures and  National  Bureau  of  Standards.  This 
is  the  first  change  in  graduate  specification  as 
those  previously  in  effect  had  been  standard 
for  several  decades.  Under  some  state  laws, 
these  new  specifications  are  now  effective 
and  some  boards  must  revise  their  minimum 
equipment  standards  accordingly.  Very 
briefly,  graduates  of  four  drams  or  less  may 
be  graduated  in  only  one  scale,  and  must  be 
cylindrical  in  shape.  The  previous  lowest 
graduate  marking  is  eliminated  on  many 
graduates,  as  it  may  not  now  represent  less 


than  one-fifth  nor  more  than  one-fourth  of 
the  marked  capacity  of  the  graduate.  In  ad- 
dition, the  smallest  metric  graduate  will  be 
25  milliliter,  eliminating  the  30,  and  50  will 
replace  the  60,  and  the  100  will  replace  the 
125  milliliter  graduate.  If  interested,  you 
should  obtain  the  complete  specifications  as 
I have  only  mentioned  a few  details. 

Prescription  Department  Size 

While  some  attention  has  been  given  to  the 
prescription  department,  the  regulations  so 
far  cited  have  not  been  too  specific  as  to 
physical  specifications.  For  many  years  the 
New  Jersey  Board  was  concerned  over  the 
fact  too  many  pharmacy  owners  gave  little 
attention  to  the  prescription  department. 
Even  though  the  compounding  of  prescrip- 
tions is  the  principal  professional  activity  of 
a pharmacist  and  was  becoming  an  increas- 
ingly important  activity,  both  time  wise  and 
in  its  financial  return,  prescription  depart- 
ments often  were  buried  in  a corner  of  the 
premises  or  in  a backroom,  frequently  shar- 
ing space  with  stock.  The  numerous  postage 
stamp  size  departments  not  only  were  in- 
efficient but  were  impossible  to  keep  in 
proper  order  and  were  a disgrace  to  the  pro- 
fession. 

You  should  keep  in  mind  in  this  discussion 
that  a certificate  to  practice  pharmacy  as  a 
registered  pharmacist  in  most  states  only 
confers  upon  the  holder  the  right  to  com- 
pound prescription,  as  any  individual  can 
carry  on  nearly  all  of  the  other  activities  of  a 
pharmacy  without  a license,  and  that  a per- 
mit issued  for  the  operation  of  a pharmacy  is 
primarily  a license  for  the  establishment  in 
which  prescriptions  are  compounded.  After 
all  a cosmetic  shop,  a so-called  patent  med- 
icine store,  a soda  fountain  operation,  a hard- 
ware store,  a sundry  store,  a magazine  or 
newspaper  stand,  a luncheonette,  a stationery 
store  or  other  such  activities  need  not  be  li- 
censed. There  is  no  cause  for  protection  of 
the  public  health  or  safety  and  any  license 
usually  is  a merchantile  license  required  by 
a municipality  for  all  retail  stores. 

This  points  up  the  importance  of  a board  of 
pharmacy  concerning  itself  with  the  pres- 
cription department,  which  legally  might  be 
said  to  be  one  of  the  principal  reasons  for  the 
existence  of  a board.  The  question  then 
arises  as  to  the  authority  of  the  board  to 
make  regulations  concerning  the  prescription 
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department  and  whether  they  can  be  made 
retroactive. 

While  I am  not  prepared  to  present  legal 
arguments,  it  was  held  in  New  Jersey,  when 
this  matter  was  considered,  that  the  board 
had  authority  to  promulgate  such  regulations 
under  so-called  discretionary  powers  and  that 
such  regulations  could  be  made  to  apply  to 
all  pharmacy  and  drug  stores  in  the  state  at 
the  time  because  the  permit  issued  for  opera- 
tion of  a pharmacy  must  be  renewed  an- 
nually. 

Obviously  the  first  step  was  the  determina- 
tion of  the  type  of  regulations  required  and 
a great  deal  of  time  was  spent  in  measuring 
existing  prescription  departments  to  deter- 
mine minimum  specifications.  Following  are 
the  regulations  now  in  effect  which  are  sub- 
stantially the  same  as  those  adopted  in  1946: 

1.  Area  of  Prescription  Department;  The  area 
devoted  to  the  prescription  department  and 
laboratory  shall  not  be  less  than  ten  percent 
of  the  main  floor  area  of  the  pharmacy  or 
drug  store,  and  in  no  instances  shall  it  be  less 
than  fifty  square  feet.  If  the  main  floor  area 
exceeds  twelve  hundred  square  feet,  the  min- 
imum area  of  the  prescription  department 
shall  not  be  less  than  one  hundred  and  twenty 
square  feet.  After  January  1,  1952  no  permit 
will  be  granted  for  the  operation  of  a new 
pharmacy,  including  pharmacies  at  new  loca- 
tions, unless  the  prescription  department 
occupies  exclusively  a minimum  of  one  hun- 
dred and  twenty  square  feet. 

2.  Prescription  Center:  There  shall  be  a pres- 
cription counter  on  which  to  work  and  the 
free  working  surface  shall  not  be  less  than 
eighteen  inches  in  width  and  not  less  than 
Jwelve  continuous  square  feet  in  area.  This 
minimum  free  working  surface  must  be  kept 
clear  at  all  times  for  the  compounding  of 
prescriptions  and  other  pharmaceutical 
manufacturing. 

3.  Aisle  Space  In  Prescription  Department: 
The  free  floor  space  behind  the  prescription 
counter  shall  not  be  less  than  three  feet  in 
width. 

4.  Prescription  Department  Sink:  There  shall 
be  provided  for  the  prescription  department 
easily  accessible  to  the  prescription  counter 
and  at  a workable  height  an  adequate  sink 
equipped  with  running  cold  and  hot  water 
which  shall  be  available  during  the  hours  the 
pharmacy  or  drug  store  is  normally  open  for 
business. 


5.  Storage  and  Adequate  Stock:  There  shall 
be  sufficient  shelf,  drawer  or  cabinet  space 
for  proper  storage  of  a representative  stock 
of  shop  labels,  an  assorted  stock  of  prescrip- 
tion containers,  an  adequate  stock  of  prescrip- 
tion drugs  and  chemicals  and  the  required 
equipment. 

6.  Minimum  Equipment  and  Facilities:  A cer- 
tain minimum  amount  of  equipment  and 
facilities  shall  be  required  to  be  in  every 
prescription  department  and  this  equipment 
shall  be  stored  so  as  to  be  readily  available 
and  shall  be  kept  in  a clean  condition.  The 
board  will  supply  with  applications  for  re- 
newal of  permits  and  with  all  other  applica- 
tions for  permits  or  at  any  other  time  upon 
request  a list  of  such  required  equipment  and 
facilities.  This  list  may  be  amended  from 
time  to  time  at  the  discretion  of  the  board. 

7.  Cleanliness,  Orderliness  and  Sanitation: 
The  pharmacy  in  its  entirety  shall  at  all  times 
be  kept  in  a clean,  orderly  and  sanitary  con- 
dition. 

8.  No  Television  Sets  in  Prescription  Depart- 
ments: No  television  set  may  be  operated  in  a 
prescription  department  or  in  any  position 
outside  of  a prescription  department  so  that 
its  operation  may  be  viewed  from  the  pres- 
cription department. 

There  is  not  sufficient  time  to  discuss  our 
trials  and  tribulations  but  a little  comment 
may  be  of  interest. 

There  was  little  problem  with  the  minimum 
of  fifty  square  feet  for  a prescription  depart- 
ment as  few  pharmacies  had  a main  floor 
area  of  less  than  five  hundred  square  feet. 
There  were  also  very  few  pharmacies  with  a 
main  floor  area  exceeding  1200  square  feet  in 
which  the  prescription  department  did  not 
exceed  120  square  feet.  In  fact,  this  require- 
ment is  now  actually  outdated  as  a fully 
stocked  sufficiently  spacious  prescription  de- 
partment will  occupy  about  200  square  feet. 
I would  say  in  drawing  a regulation  of  this 
nature  today  a minimum  of  150  square  feet 
should  be  required  in  new  pharmacies  irres- 
pective of  the  main  floor  area. 

The  problems  were  found  in  the  average 
pharmacies  in  which  frequently  ten  percent 
of  the  main  floor  area  was  not  devoted  to  the 
prescription  department.  It  was  often  neces- 
sary for  our  board  members  and  me  as  secre- 
tary to  personally  visit  many  of  these  phar- 
macies to  work  out  problems  which  were 


— 159  — 


SOUTH  DAKOTA 


often  structural.  Every  attempt  was  made  to 
avoid  unnecessary  expense  and  to  improve 
where  possible. 

The  deficiencies  in  the  prescription  counter 
area  were  numerous.  Often  it  was  necessary 
to  raise  shelves  as  the  Board  was  forced  to 
allow  space  under  shelves,  if  usable.  A ruling 
here  soon  became  necessary  and  a minimum 
height  of  one  foot  was  established  for  the  bot- 
tom shelf  above  the  counter,  if  this  space  was 
to  be  considered  free  working  area.  Some- 
times an  extension  had  to  be  built  on  the  edge 
of  the  counter  to  widen  it  which,  of  course, 
decreased  the  width  of  the  aisle.  This  in  turn 
often  made  it  necessary  to  push  the  counter 
forward. 

You  would  be  amazed  at  the  number  of 
aisles  narrower  than  three  feet.  The  Board 
went  along  with  a ten  percent  variation, 
which  permitted  a minimum  of  32V2  inch 
aisle  in  an  existing  pharmacy.  Actually  the 
three  foot  width  is  non  too  large  for  a person 
to  pass  behind  a pharmacist  working  at  the 
counter  and  not  bother  him,  particularly  if 
the  two  individuals  should  be  large.  A min- 
imum aisle  width  of  40  inches  is  more  desir- 
able. 

Many  rulings  by  the  Board  were  required 
in  instances  where  there  were  projecting 
drawer  handles,  recessed  kick  plates,  counters 
which  were  split  up  by  sinks,  etc.,  but  event- 
ually all  of  these  problems  were  resolved. 

It  was  a long  term  project  spread  over  sev- 
eral years  but  finally  we  reached  the  point 
where  only  a few  diehards  refused  to  com- 
ply and  court  actions  were  indicated.  As 
many  of  you  know,  there  is  always  reluc- 
tance upon  the  part  of  counsel  to  go  to  court 
on  regulations  and  especially  upon  those  of 
this  type  where  they  were  not  promulgated 
under  a section  of  the  law  granting  specific 
authority  for  this  purpose.  While  the  Board 
had  achieved  its  aims  for  the  most  part,  it 
certainly  would  not  have  been  fair  to  all 
those  who  had  cooperated  to  back  down  at  a 
time  like  this.  It  was,  however,  decided  to 
first  attempt  to  obtain  specific  legislation  and 
the  association  sponsored  a bill,  which  was 
easily  passed,  granting  the  Board  specific 
authority  to  promulgate  rules  and  regulations 
setting  up  minimum  requirements  regarding 
equipment  for  the  prescription  department; 
stock  of  drugs,  pharmaceuticals,  and  chem- 
icals; size  and  other  space  requirements  of 


prescription  departments;  and  other  facilities 
necessary  in  the  compounding  of  prescrip- 
tions. Authority  was  also  granted  to  promul- 
gate rules  and  regulations  governing  sanita- 
tion, orderliness  and  cleanliness  in  the  phar- 
macy or  drug  store  as  was  authority  to  sus- 
pend or  revoke  permits  for  failure  to  comply 
with  these  rules  and  regulations. 

It  was  not  long  thereafter  when  every 
pharmacy  owner  complied  and  for  a number 
of  years  there  have  been  no  pharmacies  in 
which  these  minimum  requirements  have  not 
been  fulfilled  and  there  were  no  court  tests. 
We  feel  this  program  did  much  to  improve 
the  professional  status  of  our  practitioners  in 
New  Jersey.  After  all  the  impression  the 
public  has  of  a pharmacist  is  generally  his  im- 
pression of  the  pharmacist  he  knows  and  the 
pharmacy  in  which  he  practices.  A well  con- 
ducted prescription  department  does  much 
to  enhance  this  impression. 

The  only  other  board  of  pharmacy  I know 
of  which  prior  to  this  year  completely  regu- 
lated the  prescription  department  is  the 
Arizona  Board  and  these  were  successfully 
accomplished  under  discretionary  powers, 
with  no  specific  legislation  subsequently  en- 
acted. The  main  differences  from  the  New 
Jersey  regulations  are  that  a minimum  area 
of  100  square  feet  is  required  for  the  pres- 
cription department,  irrespective  of  the  size 
of  the  pharmacy.  Only  a five  foot  counter  is 
required  and  it  is  emphasized  that  a suitable, 
well  lighted  and  well  ventilated  room  or  de- 
partment with  clean  sanitary  surroundings 
must  be  devoted  primarily  to  the  compound- 
ing of  prescriptions  and  the  manufacture  of 
pharmaceutical  preparations. 

This  illustrates  the  importance  of  working 
out  requirements  for  your  own  state.  Arizona 
has  huge  rural  areas,  whereas  New  Jersey 
really  has  none  — what  is  good  for  one  state 
may  not  be  satisfactory  for  another. 

New  York  Regulates  Counter  Area 
Earlier  I mentioned  a recent  revision  of  a 
New  York  Board  rule  and  requirements  b 
and  c of  Rule  4 are  of  particular  interest, 
reading  as  follows: 

b - On  and  after  January  1,  1958,  any  phar- 
macy or  drug  store  approved  for  regis- 
tration shall  include  a prescription  de- 
partment occupying  at  least  75  square 
feet  of  space,  and  including  a prescription 
counter  providing  at  least  10  square  feet 


— 160  — 


APRIL  1958 


of  free  working  surface.  If  more  than  one 
pharmacist  is  on  duty  at  any  one  time, 
the  free  working  surface  shall  be  in- 
creased by  at  least  4 square  feet  for  each 
additional  pharmacist.  The  prescription 
counter  shall  be  kept  clean,  and  free  of 
all  merchandise  or  other  material  not  be- 
ing currently  used  in  the  practice  of  com- 
pounding and  dispensing.  The  space 
behind  the  prescription  counter  shall  be 
sufficient  to  all  free  movement  within 
the  area,  and  shall  be  kept  free  of  ob- 
structions. 

c - Cleanliness  and  Sanitation.  No  certificate 
of  registration  shall  be  issued  or  con- 
tinued for  the  conduct  of  a pharmacy, 
drug  store,  manufacturer/ wholesaler,  or 
registered  storekeeper  unless  the  prem- 
ises of  such  pharmacy,  drug  store,  manu- 
facturer/wholesaler or  registered  store- 
keeper shall  be  equipped  with  proper 
sanitary  appliances  and  kept  in  a clean 
and  orderly  manner. 

I have  just  noted  the  newly  published  rules 
of  the  Wisconsin  State  Board  of  Pharmacy 
under  the  Wisconsin  Administrative  Code 
and  one  designated  “Phar  1.04”  concerns  the 
prescription  department.  It  requires: 

(1)  There  shall  be  a prescription  counter  on 
which  to  work  and  the  free  working  sur- 
face shall  not  be  less  than  18  inches  in 
width  and  not  less  than  12  square  feet  in 
area.  This  surface  to  be  reserved  and  re- 
stricted for  the  purpose  specified  in  this 
paragraph.  (Length  of  working  surface  is 
8 feet.) 

(2)  The  free  floor  space  behind  the  pres- 
cription counter  shall  not  be  less  than  8 
feet  in  length  and  3 feet  in  width. 

(3)  There  shall  be  provided  in  the  prescription 
department  a refrigerator,  a sink  suitable 
for  cleaning  required  pharmaceutical 
equipment  and  equipped  with  running 
hot  and  cold  water,  and  soap  or  deter- 
gent. There  shall  also  be  a disposal  con- 
tainer for  wastes. 

I should  touch  a bit  on  possible  legal  im- 
plications. The  North  Dakota  Board  of  Phar- 
macy several  years  ago  promulgated  a regu- 
lation requiring  a minimum  of  400  square 
feet  of  space  must  be  occupied  by  a phar- 
macy; which  must  be  walled  off  from  the  re- 
mainder of  the  building  in  which  it  is  located 
— and  that  it  must  have  an  entrance  provid- 


ing direct  access  to  the  pharmacy  from  the 
street.  It  is  important  to  note  this  regulation 
applies  to  the  entire  pharmacy  and  not  the 
prescription  department.  The  Board  refused 
a permit  for  the  operation  of  a clinic  phar- 
macy on  the  basis  of  this  regulation  and  an- 
other concerning  ownership  and  recently  the 
Supreme  Court  of  the  state  ruled  against  the 
Board. 

In  its  decision  the  court  commented  that 
while  the  Board  has  power  to  make  rules  for 
the  administration  of  the  duties  assigned  to 
it  by  the  statute,  it  has  no  right  to  make  a 
rule  include  any  substantive  matter  not 
authorized  by  the  statute  under  which  it  is 
acting.  Any  such  new  matter  would  con- 
stitute legislation.  It  further  stated  that  a 
regulation  to  be  valid  must  not  only  be  con- 
sistent with  the  authority  given  it  by  law, 
but  must  be  reasonable.  The  court  questioned 
whether  the  regulation  concerning  the  phys- 
ical set-up  of  the  pharmacy  was  reasonable 
and  particularly  noted  that  it  referred  to  the 
entire  pharmacy  rather  than  the  prescription 
case  where  prescription  drugs  are  kept  and 
dispensed. 

Quoting  from  a portion  of  the  decision: 
“Under  the  regulation  one  drugstore  with 
sufficient  overall  space  may  operate  as  a gen- 
eral merchandise  emporium  and  devote  a 
small  cubby-hole  of  much  less  than  400 
square  feet  at  the  rear  of  the  entire  store  to 
its  prescription  case  while  a true  pharmacy 
which  deals  in  prescriptions  exclusively  must 
have  400  square  feet  of  space  in  which  to 
store  drugs  and  compound  prescriptions.  Such 
a regulation  is  discriminatory  and  has  no 
reasonable  relationship  to  public  health  and 
safety.” 

While  I personally  feel  regulations  can  be 
reasonably  applied  to  the  physical  dimensions 
of  a prescription  department  and  its  facilities, 
a board  of  pharmacy  must  be  prepared  to 
prove  any  regulations  promulgated  are  both 
reasonable  and  in  the  interest  of  the  public 
health  and  safety. 

I think  the  time  is  long  past  due  when 
boards  must  give  attention  to  eliminating 
substandard  prescription  departments.  This 
is  the  area  in  which  we  principally  practice 
our  profession,  it  is  truly  termed  “the  heart 
of  the  pharmacy,”  it  is  one  real  justification 

^.Continued  on  Page  166) 
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THE  PRESCRIPTION  PHARMACIST 
TODAY* 

Part  III 
by 

Wallace  Croaiman  and  Paul  B.  Sheatsley 
New  York  City,  New  York 


Pharmacists  and  the  Outside  World 
What  They  Say  About  the  Public 

The  pharmacist  may  be  a businessman,  but 
to  his  customers  he  is  also  something  more. 
People  often  discuss  their  medical  problems 
more  openly  with  him  than  with  their  doc- 
tors. Although  not  quite  a layman,  the  phar- 
macist speaks  the  layman’s  language.  Al- 
though not  a professional  man  in  the  sense 
that  a physician  or  a dentist  is,  he  is  still 
considered  something  of  an  authority  on  the 
antibiotics,  tranquilizing  drugs,  toothpastes, 
and  headache  powders  he  sells. 

How  well  does  the  typical  pharmacist  know 
his  customers?  How  much  advice  does  he 
dispense  along  with  the  prescriptions  he  fills? 
And  how  do  his  observations  about  his  cus- 
tomers compare  with  what  they  say  about 
him?  These  and  other  questions  will  be 
examined  below. 

About  three  out  of  five  pharmacists  say 
they  know  “most”  people  who  come  into  their 
stores,  and  a higher  proportion  (eight  out  of 
ten)  add  that  most  of  their  customers  have 
dealt  with  them  a long  time.  Seven  out  of 

* This  the  third  of  a series  of  four  articles  pre- 
senting a factual  study  of  the  pharmacists  role 
in  the  health  field.  The  study  was  made  possible 
by  a grant  from  the  Health  Information  Founda- 
tion. The  other  articles  will  be  found  in  Volume 
II,  No.  1,  January  and  Volume  II,  No.  3,  March, 
1958. 


ten  druggists  say  that  most  of  the  people  they 
serve  live  near  by. 

More  than  two-thirds  of  the  druggists  main- 
tain that  questions  about  health  and  medical 
care  come  up  virtually  every  day  in  their 
stores.  Although  questions  cover  just  about 
everything,  those  dealing  with  coughs,  colds,  * 
fever,  sore  throat,  and  related  ailments  are 
more  common  than  any  other  type.  Other 
common  areas  of  questioning:  skin,  scalp  con- 
ditions; digestive  and  intestinal  upsets;  nu- 
trition and  vitamins. 

Questions  about  prescription  drugs — what’s 
in  them,  why  they  cost  so  much,  and  so  forth 
— seem  to  come  up  less  often  than  those 
dealing  with  the  prevention  and  cure  of  ; 
specific  ailments. 

A composite  description  of  the  questions  ; 
people  ask,  drawn  from  verbatim  responses 
given  by  pharmacists  to  the  interviewers,  , 

might  go  like  this:  ' 

’ 

“Questions  about  children,  sore  throats, 
cold,  coughs,  indigestion,  especially  if  it  is 
late  and  the  doctor’s  office  is  closed.  Who  is 
a good  surgeon  or  baby  doctor?  Many  check 
about  which  doctor  to  go  to.  The  common 
cold  is  the  thing  most  people  want  help  with. 
They  often  ask  about  the  medicine  the  doc- 
tor has  given  — what  it’s  for,  what  to  expect  ^ 
of  it,  how  long  before  they  can  expect  results.  ; i 
People  want  to  know  if  they  can  take  one 
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prescription  along  with  another,  maybe  pre- 
viously given.  General  first-aid  questions  are 
asked.  And  why  is  the  medicine  so  expen- 
sive? Customers  want  to  know  about  rem- 
edies they  see  advertised.  What  is  a certain 
drug?  Is  it  available?  Is  it  as  good  as  they 
say?  How  much  does  it  cost?  There  are  ques- 
tions pertaining  to  insulin,  penicillin.  If  any- 
thing new  comes  along  in  a newspaper,  people 
come  to  us  for  further  information.  We  are 
asked  about  vitamins  and  antihistamine 
preparations.  People  are  very  health- 
conscious. They  expect  us  to  be  doctors,  but 
we  always  refer  them  to  medical  men.” 

Only  32  per  cent  of  the  druggists  think  the 
public  asks  them  for  advice  more  often  today 
than  a decade  ago;  45  per  cent  say  “less 
often,”  and  21  per  cent  say  “about  the  same.” 
Druggists  who  think  they  are  asked  more 
questions  these  days  give  these  main  reasons 
for  the  increase: 

“Doctors  charge  too  much  nowadays.” 

“Medicines  are  more  complicated  today.” 

“People  are  more  health-conscious.” 

“Doctors  are  too  busy.” 

“People  have  more  confidence  in  their 
druggist  today.” 

On  the  other  hand,  many  druggists  feel 
that  the  public’s  greater  awareness  of  the 
value  of  drugs  and  medical  care  tends  to 
make  people  take  their  questions  to  doctors 
rather  than  to  pharmacists.  And  quite  a few 
pharmacists  say  that  they  and  other  drug- 
gists are  more  likely  to  discourage  the 
opinion-seekers  today  — either  because  of 
increased  pressure  from  doctors,  new  regu- 
lations against  the  practice  of  medicine  by 
non-physicians,  or  because  they  think  a pa- 
tient should  not  expect  free  advice. 

Asking  for  advice  is  one  thing;  following 
it  may  be  another.  Four  out  of  five  phar- 
macists say  that,  once  they  have  given  advice 
to  a customer,  the  customer  usually  follows 
it.  Specifically,  31  per  cent  of  the  druggists 
say  customers  “almost  always”  follow  their 
advice,  and  another  49  per  cent  say  customers 
follow  their  advice  “most”  of  the  time.  (It 
must  be  remembered,  of  course,  that  the 
druggist  cannot  always  know  whether  his 
advice  is  followed.) 

Opinion  is  divided  as  to  whether  the  public 
should  be  encouraged  to  ask  pharmacists 
questions  about  health  and  medical  care. 
About  40  per  cent  of  the  druggists  say  the 


public  should  be  encouraged  to  do  so,  while 
46  per  cent  say  “no.’ 

Of  the  men  who  maintain  that  questions 
from  the  public  are  generally  a good  thing, 
many  add  that  a pharmacist  is  in  a position  to 
refer  people  to  a physician  if  necessary. 
Others  say  that  the  druggist  himself  is  well 
trained,  and  thus  qualified  to  give  advice  on 
at  least  minor  health  matters.  Among  phar- 
macists who  feel  that  the  public  should  not 
be  encouraged  to  bring  health  problems  to 
the  druggist,  by  far  the  most  typical  reply  is, 
in  effect,  “The  pharmacist  is  not  qualified  to 
answer  such  questions.  They  should  see  a 
doctor.” 

The  division  of  opinion  about  customers’ 
questions  seems  to  be  mainly  over  whether 
this  policy  is  good  for  the  public.  Very  few 
druggists  say  openly  that  having  to  answer 
such  questions  is  a nuisance  to  them. 

Almost  all  pharmacists  concede  that,  even 
if  customers  are  justified  in  asking  questions, 
druggists  are  not  always  justified  in  answer- 
ing them.  Of  the  pharmacists  interviewed,  45 
per  cent  “frequently”  avoid  answering  ques- 
tions, and  27  per  cent  “occasionally”  avoid 
answering. 

An  overwhelming  majority  of  druggists 
(86  per  cent)  say  they  can  usually  tell,  when 
a customer  asks  a question,  if  he  really  needs 
a doctor.  And  four  out  of  five  pharmacists 
insist  that  they  always  urge  such  customers 
to  see  a physician.  Sometimes,  though,  there 
are  reasons  why  the  customer  doesn’t  want  to 
see  a doctor.  Here  are  the  major  ones  cited 
by  druggists: 

“They’re  trying  to  save  money.”  (This 
reason  is  cited  by  three  out  of  five  druggists.) 

“They  don’t  want  to  wait  in  a doctor’s  of- 
fice” or  “He’s  too  busy.”  (Cited  by  25  per  cent 
of  the  pharmacists.) 

“They  can’t  afford  the  doctor’s  fee.”  (16  per 
cent.) 

“They  don’t  think  it’s  serious  enough.”  (16 
percent.) 

For  these  and  other  reasons,  four  of  five 
druggists  say  that  it’s  important  for  phar- 
macists to  keep  informed  about  the  symptoms 
of  disease. 

When  asked  to  recommend  a doctor  to  a 
customer,  94  per  cent  of  the  pharmacists  say 
they  usually  provide  at  least  one  name  for 
the  customer  to  consider.  The  most  common 
procedure  is  to  name  several  doctors  and  tell 
(Continued  on  Page  169) 
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ANALYSIS  OF  H.R.  10527 

The  following  discussion  of  some  of  the  pro- 
visions of  H.R.  10527  is  presented  for  the  in- 
terest of  our  readers.*  Called  by  its  sup- 
porters, “a  bill  for  the  survival  of  small  bus- 
iness,” the  proposed  legislation  is  an  attempt 
to  overcome  court  decisions  against  fair  trade. 
The  bill  has  been  introduced  in  the  House  of 
Representatives  by  Representative  Oren 
Harris  (Dem.,  Arkansas),  Chairman  of  the 
House  Committee  on  Interstate  and  Foreign 
Commerce.  Hearings  by  that  committee  are 
expected  on  the  bill  in  the  near  future.  Com- 
panion bills  have  been  introduced  by  two 
Republican  Congressmen  from  the  State  of 
Washington,  Representative  Thomas  Pelly 
and  Representative  Thor  C.  Tollefson. 

What  H.R.  10527  Is  All  About 
Why  Is  It  Needed? 

The  fair  trade  laws  of  14  states  have  been 
invalidated  by  their  top  state  courts,  thus 
exposing  small  businessmen  in  these  states 
to  destructive  jungle  pricing  tactics  of  mer- 
chants with  superior  dollar  power.  Both 
state  and  federal  court  decisions  have  made 
it  increasingly  difficult  for  manufacturers 
to  carry  out  effective  fair  trade  programs 
on  a national  scale.  The  mounting  bank- 
ruptcies among  small  businessmen  demon- 
strate how  chaos  in  the  marketplace  is 
threatening  the  existence  of  small  business. 

* The  questions  and  answers  in  this  article  are 
reprinted  from  the  “Fair  Trade  Newsletter,” 
published  by  the  Bureau  of  Education  on  Fair 
Trade.  The  material  presented  in  this  article 
does  not  necessarily  represent  the  opinion  of 
the  South  Dakota  State  Pharmaceutical  Associa- 
tion nor  of  the  faculty  of  the  Division  of  Phar- 
macy, South  Dakota  State  College  — Editor. 


Whai  Will  H.R.  10527  Do? 

If  enacted,  H.R.  10527  would  amend  the 
Federal  Trade  Commission  Act  to  permit 
manufacturers  of  identified  merchandise  to 
establish  and  enforce  on  a national  scale 
minimum  or  stipulated  resale  prices  on 
such  merchandise  by  giving  actual  notice 
of  the  established  prices  to  wholesalers  and 
retailers. 

How  Will  H.R.  10527  Help  Small  Business? 

The  bill  would  “equalize  rights  in  the  dis- 
tribution of  identified  merchandise”  by  af- 
fording manufacturers,  who  distribute  their 
trademarked  products  through  independent 
wholesalers  and  retailers,  “an  opportunity 
to  compete  on  more  nearly  equal  terms” 
with  manufacturers  who  can  now  legally 
control  their  resale  prices  in  distributing 
their  products  through  consignees  or  em- 
ployees. The  legislation  would  also  afford 
the  small  retailer  “an  opportunity  to  com- 
pete on  more  nearly  equal  terms  with  the 
large  retailer”  by  curbing  price  wars  on 
the  popular  trademarked  products  which 
the  small  retailer  must  sell  at  a fair  profit 
in  order  to  stay  in  business. 

Does  H.R.  10527  Cover  The  Whole  Country? 

Yes.  The  bill  is  written  in  terms  of  inter- 
state commerce.  If  enacted,  it  would  cover 
the  entire  United  States  and  the  territories, 
as  a part  of  our  national  public  policy  to 
eliminate  unfair  methods  of  competition. 

Does  H.R.  10527  Require  Fair  Trade  Con- 
tracts? 

No.  Under  the  bill,  a manufacturer’s  estab- 
lished price  on  his  trademarked  product 
becomes  binding  through  actual  notice  to 
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PRESSED 
FOR  SPACE 
FOR  tft  CHEMICALS 


If  your  stockroom  is  all  choked  up 
and  shelf-space  is  at  a premium, 
rely  on  your  Merck  service  wholesaler. 
In  case  of  an  emergency,  he’s 
as  near  as  your  phone  . , . ready  to 
speed  your  way  any  of  the  hundreds 
of  Merck  Prescription  Chemicals. 
Remember  service  is  his  business, 
just  as  quality  chemicals  are  ours. 


CALL  YOUR  MERCK  SERVICE 
WHOLESALER 

V 

V 

V 

V 

V 

SOUTH  DAKOTA 

Jewett  Drug  Company  Aberdeen 
Brown  Drug  Company  Sioux  Falls 

A 

A 

A 

A 

A 


MERCK  & CO.,  Inc.,  rahway,  new  jersey 


his  distributors.  This  would  include  “notice 
imparted  by  mail,  or  through  advertising, 
or  through  notice  attached  to  merchandise, 
or  containers,  packages  or  dispensers  there- 
of, or  imparted  orally.”  The  new  federal 
legislation,  therefore,  does  not  require 
either  a signed  fair  trade  contract  or  the 
operation  of  the  nonsigner  clause. 

Does  H.R.  10527  Have  Safeguards  For  Com- 
petition? 

Yes.  To  assure  competition  among  com- 
peting articles,  H.R.  10527  would  make  the 
rights  embodied  in  the  bill  available  only 
to  those  manufacturers  whose  identified 
products  are  in  free  and  open  competition 
with  articles  of  the  same  general  class  pro- 
duced by  others.  This  safeguard  is  not 
provided  for  in  other  legally  accepted  forms 
of  resale  price  maintenance  such  as  con- 
signment selling  and  dealer  franchises. 
Furthermore,  H.R.  10527  is  permissive  legis- 
lation only.  No  manufacturer  is  required  to 
establish  resale  prices  on  his  identified 
products  and  many  will  not.  Thus,,  there 
will  be  plenty  of  competition  between  those 
who  do  and  those  who  don’t  establish  re- 
sale prices. 

What  Legal  Action  Can  Be  Taken  Under  H.R. 

10527? 

The  bill  would  make  illegal  “willfully  and 
knowingly  advertising,  offering  for  sale  or 
selling  “identified  merchandise  at  less  than 
the  resale  prices  established  by  notice  to 
the  manufacturer’s  distributors.  Any  per- 
son “suffering  or  reasonably  anticipating 
damage”  from  such  violations  of  established 
resale  prices  could  sue  in  any  state  or  fed- 
eral court  of  competent  jurisdiction.  The 
bill  permits  not  only  suits  for  the  recovery 
of  damages  or  for  injunctive  relief  but  also 
the  recovery  of  the  costs  of  bringing  suit 
including  reasonable  attorney’s  fees.  Thus, 
a defendant  faces  possible  cost  of  litigation 
which  he  does  not  face  under  state  fair 
trade  laws. 

Can  Manufacturers  Who  Also  Function  As 

Wholesalers  Or  Retailers  Use  H.R.  10527? 

Yes.  Under  the  bill,  a manufacturer  also 
functioning  at  wholesale  or  retail  levels 
may  establish  resale  prices  on  his  identified 
merchandise  for  his  distributors  even 
though  he  sells  in  competition  with  them, 
so  long  as  he  sells  at  the  prices  established 
for  his  distributors  making  comparable 
sales. 


SOUTH  DAKOTA 
How  Would  H.R.  10527  Affect  The  State  Fair 
Trade  Laws  Still  In  Operation? 

Enactment  of  H.R.  10527  will  not  interfere 
in  any  way  with  the  state  fair  trade  laws 
still  in  force  in  31  states,  and  fair  trade 
contracts  made  under  these  laws  remain 
valid.  It  will  not  interfere  with  the  Mc- 
Guire Act  which  permits  fair  trade  to  op- 
erate in  interstate  commerce  between  the 
states  having  effective  fair  trade  laws. 
However,  H.R.  10527  would  be  a national 
law  operating  in  all  48  states,  including  the 
17  which  today  do  not  have  effective  fair 
trade  laws. 

Does  H.R.  10527  Recognize  The  Importance 
Of  The  Trademark  In  The  Distribution  Of 
Goods? 

Yes.  The  bill  recognizes  “the  legitimate  in- 
terest of  the  manufacturer  or  wholesaler 
who  identifies  merchandise  manufactured 
or  distributed  by  him  in  stimulating  de- 
mand for  his  identified  merchandise 
through  effective  distribution  to  ultimate 
consumers”  and  “to  permit  manufacturers 
or  wholesalers  of  identified  merchandise  in 
. . . free  and  open  competition  to  maintain 
upon  their  merchandise  prices  which  are 
adequate  to  enlist  the  active  efforts  of  dis- 
tributors, at  all  necessary  or  appropriate 
states  of  distribution  and  which  are  low 
enough  to  compete  effectively  with  other 
goods  adapted  to  serve  the  same  needs  of 
ultimate  consumers.” 


LEGAL  REQUIREMENT  FOR  Rx 

DEPARTMENTS— 

(Continued  from  Page  161) 
for  all  of  our  licensing  requirements,  and  I 
can  forsee  the  possibility  that  in  self-defense 
we  may  some  day  limit  the  usage  of  the  term 
“pharmacy”  to  establishments  in  which  a 
majority  of  the  floor  space  is  devoted  to  phar- 
maceutical activities.  Under  such  a plan,  de- 
partment store  type  of  operation,  where  a 
small  percentage  of  the  floor  space  is  devoted 
to  pharmaceutical  activities,  could  not  be 
called  a “pharmacy”  but  only  a pharmacy  de- 
partment could  be  advertised  to  the  public. 

Think  about  all  of  these  things  because 
they  are  important  to  our  professional  pro- 
gress. If  you  believe  these  are  progressive 
ideas,  do  something  about  them  as  thinking 
alone  will  not  bring  us  the  prestige  we  dream 
about. 
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Fellow  Pharmacists: 

During  the  spring  and  this  summer  a test  period  will  be  conducted  by  the  South  Dakota 
Board  of  Pharmacy  concerning  the  “Restricted  Drug  Area”  regulations.  This  is  an  attempt 
to  give  South  Dakota  pharmacists  plenty  of  time  to  learn  the  proper  functioning  of  these 
regulations  and  arrange  their  pharmacies  to  correspond.  Also,  observance  of  the  regulations 
should  show  their  advantage  to  one-man  stores. 

Sectional  meetings  will  be  held  throughout  South  Dakota.  I strongly  urge  you  all  to  take 
advantage  of  this  opportunity  to  learn  how  the  regulations  will  benefit  you  and  all  pharmacy 
in  this  state.  The  meetings  will  include  question  and  answer  periods  so  that  attention  can  be 
given  to  individual  problems.  You  will  receive  further  notice  when  and  where  these  meetings 
will  be  held. 

George  Lehr 
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COSMETIC  PRODUCT  FDA  WARNING 

Disfiguring  and  sometimes  painful  injuries 
to  the  nails  can  occur  to  users  of  a new  cos- 
metic product  known  as  TenDay  Press-On 
Nail  Polish,  the  Food  and  Drug  Administra- 
tion warned  recently. 

Action  is  being  taken  to  get  the  product 
off  the  market,  and  the  company,  Harrison 
Laboratories,  of  New  Rochelle,  New  York, 
is  cooperating  with  the  Government  in  this 
effort,  FDA  said.*  Dealers  are  being  asked 
to  immediately  return  unsold  stocks. 

Users  of  TenDay  Press-On  Nail  Polish 
should  remove  the  plastic  coverings  with  ex- 
treme care  to  avoid  peeling,  splitting,  and 
breaking  off  of  the  nails,  FDA  officials  said. 
Approximately  700  women  have  complained 
to  the  manufacturer  and  FDA  of  injury  to 
their  nails  after  using  the  product. 

The  “polish”  comes  in  the  form  of  colored 
plastic  strips  of  different  sizes,  shaped  like 
fingernails.  Approximately  32,000,000  appli- 
cations of  the  product  have  been  distributed 
since  it  was  marketed  nationally  in  October, 
1957,  FDA  said.  Millions  of  these  are  still 
unused  in  the  possession  of  consumers. 

The  characteristic  injuries  have  usually  ap- 
peared in  two  to  four  weeks  after  the  plastic 
“nails”  are  applied.  In  many  cases  the  in- 

*Following  issuance  of  this  release  on  February 

26,  the  president  of  Harrison  Labs.,  Mr.  Maxwell 
Schultz,  issued  a statement  which  repudiated  an 
understanding  that  the  firm  would  cooperate  in 
taking  the  product  off  the  market.  On  February 

27,  Mr.  Schultz  announced  that  the  company  would 
exchange  unsold  merchandise  for  a new  product 
at  present  undergoing  clinical  testing  by  a Chicago 
dermatologist.  An  FDA  spokesman  pointed  out 
that  there  is  no  requirement  in  the  Federal  Food, 
Drug,  and  Cosmetic  Act  that  results  of  safety  tests 
on  cosmetics  be  found  adequate  by  the  Food  and 
Drug  Administration,  as  is  the  case  with  new 
drugs. 


juries  are  slight,  FDA  said.  In  the  more 
severe  cases  the  nails  break  off  to  the  quick. 
There  is  no  indication  that  there  is  any  perm- 
anent injury,  and  the  nails  apparently  grow 
normally  after  use  of  the  product  is  stopped, 
FDA  said. 


A.M.A.-A.Ph.A.-N.A.R.D.  COMMITTEES 
REVIEW  MUTUAL  PROBLEMS 

Board  discussions  of  a wide  variety  of  sub- 
jects affecting  relations  between  the  medical 
and  pharmaceutical  professions  featured  the 
meeting  of  the  Pharmacy  Liaison  Committee 
on  the  Board  of  Trustees  of  the  American 
Medical  Association  with  the  National  Phar- 
macy Committee  on  Relations  with  the 
Health  Professions  at  the  Palmer  House, 
Chicago,  on  Thursday,  February  6. 

The  session,  which  began  with  a luncheon 
at  12:30  p.m.,  continued  throughout  the  after- 
noon under  the  chairmanship  of  Dr.  Julian 
Price,  member  of  the  A.M.A.  Board  of  Trus- 
tees and  Chairman  of  the  Pharmacy  Liaison 
Committee.  Others  in  attendance  represent- 
ing the  A.M.A.  were  Dr.  Leonard  W.  Larson 
and  Dr.  James  Z.  Appel,  of  the  A.M.A.  Board 
of  Trustees  and  C.  Joseph  Stetler,  Director 
of  the  A.M.A.  Law  Department. 

All  of  the  National  Pharmacy  Committee 
members  were  in  attendance.  They  include 
Frank  W.  Moudry,  Past  President;  Willard  B. 
Simmons,  Chairman  of  the  Executive  Com- 
mittee; Mearl  Pritchard  and  Harry  J.  Towers, 
Manager,  all  representing  the  N.A.R.D.,  and 
Ronald  V.  Robertson,  Chairman  of  the  Com-  [ 
mittee  on  Professional  Relations;  John  B.  i 
Heinz,  Chairman  of  the  Council  and  Robert  ! 
P.  Fischelis,  Secretary  and  General  Manager,  , 
all  representing  the  A.Ph.A. 
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A frank  exchange  of  views  on  legislation 
affecting  the  two  professions  indicated  that 
there  is  general  agreement  on  the  need  for 
very  careful  study  of  the  medical  care  prob- 
lems of  the  aged.  This  is  considered  to  be  a 
long-range  project  because  of  the  necessity 
for  further  research  and  study. 

The  joint  committees  were  in  agreement 
that  the  medical  aspects  of  the  Forand  Bill 
were  objectionable.  However,  a need  exists 
for  divising  acceptable  alternatives. 

A review  of  the  Jenkins-Keogh  Bills  in- 
dicated that  their  provisions  for  enabling  self- 
employed  members  of  the  health  professions 
to  provide  the  equivalent  of  Social  Security 
pensions  for  themselves  are  worthy  of  sup- 
port from  the  health  professions. 

Discussion  of  the  present  procedure  of  pay- 
ing pharmacists  for  prescription  and  other 
pharmacy  services,  through  the  physicians, 
under  the  medical  program,  revealed  that 
neither  the  medical  nor  the  pharmaceutical 
profession  is  satisfied  with  the  present  ar- 
rangement. Both  professions  believe  that  any 
program  for  furnishing  drugs  and  pharma- 
ceutical services  under  this  program  should 
be  set  up  to  provide  payment  by  the  govern- 
ment directly  to  the  dispensing  agent. 

Considerable  time  was  spent  in  discussion 
of  more  satisfactory  means  for  meeting  the 
problem  of  distribution  of  drugs  in  scarce 
supply  when  such  situations  arise  as  had  to 
be  faced  in  connection  with  distribution  of 
poliomyelitis  vaccine  and  Asian  Influenze 
vaccine.  It  was  the  concensus  of  the  joint 
meeting  that  State  and  Local  medical  and 
pharmaceutical  associations  be  encouraged 
to  organize  to  handle  such  situations  at  the 
local  level. 

It  was  also  decided  that  efforts  be  made  to 
have  the  practitioners  of  medicine  and  phar- 
macy who  must  be  relied  on  to  administer 
and  supply  new  and  temporarily  scarce  drugs, 
represented  in  conferences  between  govern- 
ment agencies  and  producers  of  drugs  in  the 
early  stages  of  distribution  of  such  new  and 
temporarily  scarce  drugs  so  as  to  avoid  situa- 
tions such  as  have  arisen  in  the  past. 

(Continued  on  Page  73) 
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(Continued  from  Page  162) 
the  customer  to  take  his  choice.  Another 
method  (perhaps  more  diplomatic,  especially 


in  a small  town)  is  to  name  all  the  doctors  in 
town  or  in  the  neighborhood,  and  say, 
“They’re  all  good;  take  your  pick.’  Other 
druggists  are  less  hesitant  about  sticking  their 
necks  out;  they  actually  decide  which  doctor 
seems  best  suited  to  handle  a particular  cus- 
tomers case,  and  recommend  that  doctor. 

These  pharmacists  are  probably  not  asked 
to  recommend  physicians  very  often.  Most 
of  their  customers  have  lived  in  town  for 
some  time,  and  already  have  a family  doctor. 
But  what  about  a doctors  competence?  This 
question  seems  to  come  up  fairly  often  in  the 
average  drugstore. 

About  16  per  cent  of  the  pharmacists  say 
that  “very  often  they  are  questioned  about 
the  competence  of  doctors  in  their  vicinity, 
and  28  per  cent  are  asked  the  question  fairly 
often. 

The  pharmacists  opinions  about  their  deal- 
ings with  the  public  form  some  interesting 
patterns  — and  contrasts  — with  the  replies 
of  physicians  and  the  general  public  to  re- 
lated questions.  For  example,  the  public  was 
asked,  “Have  you  ever  asked  a pharmacist  or 
druggist  for  advice  about  some  health  or 
medical  problem?  Only  about  one  person 
out  of  every  three  says  “yes  — an  indication 
that  people  don’t  think  they  ask  pharmacists 
as  many  questions  as  pharmacists  think  they 
do. 

The  public  was  also  asked:  “In  general,  do 
you  think  a pharmacist  or  druggist  is  a good 
person  to  ask  for  advice  when  you  or  someone 
in  the  family  is  not  feeling  well?”  The 
replies:  52  per  cent  cent  “no”;  29  per  cent  un- 
qualified “yes”,  15  per  cent  qualified  “yes.” 

The  physicians  in  the  survey  were  asked, 
“Do  you  think  the  general  public  ought  to  be 
encouraged  to  ask  the  pharmacist  questions 
about  health  and  medical  care?”  Only  5 per 
cent  of  the  doctors  say  say  “yes”;  the  remain- 
der indicate  varying  levels  of  disapproval.  By 
the  same  token,  seven  out  of  ten  physicians 
believe  that  most  people  today  are  getting 
“too  much”  advice  from  pharmacists  about 
problems  of  health  and  medicine. 

Who  is  right  on  this  question  of  whether 
the  public  should  go  to  the  pharmacist  for 
health  advice  — the  pharmacist  who  sees 
both  good  and  bad  in  the  practice,  or  the 
physician  who  is  strongly  against  it?  The  dis- 
cussion which  follows  in  the  next  issue  may 
provide  some  kind  of  answer. 
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SIOUX  FALLS 
PHARMACISTS  MEET 

The  Sioux  Falls  Pharmacy 
Association  met  Wednesday, 
February  12,  1958.  After  the 
business  meeting  Dr.  Wess- 
man.  City  Health  Officer, 
spoke  to  the  group  on  the 
topic  of  rabies.  He  explained 
how  pharmacists  could  play 
an  important  role  in  helping 
to  relate  to  the  public 
methods  of  attempting  to 
prevent  rabies  in  this  com- 
munity. 


PHARMASCOOPS 

Rod  Meyer,  SDSC  1951, 
formerly  pharmacist  man- 
ager, Lewis  South  Gate  Drug, 
Sioux  Falls,  has  moved  to 
Radondo  Beach,  California 
where  he  has  a position  as 
representative  of  the  Eli 
Lilly  Company. 

Ted  Belbas,  SDSC  1953, 
owner  of  the  Sioux  Valley 
Drug,  Sioux  Falls,  and  Harry 
Poletes,  SDSC  1955,  who  has 
been  in  the  armed  service  re- 
cently took  a trip  to  Acapul- 
co, Mexico.  Relief  phar- 
macists during  Ted’s  absence 
were  Joanne  Alguire  Mur- 
phy, SDSC  1954,  and  Bob  Ed- 
wards, SDSC  1953. 

The  executive  committee 
of  the  South  Dakota  Phar- 


maceutical Association  and 
the  South  Dakota  Board  of 
Pharmacy  held  their  annual 
mid-winter  meeting  Feb- 
ruary 23  at  the  St.  Charles 
Hotel  at  Pierre. 

John  Borchert,  SDSC  1956, 
pharmacist  with  Lehr  Drug, 
Rapid  City,  enlisted  for  a six 
month  period  with  the  U.  S. 
Army.  Lt.  Paul  Schuchardt, 
SDSC  1957,  Medical  Supply 
Officer  at  the  Ellsworth  Air 
Force  Base  in  Rapid  City  is 
working  as  a relief  phar- 
macist with  Lehr  Drug. 

N.  F.  Jones  has  been  a sur- 
gical patient  at  the  Royal  C. 
Johnson  Veterans  Hospital  in 
Sioux  Falls.  Mr.  Jones  owned 
the  Corner  Drug  in  Canton 
for  34  years  and  for  two 
years  served  as  a part  time 
inspector  for  the  South  Da- 
kota Board  of  Pharmacy. 


EMPLOYEE 
TRAINING  GUIDE 

George  C.  Straayer,  direc- 
tor of  trade  and  professional 
relations  for  Sobering  Cor- 
poration, announced  at  the 
Iowa  State  Pharmacists  Dia- 
mond Jubilee  Convention, 
that  the  Guide  to  Employee 
Training  is  now  available  for 
distribution  to  retail  phar- 


macists through  their  state 
association  secretaries. 

The  twenty-two  page  illus- 
trated manual  was  prepared 
by  Mr.  Straayer  under  the 
auspices  of  the  National  Con- 
ference of  State  Pharmaceu- 
tical Secretaries  Public  Rela- 
tions Committee.  The  book 
contains  recommended  steps 
for  the  guidance  of  pharmacy 
owners  and  managers  in  im- 
proving their  skill  in  getting 
others  to  do  the  job  correctly, 
quickly  and  conscientiously. 

Mr.  Straayer  told  the  Iowa 
pharmacists  that  “what  your 
employees  do  or  say  will  im- 
press your  customers  as 
much  as  the  store  cleanliness, 
lighting,  displays,  windows, 
layout  or  any  one  factor.” 

He  also  said  that  the  man- 
ual will  help  to  make  certain 
that  “in  our  pharmacies 
every  member  of  the  staff  is 
a trained  member  of  the 
team.”  He  also  cautioned 
that  most  retail  employee 
pharmacy  training  programs 
have  failed  because  of  a lack 
of  planning. 

The  manual  outlines  pro- 
ven steps  recommended  by 
leading  members  of  our  na- 
tion’s pharmacy  groups  and 
personnel  specialists  in  the 
training  field. 
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BAN  URGED  ON  SALE 
OF  CHEMICALS  TO  YOUTH 

Development  of  rockets  and  missiles  in 
Washington,  D.  C.,  will  be  limited  strictly  to 
authorized  experts  — if  pharmacists  and 
other  chemical  retailer  there  heed  a warning 
against  sale  of  certain  compounds  used  for 
fuels. 

Aiming  primarily  at  teen-age  experimen- 
ters, the  District  of  Columbia  Board  of  Phar- 
macy has  issued  a “Memorandum  on  Propel- 
lants for  Homemade  Rockets,”  listing  nine- 
teen chemicals.  This  was  delivered  to  all 
local  pharmacies  and  those  business  firms 
legally  selling  poisons. 

A Pharmacy  Board  spokesman  explained 
the  action  seeks  to  bar  further  accidents  from 
use  of  materials  fueling  homemade  rockets 
and  missiles. 

Dealers  in  household,  industrial  or  agricul- 
tural chemicals  were  advised  of  their  moral 
“if  not  legal  responsibility”  in  the  sale  of 
these  materials. 


Present  District  laws  require  only  that  the 
purchaser  be  at  least  18  years  of  age  and  that 
the  sale  be  properly  registered. 

“Apparently  these  controls  are  insufficient 
to  deter  unsupervised  experiments  with 
chemicals  which  although  relatively  safe  by 
themselves,  offer  potentially  dangerous  re- 
sults when  admixed  and/or  burned,”  the 
memorandum  explained. 

“Potential  purchasers  should  be  questioned 
to  determine  whether  they  are  completely 
aware  of  the  potential  hazard  and  are  familiar 
with  the  handling  of  these  materials.  It  is 
further  suggested  that  sale  of  these  items  to 
teen-age  experimenters  be  made  only  in  the 
presence  of  their  parents  and  that  the  parents 
be  carefully  advised  as  to  potential  dangers.” 


Nitric  Acid 
Sulfuric  Acid 
Hydrochloric  Acid 
Potassium 
Permanganate 
Ammonium  Nitrate 
Chromic  Acid 
Metallic  Potassium 
Powdered  Aluminum 
Powdered  Zinc 
Potassium  Chlorate 


Potassium  Nitrate 
Sulfur 

Metallic  Peroxides 
Ammonium  Dichromate 
Metallic  Sodium 
Powdered  Iron 
Powdered  Magnesium 
Flammable  Liquids 
Chemical  Oxidizers  or 
Reducers  of  Any 
Composition 


HOME  OFFICES 
ALGONA,  IOWA 


All  Policies  Non-Assessable 


^fiuqqisis  '(jHuim 

INSURANCE  COMPANY  OF  IOWA 


URGENT 


YOU  CAN 
BUT  THERE 


PREVENT  A FIRE, 
IS  NO  ESCAPE  FROM 


WIND! 


Over  past  years  Wind,  Hail  and  Lightning  have  wreaked  great  property  damage 
. . . and  the  'risky  season'  is  again  just  ahead.  A fire  can  be  put  out  before  property 
is  completely  destroyed,  but  who  ever  heard  of  stopping  a heavy  wind  or  tornado? 

Check  your  insurance  to  make  certain  the  1958  value  of  your  property  (store, 
fixtures,  home)  is  adequately  covered  against  instant  loss  by  Wind,  Hail,  Lightning 
as  well  as  Fire.  If  it  is  not  — remember: 

Advice  From  Druggists'  Mutual  Costs  You 
Nothing  . . . And  It  Can  Give  You 
Peace  of  Mind 


Gastric  distress  accompanying  "predni-steroid" 
therapy  is  a definite  clinical  problem  —wel! 
documented  in  a growing  body  of  literature. 


iew  of  the  beneficial  re- 
observed when  antacids 
d diets  were  used  concom- 
th  prednisone  and  predni- 
'e  feel  that  these  measures 
>e  employed  prophylacti- 
offset  any  gastrointestinal 
:ts.” — Dordick,  J.  R.  et  al.: 
te  J.  Med.  57:2049  (June 


Ht“It  is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  D.  C.:  J.  Kentucky 
State  M.  A.  54:771  (Sept.)  1956. 


^“The  apparent  high  inci- 
dence of  this  serious  [gastric] 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.” — 
Bollet,  A.  J.  and  Bunim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  fo  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid”  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  CO-DELTRA  or  CO-hydeltra. 


pie  compressed  tablets 


provide  all  the  benefits 
©f  ^Tredni-steroid”  therapy— 
plus  positive  antacid  protection 
against  gastric  distress 


2.S  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  ol 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30,  103,  503. 


MERCK  SHARP  & DOHME  OMswh  of  MERCK&CO..Ikc.,  Philadelphia  l.Pa. 
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THE  MONTH  IN  WASHINGTON 


Dr.  F.  J.  L.  Blasingame,  AMA  general  man- 
ager, has  informed  the  House  and  Senate 
Armed  Services  committees  of  AMA  support 
for  continuing  the  1956  incentive  pay  act  for 
medical  officers.  The  House  group  is  consid- 
ering legislation  to  change  the  base  pay  of  all 
military  personnel;  this  would  have  the  effect 
of  cutting  down  the  special  pay  for  exper- 
ienced medical  officers. 


Senator  Lister  Hill  (D.,  Ala.),  chairman  of  l||l 
the  Senate  Appropriations  subcommittee  that  ^ 
handles  the  HEW  budget,  is  convinced  work  ^ 
should  be  pushed  on  the  new  National  Li- 1 
brary  of  Medicine  building.  Only  planning  1 
funds  have  been  voted  to  date.  Hill  wants  the  * 
administration  to  indorse  $7  million  for  the 
library  in  the  face  of  deterioration  of  the 
present  structure.  He  cites  an  editorial  in  the  | 
Journal  of  the  AMA  on  the  need  for  action.  ■ 


. ,he  in*''*'"’®"' r Re- 

^ A ready  to  use.  tte 

goes 

fwo  instrgments- 

3n  wdhou  ^ ^eostat 
ips  last  longer 


K:  --  - 

.♦..rv  rep'o*®"*®"'®  ”* 
^ 8'  toiled  * c g without 

!osts  for  cord  tips. 

Star  110-120  v.AC> 


No.  745,. 


.$60.00 


KREISER  SURGICAL  Inc. 

Sioux  Falls,  S.  D.  Rapid  City,  S.  D. 

1220  S.  Minnesota  528  Kansas  City  St. 


The  House  Government  j 
Operations  Committee  also 
has  been  busy  in  another 
field.  Reporting  on  its  long  , 
hearings  of  last  year  on  ad- 
vertising of  filter  tip  cigar- 
ettes, the  group  declard:  ‘ 
“The  cigarette  industry  has  i 
done  a grave  disservice  to 
the  smoking  public  initially, 
blatantly  and,  more  recently, 
very  subtly  publicizing  the 
filter  tip  smoke  as  a health  j 
protection.”  j 


Plan  To 
Attend  Your 
Annual  Meeting 


Marvin  Hughitt  Hotel 
Huron,  S.  Dak. 


May  17-20 
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Provides  therapeutic  quantities 

Potent  ‘Trinsicon’  offers  complete  and 
convenient  anemia  therapy  plus  max- 
imum absorption  and  tolerance.  Just  two 
Pulvules  ‘Trinsicon’  daily  produce  a 
standard  response  in  the  average  uncom- 
phcated  case  of  pernicious  anemia  (and 
related  megaloblastic  anemias)  and  pro- 


of  all  known  hematinic  facto, 

vide  at  least  an  average  iron  for' 

hypochromic  anemia^<^cluding 
tional  deficiency  ty^^.lofefflntrin^’^ 
tor  in  the  ‘Trh>^?mn’  igrnul^^i^iiar 
(never  inhibit)  vitamin  i|^2'^s^^»^on. 
Availabl^n  bottlesjv^O  aofl  500. 

A 

*‘Trinsicon'  (Hematinic  (jij^centWe  with  Irjjnnsic  Factor,  Lilly) 


ELI  LILLY  AND  CO 


P A N Y 


NDIANAPOLIS 


INDIANA,  U.  S.  A. 

819034 
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A NEW,  CORTICOSTEROID  MOLECULE  WITH  GREATER  ANTIALLERGIC, 
ANTIRHEUMATIC  AND  ANTI-INFLAMMATORY  ACTIVITY 


■ far  less  gastrointestinal 
distress 


■ safe  to  use  In  asthma  with 
associated  cardiac  disease; 

no  sodium  and  water  retention 

■ does  not  produce  secondary 
hypertension— low  salt  diet 
not  necessary 

■ no  unnatural  psychic 
stimulation 

■ often  works  when  other 
glucocorticoids  have  failed 

■ and  on  a lower  daily  dosage 
range 


Initial  dosage:  8 to  20  mg.  daily.  After  2 to  7 days 
gradually  reduce  to  maintenance  levels. 

See  package  insert  for  specific  dosages  and  precautions. 
1 mg.  tablets,  bottles  of  50  and  500. 

4 mg.  tablets,  bottles  of  30  and  100. 


Squibb  Quality— the  Priceless  Ingredient 


‘KENACORT’  IS  A SQUIBB  TRAOEMARK 
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A versatile,  well-balanced  formula  capable  of  modifying 
the  course  of  common  upper  respiratory  infections  . . . 
particularly  valuable  during  respiratory  epidemics;  when 
bacterial  complications  are  likely;  when  patient’s  history 
is  positive  for  recurrent  otitis,  pulmonary,  nephritic,  or 
rheumatic  involvement. 

Adult  dosage  for  Achrocidin  Tablets  and  new  caffeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 

Available  on  prescription  only. 


TABLETS  {sugar  coated)  Each  Tablet  contains: 


Achromycin®  Tetracycline  125  mg. 

Phenacetin 120  mg. 

Caifeine 30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate 25  mg. 

Bottles  of  24  and  100. 


SYRUP  (lemon  -lime  flavored)  Each  teaspoonful  (5  cc.) 


contains: 

Achromycin®  Tetracycline 

equivalent  to  tetracycline  HCl 125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


LTDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEYY  YORK 
*T  rademark 
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SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because  (+) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (+)  it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  atarax  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  atarax  Ssnnip. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 


Dosage:  CHldren,  1-2  19  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Ssrrup  q.i.d. 

Supplied:  10, 25  and  100  mg.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion. 10  cc.  multiple-dose  vials. 
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Wormy  World 


Pleasant  tasting 

‘ANTEPAR 


brand 


PIPERAZINE 


SYRUP  * TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 

^ANTEPAR^  SYRUP  ” Piperazine  Citrate,  100  mg.  per  cc. 
‘ANTEPAR^  TABLETS  ■“  Piperazine  Citrate,  250  or  500  mg.,  scored 
^ANTEPAR^  WAFERS  ^ piperazine  Phosphate,  500  mg. 

Literature  available  on  request 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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PRESTIGE 

PRESCRIPTION 

PRODUCTS 


Now,  more  than 
at  any  other 
time 

of  the  year . . . 


WE  ARE  A 


DISTRIBUTOR 


you  need 
a double  check! 

This  is  the  peak  season  for  respiratory  infections,  and 
now  that  the  holiday  merchandising  rush  and  year-end 
inventory  are  past,  a realistic  check  on  department 
stocks  is  vital. 

Ask  our  salesman  to  help  you  accomplish  this  task.  Then 
replenish  your  needs  from  our  complete,  comprehensive 
stock  with  a minimum  of  delay  and  confusion.  For  really 
competent  service,  send  your  orders  to  us. 

BROWN  DRUG  COMPANY 

SIOUX  FALLS,  SOUTH  DAKOTA 


From  August  5 to  August  21,  1958,  the  University  of  Southern  California 
School  of  Medicine  will  hold  a postgraduate  course  in  Honolulu  and  on 
board  the  S.  S.  Matsonia.  The  course  will  center  around  actual  case  his- 
tories, which  will  be  used  to  emphasize  diagnostic  and  therapeutic  features. 

Price  range  from  $382.15  to  $657.25,  plus  tuition  $125.00. 

Information  concerning  this  course  may  be  obtained  from  the  Director 
of  the  Postgraduate  Division,  USC  School  of  Medicine,  2025  Zonal  Avenue, 
Los  Angeles  33,  California. 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


DIRECT  FACTORY  BRANCHES 

MINNEAPOLIS 

808  Nicollet  Ave.  • FEderal  6-1643 
OMAHA 

1617  Dodge  St.  • ATlantic  6049 


RESIDENT  REPRESENTATIVE 

SIOUX  FALLS 
A.  G.  TROSTAD 

2501  S.  Baluvelt  Ave.  • Phone  2-3066 
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A 

TTATW 

L 

jRINh 

SI 

REG.  U.S.  Pat.  off. 


SIGN  OF  GOOD  TASTE 


d.  A.M.A.  i6«:158,1958;  Welsh.A.L.  and  Ede.M. 

‘. . . prompt  remissions  of ...  acute  phctses.” 

with  TARCORTIN 

. dsa«t  

REED  & CARNRICK  / Jersey  City  €,  New  Jersey 


* 


1.  Clyman,  S.- G. : Postgrad.  Med.  :309,  1957. 

2.  Bleiberg,  J.:  J.  M.  Soc.  New  Jersey  55:37,  1956. 

3.  Abrams,  B.  E,  and  Shaw,  C. : Clin.  Med.  3 :839,  1956. 

4.  Welsh,  A.  L.,  and  Ede,  M. : Ohio  State  M.  J.  50  : 837,  1954, 

5.  Bleiberg,  J.:  Am.  Practitioner  5:1404,  1957. 
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THE  MONTH  IN  WASHINGTON 


At  least  for  this  year,  it  appears  that  Con- 
gress will  keep  its  hands  off  tranquilizer  drug 
regulation.  The  issue  was  studied  by  a House 
Government  Operations  Subcommittee  in 
three  days  of  hearings,  where  experts  on 
tranquilizers  testified.  With  few  exceptions, 
they  told  the  subcommittee  they  thought  the 
situation  was  well  in  hand  now  and  that  no 
new  legislation  was  needed. 

The  investigation  grew  out  of  reports  that 
(a)  some  tranquilizer  manufacturers  are  mis- 
leading doctors  in  literature  describing  the 
drugs  and  in  advertisements  in  medical  jour- 
nals, and  (b)  somehow  the  general  public  is 
reading  these  claims  and  prevailing  on  doc- 
tors to  prescribe  the  drugs  when  they  aren’t 
indicated  medically. 

A report,  when  issued  by  the  full  commit- 
tee later  in  the  year,  is  expected  to  point  out 
some  of  the  danger  areas  explored  at  the 
hearings,  but  not  to  make  a strong  demand 


for  further  federal  regulation  in  this  area. 

Dr.  Leo  Bartemeier,  chairman  of  the  Amer- 
ican Medical  Association’s  Council  on  Mental 
Health,  told  the  subcommittee  under  Rep. 
John  Blatnik  (D.,Minn.)  that  he  knows  of  no 
“gross  misrepresentation”  of  the  drugs,  and 
that  it  is  his  understanding  that  the  producers 
subject  the  drugs  to  careful  tests  before  re- 
leasing them  to  the  medical  profession.  Dr. 
Bartemeier  explained  that  the  drugs  are  help- 
ful in  bringing  mental  patients  in  contact 
with  reality,  thus  preparing  them  for  treat- 
ment. . , 

Dr.  Robert  H.  Felix,  head  of  the  National 
Institute  of  Mental  Health,  agreed  that  the 
tranquilizers  are  “a  new  source  of  hope”  for 
patients  and  psychiatrists  alike,  but  he 
pointed  out  that  their  success  actually  high- 
lighted the  acute  shortage  of  trained  psy- 
chiatic  personnel  in  public  mental  hospitals. 
He  said  that  too  many  patients,  after  being 
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made  ready  for  treatment  through  use  of  the 
drugs,  have  to  wait  for  long  periods  until 
overworked  psychiatrists  can  start  their 
treatments. 

Two  other  government  witnesses  also  said 
no  new  legislation  is  needed.  They  were  Dr. 
Albert  H.  Holland,  Jr.,  medical  director  of 
Food  and  Drug  Administration,  and  Com- 
missioner Sigrud  Anderson  of  the  Federal 
Trade  Commission.  They  argued  that  even 
the  most  questionable  wording  does  not  mis- 
lead the  wary  physician,  and  that  there  is  no 
record  in  20  years  of  any  drug  advertisements 
sent  exclusively  to  the  profession  that  carried 
false  or  misleading  claims. 

Dr.  Nathan  Kline,  research  director  for  the 
New  York  State  Department  of  Mental  Hy- 
giene, said  there  may  be  occasional  abuses  or 
“honest  mistakes,”  but  that  they  are  not  fre- 


quent enough  to  justify  new  legislation. 

Dr.  Kline  did  suggest  that  it  might  be  wise 
to  give  Food  and  Drug  Administration  full 
authority  over  policing  of  advertising.  At 
present  FDA  is  responsible  for  checking  on 
claims  on  labels  or  inclosed  literature,  and 
Federal  Trade  Commission  for  checking  ad- 
vertisements. The  advantage  would  lie  in 
FDA’s  authority  to  move  faster  against  pro- 
ducers in  case  of  abuse. 

Among  the  few  who  called  for  new  control 
legislation  was  Dr.  J.  Murray  Steele,  who 
headed  a New  York  Academy  of  Medicine 
study  of  tranquilizer  advertising. 

In  contrast  to  evidence  from  witnesses  be- 
fore the  Blatnik  subcommittee,  Dr.  Steele 
said  a number  of  psychiatrists  had  told  his 
panel  that  the  ads  often  serve  more  to  mis- 
lead than  to  guide  physicians. 


TABLETS  (4  MG.),  ELIXIR’  (2  MG.  PER  5 CC.) 
AND  EXTENTABS®  (12  MGlf 


POTENCY,  UNSURPASSED  THERAPEUTIC  ’ 
INDEX  AND  RELATIVE  SAEETY  MINIMUM 
PROWSINESS  AND  OTHER  SIDE  EEFECTS. 
K H.  ROBINS  CO.,  INC,  RICHMOND,  VIR- 
GINIA. ETHICAL  PHARMACEU-  I PIB J 
MCAES  OF  MERIT  SINCE  1878  I 
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For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


Also  available  as 

PMB-400  (0.4  mg.  "Premarin,"  400  mg.  meprobamate 
in  each  tablet). 


No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  500. 


TMB-200 


"Premarin^^  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 


AYERST  LABORATORIES  • New  York  16,  New  York  • Montreal,  Canada 

"Premarin®”  conjugated  estrogens  (equine)  Meprobamate  licensed  under  U.S.  Pot.  No.  2,724,720 


in  very  special  cases, 
a very  superior  brandy 
specify 


HEItNESjBT 


COGNAC  BRANDY 

84  Proof  j Schteffelin  & Co.,  New  York 


THE  MONTH  IN  WASHINGTON 

A four-day  Washington  conference  of  rep- 
resentatives of  organizations  concerned  with 
nursing  homes  and  homes  for  the  aged  agreed 
on  the  need  for  federal  legislation  to  help  re- 
novate and  build  facilities.  Left  open  was  the 
question  of  whether  aid  should  be  through 
grants  or  mortgage  guarantees.  Surgeon  Gen- 
eral Burney  told  the  group  that  lack  of  good 
nursing  homes  was  keeping  “tens  of  thous- 
ands of  older  patients  in  general  hospitals  for 
prolonged  periods  beyond  the  time  when  they 
need  or  even  can  benefit  from  ‘full-dress’  hos- 
pital services.” 

^ 

Dr.  David  B.  Allman,  AM  A president,  has 
warned  the  country  of  food  faddists  and  diet 
quacks.  Speaking  at  the  National  Food  Con- 
ference, he  said  too  many  people  put  off  see- 
ing a physician  while  accepting  certain  health 
foods,  herb  mixtures  or  “some  other  phony 
remedy.”  AMA  and  Food  and  Drug  Admin- 
istration are  working  on  a program  on  the 
dangers  of  food  quackery.  This  includes  a 
television  film. 
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and  inflammation 

withBUFFERir 

IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Buffeein  helps  re- 
duce pain  and  joint  edema—comfortably. 
Buffeein  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.^) 

No  sodium  aceumulation.  Because  Buffeein  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference:  1.  J.A.M.A.  158:386  (June  4)  1955. 


Bristol-Myers  Company 

19  West  50  St..  New  York  20,  N.  Y 


BUY 
QUALITY 
IN  YOUR 
PRINTING 


An  old  adage  says  "Clothes  make  the  man."  Per- 
haps this  is  not  true  in  a very  strict  sense,  but 
nevertheless  a well-groomed  man  makes  a better 
impression  than  one  who  is  not.  This  same  reason- 
ing may  well  apply  to  the  printed  forms  which 
leave  your  office.  A dignified,  well-printed  state- 
ment or  envelope  can  lend  a great  deal  of  prestige 
to  your  practice.  It  costs  no  more  to  get  QUALITY 
printing  than  poor  printing. 

We've  had  many  years  of  printing  experience  and 
would  like  to  help  you  with  your  printing  require- 
ments. 


MIDWEST-BEACH  COMPANY 

222  South  Phillips  Ave.  • Sioux  Falls,  S.  Dak. 


CORRECTS 
IRON  DEFICIENCY 
AS  IT 

STIMULATES 

APPETITE 


DELICIOUS  CHERRY  FLAVOR 
DESIGNED  TO  APPEAL  TO 
BOTH  CHILDREN  AND  ADULTS 


Supplies  essential  Iron  as  ferric  pyrophos- 
phate, highly  stable,  well-tolerated,  readily 
absorbed ; essential  vitamins  Bi,  Be  and  B12, 
established  as  appetite  stimulants;  essential 
l-Lvsine  for  greater  protein  economy  in  the 
pediatric  diet. 


INCREMIN  Syrup 


Each  teaspoonful  (5  cc.)  contains 

1-Lysine  HCI 

Ferric  Pyrophosphate  (Soluble) . 
Iron  (as  Ferric  Pyrophosphate)  . 
Vitamin  B12  Crystalline  . . . . 
Thiamine  Mononitrate  (Bi) . . . 

Pyridoxine  HCI  (Be) 

Alcohol 


300  mg. 
250  mg. 
30  mg. 
25  mcgm. 
10  mg. 
5 mg. 
0.15% 


Aversgg  dmap  b 1 tMspo 
AvailaS6iiibotHM«r4fl. 


LEDERLe  tlABORATOHiB  DEVWON,  AMERtCAl 


PARTICULARLY 
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C:FET3sr+  O 

(PENTAERYTHRITOL  TETRAN ITRATe)  (sRANO  OF  HYOROXYZINe) 


why  PETN? 


For  cardiac  effect:  petn  is  . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.”^  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two  ? 


NEW  YORK  17.  NEW  YORK 
Division,  Chas.  Pfizer  & Co..  Inc. 


For  greater  therapeutic  success:  In  clinical  trials,  cartrax 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 

1.  Russek,  H.  I.:  Postgrad.  Med.  79:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  cartrax  “10” 
tablets  (10  mg.  PETN  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  cartrax 
“20”  tablets  (20  mg.  PETN  plus  10  rag.  atarax.)  For  convenience, 
write  “cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  petn  preparations  with  caution 
in  glaucoma. 


’Trademark 


iiM# 


(CHLOROTHIAZIDE) 


%n 


EDEMA 


Start  therapy  with  one  or  two  500  mg, 
tablets  of  'DIURIU  once  or  twice  a day. 


BENEFITS; 


• The  only  orally  effective  nonmercurial  agent 
with  diuretic  activity  equivalent  to  that  of  the 
parenteral  mercurials. 

• Excellent  for  initiating  diuresis  and  maintaining 
the  edema-free  state  for  prolonged  periods. 

• Promotes  balanced  excretion  of  sodium  and 
chloride— without  acidosis. 

Any  indication  for  diuresis  is  an  in- 
dication for  'DIURIL': 

Congestive  heart  failure  of  all  degrees  of  severity; 
premenstrual  syndrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema-— nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL* 
(chlorothiazide);  bottles  of  100  and  1,000. 

'diuril'  and  'inversinb'  are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1.  Pa. 


as  simple 
as 
in 


1-2-3 


HYPERnNSION 


1 

2 


INITIATE  'DIURIL'  THERAPY 

•DIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 

ADJUST  DOSAGE  OF  OTHER  AGENTS 

The  dosage  of  other  antihypertensive  medication 
(reserpine,  hydralazine,  etc.)  is  adjusted  as  indi- 
cated by  patient  response.  If  the  patient  is  estab- 
lished on  a ganglionic  blocking  agent  (e.g.,  'IN- 
VERSINE')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  25 
to  50  per  cent.  This  will  reduce  the  serious  side 
effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage. 


BENEFITS: 

• improves  and  simplifies  the  management  of  hypertension 

• markedly  enhances  the  effects  of  antihypertensive  agents 

• reduces  dosage  requirements  for  other  antihypertensive 
agents— often  below  the  level  of  distressing  side  effects 

• smooths  out  blood  pressure  fluctuations 

INDICATIONS:  management  of  hypertension 


Smooth,  more  trouble-free  manage- 
ment of  hypertension  with  'DIURIU 


now... 


unprecedented 

Sulfa 

therapy 


New  authoritative  studies  show  that  Kynex 
dosage  can  be  reduced  even  further  than  that 
recommended  earlier.^  Now,  clinical  evidence 
has  established  that  a single  (0.5  Gm.)  tablet 
maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm. 
(1  tablet)  daily  in  the  usual  patient  for  main- 
tenance of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentra- 
tions within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional 
effectiveness  in  urinary  tract  infections 

• Convenience— the  low  dose  of  0.5  Gm.  (1  tab- 
let) per  day  offers  optimum  convenience  and 
acceptance  to  patients 


NEW  DOSAGE 

The  recommended  adult  dose  is  1 Gm.  (2  tab- 
lets or  4 teaspoonfuls  of  syrup)  the  first  day, 
followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls 
of  syrup)  every  day  thereafter,  or  1 Gm.  every 
other  day  for  mild  to  moderate  infections.  In 
severe  infections  where  prompt,  high  blood 
levels  are  indicated,  the  initial  dose  should  be 
2 Gm.  followed  by  0.5  Gm.  every  24  hours. 
Dosage  in  children,  according  to  weight ; i.e., 
a 40  lb.  child  should  receive  of  the  adult 
dosage.  It  is  recommended  that  these  dosages 
not  be  exceeded. 

Tablets : 

Each  tablet  contains  0.5  Gm.  (7%  grains)  of  sulfamethoxy- 
pyridazine.  Bottles  of  24  and  100  tablets. 

Syrup : 

Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains 
250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 
'Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 


UEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
•Reg.  U.S.  Pal.  Off, 


there’s  pain  and 
inflammation  here, 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis— or  even 
early  rheumatoid 
arthritis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone 

assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid' 

additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate*'®  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  application 
including  the  entire  , 
fibrositis  syndrome  i 
as  well  as  early  or  mild  i 
rheumatoid  arthritis  | 

more  manageable  i 
corticosteroid  dosage ' 

. . . much  less  likelihood  i 
of  treatment-interruptinj 
side  effects'"® 

. . . simple,  flexible  ‘ 

dosage  schedule 


cute  conditions:  Two  or  three 
blets  four  times  daily.  After 
ssired  response  is  obtained, 

•adually  reduce  daily  dosage 
id  then  discontinue, 
jbacute  or  chronic  conditions: 
itially  as  above.  When  satisfactory 
introl  is  obtained,  gradually  reduce 
le  daily  dosage  to  minimum 
fective  maintenance  level.  For  best 
isults  administer  after  meals  and 
bedtime. 

'ecautions;  Because  sigmasen 
intains  prednisone,  the 
nme  precautions  and 
intraindications  observed 
ith  this  steroid  apply  also 
1 the  use  of  sigmagen. 


in  any  case 
it  calis  for 


lorticoid-salicylata  compound tSfalStS 
Composition 

Meticorten®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  Sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  ,1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6,  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 
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respiratory  infections 
gastrointestinal  infections 
genitourinary  infections 
miscellaneous  infections 


immediate 

therapeutic 

response 


use 


Sumycin 

intramuscular 

with  Xylocaine* 


Capsules  (per  capsule)  250  Bottles  of 

16  and  100 


Half  Strength  Capsules  125  Bottles  of 

(per  capsule)  16  and  100 


Suspension  125  60  cc.  bottles 

(per  5 cc.  teaspoonful) 


Pediatric  Drops 
(per  cc.— 20  drops) 


10  cc.  bottles 
with  dropper 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


250  mg.  per  1 dose  vial 
100  mg.  per  1 dose  vial 

■ when  oral  therapy  is  contraindicated  (vomiting,  dysphagia, 
intestinal  obstruction,  gastrointestinal  disorders) 

■ when  the  patient  is  comatose  or  in  shock 

■ postoperatively 

1.  fast  peak  blood  and  tissue  concentrations 

2.  high  cerebrospinal  levels 

3.  for  practical  purposes,  Sumycin  is  sodium-free 

Each  vial  contains  tetracycline  phosphate  complex  equivalent 
to  250  mg.,  or  100  mg.,  of  tetracycline  HCI.  (Note:  250  mg. 
dose  may  produce  more  local  discomfort  than  the  100  mg. 
dose.) 


FLEXIBLE  DOSAGE  FORMS  FOR  CONTINUING  ORAL  THERAPY 


Tetracycline  phosphate 
complex  eqiiiv. 

tetracycline  HCI  (mg.)  Packaging 


for  three  years 
and  more 


for  Rauwiloid  IS  better  tolerated... 
"alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  therapeutic 
efficacy  to  reserpine  in  the  treatment 
of  hypertension,  but  with  significantly 
less  toxicity.” 

Ford,  R.  V.,.and  Moyer,  J.  H.:  Rauwolfia 
Toxicity  in  the  Treatment  of  Hypertension, 
Postgrad.  Med.  23:41  Oan.)  1958. 


any  such  hypertensives 
have  been  on 


No  Tolerance  Development 

Lower  Incidence  of  Depression 


Rauwiloid 

ALSEROXYLON,  2 MG. 


just  two  tablets 
at  bedtime 

After  full  effect 
one  tablet  suffices 


For  gratifying  Rauwolfia  response 
virtually  free  from  side  actions 

— ^ — 

When  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

^ alseroxylcHi  T ond  aikayervir  3 mg. 

for  moderate  to  severe  hypertension. 

‘ Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethoniuin 

alseroxylon  1 mg.  and  hexomethonium  chloride  dihydrofe  250  mg. 

in  severe,  otherwise  intractable  hypertension. 

Initial  dose  V2  tablet  q.i.d. 

, Both  combinations  in  convenient  single-tablet  form. 


in  G.l.  disorders 

‘Compazine’  controls  tension 
—often  brings  complete  relief 

In  such  conditions  as  gastritis,  pylor- 
ospasm,  peptic  ulcer  and  spastic 
colitis,  ‘Compazine’  not  only  re- 
lieves anxiety  and  tension,  but  also 
controls  the  nausea  and  vomiting 
which  often  complicate  these 
disorders. 

Physicians  who  have  used  ‘Com- 
pazine’ in  gastrointestinal  disorders 
— often  in  chronic,  unresponsive 
cases — have  had  gratifying  results 
(87%  favorable). 

Compazine 

the  tranquilizer  and  antiemetic 
remarkable  for  its  freedom  from 
drowsiness  and  depressing  effect 

Available:  Tablets,  Ampuls,  Multi- 
ple dose  vials,  Spansule®  sustained 
release  capsules.  Syrup  and  Sup- 
positories. 


■JtT.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 


Smith  Kline  & French  Laboratories,  Philadelphia 


QUALITY/  R£$t*«CH  mitCHITY 

Therapy  which  includes 

ULTRAN 

(Phenaglycodol,  Lilly) 

improves  71%  of  patients 
with  psychosomatic  illnesses 

300-mg.  pulvules;  usually  1 t.i.d. 

ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA, 

lharmaceutical  Convention— Brookings— June  22, 23, 24, 25 


THIS  S-YEAR  STUDY  SHOWS... 
CONTINUED  EFFICACY 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

Recent  reports  comparing  the  effectiveness  of  various  antibiotics  against 
commonly  encountered  pathogens  indicate  that  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  has  maintained  its  high  degree  of  effective- 
nessd'®  It  is  still  highly  active  against  many  strains  of  staphylococci,^'® 
streptococci,-’’^  pneumococci,^  and  gram-negative^  organisms. 


CHLOROMYCETIN  is  a potent  therapeutic  agent,  and  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or 
for  minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 


REFERENCES:  (1)  Roy,  T.  E.;  Collins,  A.  M.;  Craig,  G.,  & Duncan,  I.  B.  R.:  Canad.  M.A.J. 
77:844  (Nov.  1)  1957.  (2)  Schneierson,  S.  S.  /.  Mount  Sinai  Hasp.  25:52  (Jan.-Feb.)  1958.  (3)  Koch,  R., 
& Donnell,  G.:  California  Med.  87:313,  1957.  (4)  Waisbren,  B.  A.,  & Strelitzer,  C.  L.:  A Five-Year 
Study  of  the  Antibiotic  Sensitivities  and  Cross  Resistances  of  Staphylococci  in  a General  Hospital,  paper 
presented  at  Fifth  Ann.  Symp.  on  Antibiotics,  Washington,  D.  C.,  Oct.  2-4,  1957.  (5)  Doniger,  D.  E.,  & 
Parenteau,  Sr.  C.  M.:  /.  Maine  M.  A.  48:120,  1957.  (6)  Royer,  A.:  Changes  in  Resistance  to  Various 
Antibiotics  of  Staphylococci  and  Other  Microbes,  paper  presented  at  Fifth  Ann.  Symp.  on  Antibiotics, 
Washington,  D.  C.,  Oct.  2-4,  1957.  (7)  Hasenclever,  H.  E:  J.  Iowa  M.  Soc.  47:136,  1957.  (8)  Josephson, 
J.  E.,  & Butler,  R.  W:  Canad.  M.A.J.  77:567  (Sept.  15)  1957.  (9)  Rhoads,  E S.:  Postgrad.  Med.  21:563. 
1957.  (10)  Holloway,  W.  J.,  & Scott,  E.  G.:  Delaware  M.  J.  29:159,  1957. 
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IN  VITRO  SENSITIVITY  OF  FOUR  COMMON  PATHOGENS 
TO  CHLOROMYCETIN  FROM  1952  TO  1956^ 

STAPHYLOCOCCUS  PYOGENES 


1956  (518  STRAINS] 
1955  (1,249  STRAINS) 
1954  (749  STRAINS) 
1953  (455  STRAINS) 

1952  (296  STRAINS) 


96% 

94% 

98% 

99% 

96% 


ESCHERICHIA  COLI 


1956  (91  STRAINS) 

1955  (128  STRAINS) 
1954  (106  STRAINS) 
1953  (67  STRAINS) 

1952  (66  STRAINS) 


99% 

99% 

98% 

1100% 

99% 


PROTEUS  MIRABILIS 


1956  (46  STRAINS) 

1955  (72  STRAINS) 

1954  (36  STRAINS) 

1953  (39  STRAINS) 

1952  (14  STRAINS) 


PSEUDOMONAS  AERUGINOSA 


1956  (55  STRAINS) 

1955  (113  STRAINS) 

1954  (102  STRAINS) 

1953  (78  STRAINS) 

1952  (51  STRAINS) 


89% 

97% 

86% 

90% 

64% 


38% 

25% 

15% 

17% 

29% 
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♦Adapted  from  Roy  and  others.^ 


I0SS6-A 


THE  SOUTH  DAKOTA 


JOURNAL  OF  MEDICINE 

AND 

PHARMACY 

JOURNAL  OF  THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION. 
THE  SOUTH  DAKOTA  PHARMACEUTICAL  ASSOCIATION  AND 
THE  SIOUX  VALLEY  MEDICAL  ASSOCIATION 


Volume  XI  May  19S8  Number  5 


CONTENTS 

MEDICAL  SECTION 

A Study  of  Fourteen  Cases  of  Pulmonary  Hyaline  Membrane  Disease  . . 171 

F.  D.  Leigh,  M.D.,  Huron,  South  Dakota 

Mesenteric  Vascular  Occlusion 175 

Roy  E.  Jernstrom,  M.D.,  Rapid  City,  South  Dakota 

Delayed  Post-Partum  Hemorrhage 178 

Leonard  P.  Heath,  M.D.,  Detroit,  Michigan 

Some  Common  Problems  In  Gynecology 184 

John  H.  Moore,  M.D.,  Grand  Forks,  North  Dakota 

President’s  Page 187 

M.  M.  Morrissey,  M.D.,  Pierre,  South  Dakota 

Editorial  Page 188 

Medical  Library  Bookshelf 189 

This  is  Your  Medical  Association 191 

PHARMACY  SECTION 

Prescribing  Supplements  of  Dietary  Fluorides  196 

Council  on  Dental  Therapeutics,  American  Dental  Association 

The  Prescription  Pharmacist  Today  198 

Wallace  Croatman  and  Paul  Sheatsley,  New  York  City,  N.  Y. 

Editorial  Page 200 

Recent  Pharmaceutical  Specialties 202 

Pharmacy  News  206 


Entered  as  second-class  matter  January  22,  1948  at  the  post  office  at  Sioux  Falls,  South  Dakota 

under  the  act  of  August  24,  1912 

Published  monthly  by  the  South  Dakota  Medical  Association,  Publication  Office 
300  First  National  Bank  Building,  Sioux  Falls,  South  Dakota 


“Nocturia  and  orthopnea  have  disappeared  since  he’s 
on  NEOHYDRIN— and  he’s  edema-free  when  he 
wakes  in  the  morning.” 


oral 

organomercurial  tablet 
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New. . . 

meprobamate 

prolonged 

release 

capsules 


Evenly  sustain  relaxation  of  mind  and  muscle  'round  the  clock 


Meprospan* 

MEPROBAMATE  IN  PROLONGED  RELEASE  CAPSULES 

• maintains  constant  level  of  relaxation 

■ minimizes  the  possibility  of  side  effects 

■ simplifies  patient’s  dosage  schedule 

Dosage:  Two  Meprospan  capsules  q.  12  h- 
Supptied : Bottles  of  30  capsules. 

Each  capsule  contains : 

Meprobamate  (Wallace)  200  mg.* 

2*methyl-2-n-propyM,3”propanediol  dicarbamate 

Literature  and  samples  on  request, 

* JR  WALLACE  hABORATO'Rl'ES,  New  Brunswick,  N,  J, 

*TftADg*MAftR  CME-6S9a*4a 


SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because  (+) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (+)  it  lowers  gas- 
tric secretion  while  ittranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  ATARAX  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  ATARAX  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 


Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied:  10, 25  and  100  mg-,  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 


COMPREHENSIVE  VAGINITIS  REGIMEN 


Powder  Insufflation  Tablet  Insertion 


Floraquiif  Rebuilds  the  Defense 
Mechanism  in  Vaginitis 

Combined  office  and  home  treatment  with  Floraquin 
provides  a comprehensive  regimen  which  encourages  restoration 
of  the  normal  “acid  barrier”  to  pathogenic  infection. 


Vaginal  secretions  normally  show  a high 
degree  of  protective  acidity  (pH  3.8  to  4.4). 
When  this  “acid  barrier”  is  disturbed,  growth 
of  benign  Doderlein  bacihi  is  inhibited  and 
that  of  pathogens  encouraged.  Floraquin  not 
only  provides  an  effective  protozoacide  and 
fungicide  (Diodoquin®)  destructive  to  path- 
ogenic trichomonads  and  yeast,  but  also 
furnishes  sugar  and  boric  acid  for  reestab- 
lishment of  the  normal  vaginal  acidity  and 
regrowth  of  the  normal  protective  flora. 
Suggested  Office  Floraquin  Insufflation 

. . the  vagina  is  treated  daily  by  swab- 
bing with  green  soap  and  water,  drying  and 
insufflation  of  Floraquin  powder.”* 


Suggested  Home  Floraquin  Treatment 

“The  patient  is  also  issued  a prescription 
for  Floraquin  vaginal  suppositories  which 
she  is  instructed  to  insert  high  into  the  vagina 
each  evening.  On  the  morning  following  each 
application  of  these  suppositories,  the  patient 
should  take  a vinegar  water  douche. . . .”* 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  Floraquin  tablets.  G.D.  Searle 
& Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 


*Williamson,  I’.:  Trichomonad  Infestation,  M.  Times  84:929 
(Sept.)  1956. 
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-Pierre 


-Rapid  City 
Huron 


Magni  Davidson,  M.D. 


Grievance  Committee 

L.  J.  Pankow,  M.D.,  Chr.  (1962) 

R.  E.  Jernstrom,  M.D.  (1958) 

D.  A.  Gregory,  M.D.  (1959)  . 

A.  W.  Spiry,  M.D.  (1960) 


-Watertown 
- Marion 
-Brookings 


D.  S.  Baughman,  M.D.  (1961) 


Mental  Health 

George  Smith,  M.D.,  Chr.  (1960)  

E.  S.  Watson,  M.D.  (1958)  

Clark  Johnson,  M.D.  (1958) 

R.  C.  Knowles,  M.D.  (1959) 


H.  E.  Davidson,  M.D.  (1959) 
C.  G.  Baker,  M.D.  (1960) 


Benevolent  Fund 

W.  E.  Donahoe,  M.D.,  Chr.  (1960)  

J.  C.  Hagin,  M.D.  (1958) 

F.  C.  Totten,  M.D.  (1959) 


Rheumatic  Fever  and  Heart  Disease 

J.  Argabrite,  M.D.,  Chr.  (1958) 

B.  T.  Lenz,  M.D.  (1959) 


H.  W.  Farrell,  M.D.  (1960) 


SPECIAL  COMMITTEES 


Radio  Broadcasts  and  Telecasts  Committee 


J.  J.  Stransky,  M.D.,  Chr. 

J.  P.  Steele,  M.D.  

J.  C.  Rodine,  M.D.  

Robert  Olson,  M.D.  

Wm.  Fritz,  M.D.  

F.  D.  Leigh,  M.D.  

S.  B.  Simon,  M.D.  

H.  L.  Ahrlin,  M.D. 


American  Medical 
Education  Foundation 

A.  P.  Reding,  M.D.,  Chr. 

A.  A.  Lampert,  M.D.  

O.  J.  Mabee,  M.D.  

H.  L.  Saylor,  Jr.,  M.D. 

S.  F.  Sherrill,  M.D 


R.  G.  Mayer,  M.D.  _ 

G.  S.  Paulson,  M.D.  .. 
Harold  Lowe,  M.D.  .. 

H.  R.  Wold,  M.D.  — . 


Editorial 
(Deceased)  . 


R.  E.  Van  Demark,  M.D. 

T.  W.  Reul,  M.D. 

Mary  Price,  M.D. 


Amos  Michael,  M.D. 
M.  L.  Spain,  M.D. 


F.  F.  Pfister,  M.D. 


Medical  Licensure 


Magni  Davidson,  M.D. 
C.  E.  Kemper,  M.D. 


Veterans  Administration  and  Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr 

M.  R.  Gelber,  M.D.  

G.  H.  Steele,  M.D. 

T.  J.  Billion,  M.D. 


Viborg 


T.  E.  Eyres,  M.D. 


Spafford  Memorial  Fund 


Prepayment  and  Insurance  Plans 

C.  J.  McDonald,  M.D.,  Chr. 

D.  H.  Breit,  M.D. 

Paul  Hohm,  M.D. 


E.  A.  Johnson,  M.D.  . 
A.  A.  Lampert,  M.D. 
Robert  Monk,  M.D.  „ 
T.  H.  Sattler,  M.D. 


Rural  Medical  Service 

A.  P.  Peeke,  M.D.,  Chr. 

G.  J.  Bloemendaal,  M.D.  

E.  F.  Kalda,  M.D.  


Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr. 

C.  L.  Vogele,  M.D.  

G.  F.  Gryte,  M.D. 


Workmen’s  Compensation 

J.  N.  Hamm,  M.D.,  Chr. 

H.  R.  Lewis,  M.D. 

R.  Giebink,  M.D 


W.  A.  Geib,  M.D.,  Chr. 
R.  L.  Carefoot,  M.D. 

A.  K.  Myrabo,  M.D. 


Blood  Banks 


Rehabilitation  Committee 

R.  E.  Van  Demark,  M.D.,  Chr.  

Paul  Bunker,  M.D. 

W.  A.  Dawley,  M.D. 

H.  L.  Ahrlin,  M.D. 


Mary  Schmidt,  M.D. 


Press  Radio  Committee 

R.  E.  Jernstrom,  M.D.,  Chr.  

E.  A.  Rudolph,  M.D. 

Steve  Brzica,  M.D. 


Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr. 

A.  P.  Peeke,  M.D. 


H.  Russell  Brown,  M.D. 
R.  A.  Boyce,  M.D. 


P.  V.  McCarthy,  M.D.  ... 

E.  J.  Perry,  M.D.  

R.  F.  Hubner,  M.D. 


C.  A.  Johnson,  M.D. 


(Continued  on  Page  82) 


-Sioux  Falls 
-Rapid  City 
. Milbank 


-Mobridge 
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-Sioux  Falls 

Brookings 

-Yankton 


-Sioux  Falls 
-Lead 


-Yankton 


-Sioux  Falls 
-Miller 


-Lemmon 


-Watertown 
Huron 


-Sioux  Falls 


-Watertown 

-Yankton 


. Aberdeen 


-Sioux  Falls 

JVIitchell 

Huron 

Pierre 


..Rapid  City 


. Marion 


-Rapid  City 

Mitchell 

Huron 


-Belle  Fourche 


-Aberdeen 


-Rapid  City 
-Mobridge 


. ..  Madison 


-Sioux  Falls 
—Watertown 
Armour 


. Pierre 


Aberdeen 

Aberdeen 


Sioux  Falls 


..Vermillion 


-Sioux  Falls 
. Sioux  Falls 
. Huron 


. Milbank 


-Rapid  City 

Yankton 

Yankton 


-Volga 


-Ipswich 
Platte 


. Madison 


-Aberdeen 
Huron 


. Sturgis 


-Mitchell 


-Sioux  Falls 


-Rapid  City 
Huron 


-Sioux  Falls 


-Sioux  Falls 
Aberdeen 


-Rapid  City 
-Rapid  City 
-Watertown 


-Rapid  City 
Aberdeen 


-Sioux  Falls 


-Huron 

-Volga 


-Watertown 
. Rapid  City 

Aberdeen 

Redfield 

Yankton 

Lemmon 
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And  may  we 
suggest  a 
glass  of 
beer  to 
increase  the 
fluid  intake? 


Bulk — rough  or  gentle — 
makes  the  Regularity”  diet  work! 


The  Regularity”  Diet 


• Fruits  and  vegetables,  raw  or  cooked,  are 
high  in  cellulose.  Oranges  and  apples,  beets  and 
carrots  also  provide  pectin  which  absorbs  more 
fluid  to  form  especially  smooth  bulk. 

Whole  grains  contain  cellulose  and  Vitamin  B 
Complex  as  well.  Lots  of  liquid  is  important  to 
make  the  cellulose  bulky — about  8 to  10  glasses 
a day.  And  some  of  it  might  be  beer.* 


For  appetite  appeal  your  patient  can  team  apples 
with  dates.  Raisins  or  fresh  cranberries  make  a 
tasty  surprise  in  oatmeal  muffins. 

When  your  patient  makes  these  bulk- 
producing  foods  appetizing,  he’s  likely  to  in- 
clude them  in  his  regular  diet. 

*An  8-oz.  glass  of  beer  supplies  about  H the  minimum  require- 
ment of  Niacin  as  well  as  smaller  amounts  of  other  B Complex 
vitamins.  (Average  of  American  beers) 


United  States  Brewers  Foundation 

Beer — America ’s  Beverage  of  Moderation 


If  you’d  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 


References;  i.  Council  on  Drugs, 

J.A.M  A.  16G-«,  1958.  2.  Pulaski,  E.  3.:  Prac- 
titioner } 79. 465.  1957.  3.  Cconk,  G.  A.,  and 
N.tiimann,  D.  F.:  Airt.  Med.  & Clin.  Thw.  \ 
4:166,  1957.  4.  Kaplan,  M.  A..  Dickigon,  B.  1.., 
Hubei,  K,  A.,  and  Buckwa'tcr,  F,  1!  Ibid 
4.99,  1957.  5.  Pri-tot,  At.  Shidtovsky,  B.  A.;  ’ 
and  Fcli^.  A.  J.:  Ibid.  4:287.  1957.  6.  Pulaski,  ..? 
E.  J.,  and  Isok  inc.  R.  K ■ Ibid  4*408,  lOt?. 

7.  Putnam,  L.  E.:  Ibid.  4:470,  19S7  a Ri  n, 

C.  R,  and  Fleischmajer,  R.;  Ibid.  4 477,  1957 
9.  Welch,  11.,  Lewis,  C,  N.,  .Stafla,  A.  W.,  and  " 
Wright,  W.  W.:  Ibid.  4:215,  1957.  10.  Cronk,-. 
G A , Naumann,  I>.  E.,  .md  Caiton,  K.:  Anti-  ** 
biotics  Annual,  1957-8,  ed  by  H Wrlth  and  .Ji 


) RimmiR  ABOUT 


THE  ORIGINAL  TETRACYCLINE  PHOSPHATE  COMPLEX 


U.S.  PAT.  NO.  2.7ei.e0» 


Tetrex  requires  no  "acflvafing  addifive' 


— it  is  purely  tetracycline  phosphate  complex,  with  an  inherent, 
chemically  unique  property  of  being  rapidly  and  efficiently 
absorbed. 


Each  Tetrex  Capsule  contains: 

Active  ingredient:  TETRACYCLINE  PHOSPHATE  COMPLEX,  250  mg. 

Excipient:  Lactose  q.  S.  (tetracycline  HCl  activity) 


Tetrex  produces  "peak  high"  tetracyciine 
serum  leveis 

— over  5000  human  blood  determinations  after  oral  or  intramus- 

cular  administration  have  consistently  demonstrated  fast,  high, 

prolonged  serum  levels  in  patients  of  all 

I 3 y Tetrex  has  an  impressive  documented 
^ record  of  ciinicai  effectiveness 


— more  than  170  million  doses  of  tetracycline  phosphate  com- 
plex in  1957,  with  5 published  clinical  reports  by  9 investigators 
on  826  patients. Clinical  evaluation:  “should  probably 
be  considered  an  improvement  over,  and  an  ultimate  replace- 
ment for,  the  older  tetracycline  hydrochloride.”*® 


BRISTOL.  LABORATORIES  INC.,  Syracuse,  New  York 
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Combines  Achromycin  V with  Nystatin 


SUPPLIED: 

CAPSULES  contain  250  mg.  tetracycline  HCl 
equivalent  (phosphate-buffered)  and  250,000 
units  Nystatin.  ORAL  SUSPENSION  (cherry- 
mint  flavored)  Each  5 cc.  teaspoonful  contains 
125  mg.  tetracycline  HCl  equivalent  (phos- 
phate-buffered) and  125,000  units  Nystatin. 

DOSACE: 

Basic  oral  dosage  (6-7  mg.  per  lb.  body  weight 
per  day)  in  the  average  adult  is  4 capsules  or 
8 tsp.  of  Achkostatin  V per  day,  equivalent 
to  1 Gm.  of  Achromycin  V. 


KI' 


Achrostatin  V combines  AcHROMYciNt  V 
. . . the  new  rapid-acting  oral  form  of  AcHROMYCiNt 
Tetracycline . . . noted  for  its  outstanding 
effectiveness  against  more  than  50  different  infections 
...  and  Nystatin  . . . the  antifungal  specific. 
Achrostatin  V provides  particularly  effective 
therapy  for  those  patients  prone  ^ 
to  mondial  overgrowth  during  a protracted  course 
of  antibiotic  treatment. 


mmm 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER  N Y 
♦Trademark  tReg.U.  S.  Pat.  Off. 
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WRT 


"He  couldn't 


"But  Doctor 


some  nice 

pills  —and 


"Dad  said 
we'd  play 
■ball  again 
tomorrow 
when  he 
comes  home’ 


HI2  FACK  REAL  BAP 


FOR  PAIN 

Percodan 

(Salts  of  Dihydrohydroxycodeinone  HTARI  PTQ 
amd  Horn, atropine,  plus  APC)  I i ^ 

ACTS  PASTER... 

usually  within  5-15  minutes 

LASTS  LONGER  .. . 

usually  for  6 hours  or  more 

MORE  THOROUGH  RELIEF... 

permits  uninterrupted  sleep  through  the  night 

RARELY  CONSTIPATES  . . . 

excellent  for  chronic  or  bedridden  patients 


• • N E V\A 


VERSATILE 

New  “demi”  strength  permits  dosage  flexibility  to  meet 
each  patient’s  specific  needs.  Percodan-Demi  provides 
the  Percodan  formula  with  one-half  the  amount  of  salts 
of  dihydrohydroxycodeinone  and  homatropine. 


AVERAGE  ADULT  DOSE;  1 tablet  every  6 hours.  May 
be  habit-forming.  Available  through  all  pharmacies.  || 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxyco- 
deinone hydrochloride,  0.38  mg.  dihydrohydroxycodeinone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224*  mg. 
acetylsalicylic  acid,  160  mg.  phenacetin,  and  32  mg.  caffeine. 


tfxU 


ENDO  LABORATORIES 

Richmond  Hill  18,  NewYork  ' 

\ 


AND  THE  PAIN 


’U.S.  Pat.  2,628,185 
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For  Speedier  Return  to  Normal  Nutritio  n 


and  the  Medically  Acceptable 
Reducing  Diet 

In  any  medically  acceptable  reducing  diet  prescribed  today, 

meat  can  serve  as  an  important  nutritional  component. 

Curtailment  of  the  daily  calorie  allowance  must  not  deny 
the  patient  the  protein,  vitamins,  and  minerals  required  for 
good  nutritional  health.  Fad  diets  which  eliminate  certain 
basic  foods  can  hardly  be  considered  medically  acceptable. 

Calorie  for  calorie,  no  other  commonly  eaten  food  supplies 
the  quality  and  quantity  of  protein  which  lean  meat  pro- 
vides. Its  B vitamins  and  minerals  are  needed  daily,  regard- 
less of  calorie  restrictions. 

Even  when  coexistent  pathological  conditions  require  that 
the  calorie-reduced  diet  be  further  limited  to  foods  low  in 
fiber  or  in  sodium,  meat  fills  the  same  important  place  in 
each  day’s  food  allowance.  The  fat  content  of  lean  meat  is 
relatively  low,  and  meat  can  be  prepared  in  various  ways, 
as  called  for  by  almost  every  special  diet. 

In  any  diet  which  must  deviate  from  accustomed  eating 
habits,  the  taste  appeal  of  meat  makes  it  easier  for  the  patient 
to  adhere  to  the  restrictions  imposed. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 


Each  double-layered  Entozyme 

tablet  contains: 

Pepsin,  N.F. 250  mg. 

— released  in  the  stomach  from 
gastric-soluble  outer  coating 
of  tablet. 

Pancreatin,  U.S.R 300  mg. 

Bile  Salts  ,,  150  mg, 

—released  in  the  small  intestine 

from  enteric-coated  inner 
core. 

A.  H.  ROBINS  CO.,  INC, 

Richmond  20,  Virginia 

Bihital  Pharmaceuticals  of  Merit  since  1878 


As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
ful in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances. 


comprehensive  digestive  enzyme  replacement^ 


ENTOZYME’S 
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of  infant  feeding 


Standard  formulas  for  WELL  INFANTS 

Since  age,  _ appetite  and  digestive  capacity 
vary,  hospital  practice  favors  an  individual- 
ized formula  for  each  infant. 

The  total  daily  feeding  usually  amounts  to  2 
ounces  of  milk  per  pound  of  body  weight,  plus 
1 ounce  of  Karo  Syrup  with  enough  water  to 
satisfy  fluid  requirements. 

The  newborn  usually  takes  from  2 to  3 ounces 
of  formula  per  feeding;  the  very  young  infant, 
4 to  5 ounces— the  daily  quota  yielding  over 
50  calories  for  each  pound  the  infant  weighs. 
The  quantity  per  feeding  should  not  exceed 
8 ounces. 

Newborns  are  fed  at  3 to  4 hour  intervals 
throughout  the  24-houT  period— the  2 or  3 
A.M.  feeding  is  discontinued  after  the  neo- 
natal period.  In  the  third  or  fourth  month  the 
10  or  12  P.M.  feeding  is  discontinued,  once 
the  infant  fails  to  awaken  for  the  bottle. 
Standard  but  individualized  formulas  which 
constitute  the  hospital  infant  feeding  regimen 
are  shown  here. 

WHOLE  MILK  FORMULAS 


Age 

Cow’s  Milk 

Water 

KARO 

Feeding 

Feedings 

Total 

Months 

Fluid  02. 

Dz. 

Tbsp. 

Oz. 

In  24  Mrs. 

Calories 

Birth 

10 

10 

2 

3 

6 

320 

1 

12 

13 

21/2 

4 

S 

390 

2 

15 

13 

3 

41/2 

6 

480 

3 

17 

9 

3 

5 

5 

520 

4 

20 

11 

31/2 

6 

5 

610 

5 

23 

11 

4 

6V2 

5 

700 

6 

26 

10 

4 

7 

5 

760 

EVAPORATED  MILK  FORMULAS 

Evan. 

Each 

Age 

Milk 

Water 

KARO 

Feeding 

Feedings 

Total 

Months 

Fluid  Oz. 

Oz. 

Tbsp. 

Oz. 

In  24  Hrs. 

Calories 

Birth 

6 

12 

2 

3 

6 

380 

1 

8 

16 

3 

4 

6 

532 

2 

9 

14 

3 

41/2 

5 

576 

3 

10 

15 

31/2 

5 

5 

650 

4 

12 

18 

4 

6 

5 

768 

5 

12 

21 

4 

61/2 

5 

768 

6 

13 

22 

4 

7 

5 

768 

ADVANTAGES  OF  KARO®  IN  INFANT  FEEDING 

Composition:  Karo  Syrup  is  a 
superior  dextrin-maltose-dextrose 
mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rap- 
idly transformed  into  dextrose  which 
requires  no  digestion. 

Concentration:  Volume  for  vol- 
ume Karo  Syrup  furnishes  twice  as 
many  calories  as  similar  milk  modi- 
fiers in  powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and 
devoid  of  pathogenic  organisms. 

Low  Cost:  Karo  Syrup  costs  1/5 
as  much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians— Bo ov.  of 
Infant  Feeding  Formulas  with  con- 
venient schedule  pads.  Write: 

Medical  Division 

C0RH  PR0OUGTS  REFINING  eOMPANY 
*♦•■*♦*  1 7 Battery  Place,  New  York  U,  N.  Y. 
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IN  ALL  DIARRHEAS . . . REGARDLESS  DF  ETIOLOGY 

CREMOMYCIN 


comprehensive  control 

with 


SULFASUXIDINE*  PECTIN-KAOL IN-NEOM YCIN  SUSPENSION 


SOOTHING  ACTION . . . Kaolin  and  pectin  coat  and  soothe  the  inflamed  mucosa,  ad- 
sorb toxins  and  help  reduce  intestinal  hypermotility. 

BROAD  THERAPY . . . The  combined  antibacterial  effectiveness  of  neomycin  and 
Sulfasuxidine  is  concentrated  in  the  bowel  since  the  absorption  of  both  agents 
is  negligible. 

LOCAL  IRRITATION  IS  REDUCED  and  control  is  instituted  against  spread  of  infective 
organisms  and  loss  of  body  fluid. 


PALATABLE  creamy  pink,  fruit-flavored  CREMOMYCIN  is  pleasant  tasting,  readily 
accepted  by  patients  of  all  ages.  _ 

* SuKasuxidine  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHIUDELPHIA  1,  PA. 


i 
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See  anybody  here  you  know,  Doctor? 


Fm  just  too  much 


:^||mAMPLUS 


© 


for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


I’m  too  little 


STIMAVITE 


stimulates  appetite  and  growth 

vitamins  Bi,  Be,  B12,  C and  L-lysine 


Fm  simply  two 


OBRON® 

a nutritional  buildup  for  the  OB  patient 

OBRON® 

HEMATINIC 

when  anemia  complicates  pregnancy 


And  I’m  getting  brittle 


NEOBON^ 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 
Fll  never  make  it  up 


ROETINIC® 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA^  PLUS 

when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


{Prescription  information  on  request) 


New  York  17,  New  York 
Division.  Chas.  Pfizer  & Co.,  Inc. 
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How  +o  "f  rl etn d s 


Bottle  of  48  tablets  (134  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COIVIFANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 


The  Best  I'astLFig 
Aspirin  you  cun  prescribe. 

The  Flavor  Remains  Stable 
down  to  the  last  tablet. 
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N0W...A  NEW  TREATMENT 


'Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory  ” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


Cardilate’  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 
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1 , Recurrent  joint  pain  followed  by 
long  periods  of  complete  remis- 
sion. (Percentages  refer  to  inci- 
dence.) 


3i  Elevated  serum  uric  acid  levels. 


2 • Enlargement  of  bursae  such  as  in 
this  case  involving  the  olecranon 
bursa. 


4i  Colchicine  test:  full  dose  (0.5 
mg.)  every  1 to  2 hours  until  pain 
is  relieved  or  nausea,  vomiting  or 
diarrhea  occur.  The  test  requires 
usually  8 to  16  doses.  Pain  relief 
is  highly  indicative  of  gout. 


FROM  THESE  FINDINGS... SUSPECT  GOUT; 


^BENEMID 

PROBENECID 

A SPECIFIC  FOR  GOUT 


Once  findings  point  to  gout,  long-term  management  can  be  started 
with  Benemid.  This  effective  uricosuric  agent  has  these  unique 
benefits: 


• Urinary  excretion  of  uric  acid  is  approximately  doubled. 

• Serum  uric  acid  levels  are  reduced. 

• Uric  acid  deposits  (tophi)  in  tissues  are  mobilized. 

• Formation  of  new  tophi  can  often  be  prevented. 

• Fewer  attacks  and  severity  is  reduced. 

RECOMMENDED  DOSABE:  0.25  Gm.  (%  tablet)  twice  daily  for 


one  week  followed  by  1 Gm.  (2  tablets)  daily  in  divided  doses. 
Benemid  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1,  PA. 
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,t.__  I_  .u.  antibacterial  activity  than  was  observed  in  their  ab- 


s base  or  the  hydrochloride  alone.  In  addition,  the 
average  levels  derived  from  the  tetracycline  base  or 
the  chlortetracycline  base  were  higher  than  those  pro- 
duced by  the  corresponding  hydrochloride  though 
^ lower  than  those  resulting  from  the  mixture  contain- 
i i’ng  the  base  and  sodium  metaphosphate.  In  the  study 
with  chlortetracycline**  capsules  containing  a mixture 
of  the  hydrochloride  and  sodium  metaphosphate  were 
also  included  in  the  crossover,  and  the  average  levels 
produced  by  these  capsules  were  the  same  as  with  the 
mixture  of  chlortetracycline  base  with  sodium  meta- 
phosphate. 

Although  the  enhancement  of  blood  levels  of  tetra- 
cycline by  phosphate,  either  complexed  to  the  tetra- 
cycline or  mixed  with  the  base  or  the  hydrochloride, 
thus  seemed  fairly  well  established,  some  doubts  still 
remained  because  certain  reliable  obseivers  (includ- 
ing many  whose  results  have  not  been  published) 
failed  to  confirm  the  findings  with  the  materials  and 
methods  they  used.  Furtlier  confusion  seemed  to  be 
added  by  a subsequent  report  of  Welch  et  al.,^  who, 
in  repeating  a crossover,,^tudy  with  capsules  of 
cycUne  phosphate  complex  and  tetracycline  ,,h"dx:e 
chloride  with  and  witho|^ 
phate,; 


Oil  and  sorbitol  did  not  interfere  svith  tetra- 
cycline absorption. 

Dicalcium  phosphate  is  widely  used  as  a filler  in 
various  capsules,  including  those  of  the  tetracyclines. 
The  authors  cite  a large  number  of  other  studies  that 
implicate  the  presence  of  calcium  ions  as  tire  cause  of 
the  reduced  absorption  of  tetracyclines  and  show  that 
citric  acid  can  partially  neutralize  this  effect.  The 
depressing  effect  of  food  on  the  scrum  levels  of  tetra- 
cycline is  likewise  explained  by  the  goodly  amount  of 
minerals  contained  in  commercial  laboratory  diets, 
and  they  postulate  that  the  multivalent  cations  may 
be  responsible  for  the  poorer  absorption  of  the  drug. 
The  authors  could  not  explain  the  failure  of  citric, 
acid  to  enhance  serum  concentrations  when  admin- 
istered with  tetracycline  base  in  contrast  to  hs  marked 
effect  when  given  as  the  hydrochloride.  However, 
they  hypothesized  that  the  ability  of  citric  acid  -to 
enhance  serum  levels  of  tetrac ' 
ability  to  form  copple*^'*" 
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Editorial. 

The  New  England  Journal  of  Medicine. 
258:97-99,  (January  9)  1958. 


:ast  m^fiSfied  paper  of 
St  a!,’’  indicates  that  in  their  study  .the  capsules 
letracycline  hydrochloride,  chlortetracycline  hydro- 
chloride and  tetracycline  phosphate  complex  all  con- 
tained dicalcium  phosphate  as  a filler,  whereas  the 
capsules  containing  citric  acid  and  sodium  hexaraeta- 
phosphate  did  not  contain  any  dicalcium  phosphate. 
This  could  clearly  explain  the  discrepancies  noted  in 
that  study.  Likewise,  the  inconsistencies  in  othe' 
studies  may  very  well  hav^Js^en  due.an  tbe  - 
of  calcium  as  fillers  in  soy 
’'thers.  ^ 

however^ ' 


ACHROMYCIN*V 

TETRACYCLINE  MCI  BUFFERED  WITH  CITRIC  ACID 

is  tetracycline  and  citric  acid 
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Neomycin,  10  Gm.  tube.s. 
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BY  ALL  DERMATOLOGISTS 


A TOPICAL  “METI'  STEROID  PREPARATION  FREE 
FROM  UNWANTED  SENSITIZATION  POTENTIAL 


NAME 


METI-DERM’CREAM  0.5% 


DESCRIPTION 


5 mg.  prednisolone,  free  alcohol,  in  each 
gram — nonstaining,  water-washable  base- 
exerts  a therapeutic  effect  in  presence  of  an 
exudate  without  being  occlusive. 


supplied:  10  Gm.  tube. 

Meti— T.M brand  of  corticosteroids. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


PACKAGING;  MEW-Dbem  Cream  0.5%,  10  Gm.  tube. 
“METP’oTEROID-PLUJ 
WHEN  SCRATCHIN'^ 


fVieti-Derrri 


l^iN  TOPICAL  CREAM  Meti-DERM  Cream 
mtiallergic  action  in  the  affected  area.  No  system| 


IN  SKIN  RASHE5 
OR  ALLERGY  PJ 
METI-STEROID 


V edema  and  weight  gain,  have  been  reported  wi| 
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At  the  last  accounting,!  physicians  throughout  the  coun- 
try had  administered  at  least  one  dose  of  poliomyelitis 
vaccine  to  64  million  Americans — all  three  doses  to  an 
estimated  34  million.  Undoubtedly,  these  inoculations 
have  played  a major  part  in  the  dramatic  reduction  of 
paralytic  poliomyelitis  in  this  coimtry. 


Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 


vaccine  is  plentiful  for  the  job  remaining 

There  are  still  more  than  45  miUion  Americans  under 
forty  who  have  received  no  vaccine  at  aU  and  many 
more  who  have  taken  only  one  or  two  doses. 

As  it  was  phrased  in  a pubHc  statement  by  the  Depart- 
ment of  Health,  Education,  and  Welfare: 

“It  will  be  a tragedy  if,  simply  because  of  public 
apathy,  vaccine  which  might  prevent  paralysis  or  even 
death  lies  on  the  shelf  unused”^ 

Eli  Lilly  and  Company  is  prepared  to  assist  you  and 
your  local  medical  society  to  reach  those  individuals  who 
still  lack  full  protection.  For  information  see  your  Lilly 
representative. 

1. J.  A.  M.  A.,  165:27  (November  23),  1957. 

2.  Department  of  Health,  Education,  and  Welfare:  News  Release,  October  10, 
1957. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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A STUDY  OF  FOURTEEN  CASES  OF 
PULMONARY  HYALINE  MEMBRANE 
DISEASE 

F.  D.  Leigh,  M.D.,  Huron  Clinic, 
Huron,  South  Dakota 


This  is  a ten  year  analysis  of  fourteen  cases 
of  pulmonary  hyaline  membrane  disease  en- 
countered at  Saint  John’s  Hospital,  Huron, 
South  Dakota,  for  the  period  of  1947  to  1957. 

Pulmonary  hyaline  membranes  are  now 
the  single  most  frequent  significant  patho- 
logical findings  in  premature  infants  dying 
during  the  early  neonatal  period.  This  pro- 
cess kills  20,000  babies  a year  in  the  United 
States.  At  least  one  out  of  every  400  dies  of 
this  disease.  4 They  occur  far  more  fre- 
quently, but  not  exclusively,  in  premature 
infants,  in  infants  delivered  by  Cesarean 
section,  and  infants  born  of  diabetic  mothers. 
This  entity  is  not  new.  It  was  first  described 
in  1903  by  Hochheim  and  has  been  described 
as  asphyxial  membrane,  aspiration  pneu- 
monia, congenital  pneumonia,  evrnix  mem- 
brane,2 etc.,  since  that  time.  In  1925  Johnson 
and  Meyer  first  delineated  the  pulmonary 
hyaline  syndrome.  ^ Some  of  the  early  work 
was  done  by  Doctor  H.  C.  Miller,  of  the  Uni- 
versity of  Kansas,  Pediatric  Department. 
Articles  first  began  to  appear  in  the  literature 
in  any  abundance  about  1949  and  have  ap- 
peared with  greater  frequency  since  that 
time.  This  syndrome  is  not  found  in  still- 
born infants  or  infants  who  die  less  than  one 
hour  after  birth.  It  is  pre-eminently  found  in 
the  lungs  of  premature  infants  and  most  of 
these  die  within  the  first  48  hours  after  de- 
livery. ■* 


PATHOGENESIS 

The  exact  cause  of  this  syndrome  is  not 
known.  There  are  those  who  claim  the  cause 
is  from  aspiration  of  amniotic  fluid  (Exogen- 
ous Tlieory)ii  and  there  are  those  that  sup- 
port the  theory  that  the  formation  of  this 
membrane  is  from  capillary  fragility  and  the 
membrane  forms  from  within  (Endogenous 
Theory).®'  i ’ There  is  also  some  support  ex- 
perimentally that  it  is  from  over-stimulation 
of  the  sympathetic  nervous  system. It  has 
been  produced  experimentally  by  doing  a 
vagotomy  on  animals.  Also,  there  has  been 
some  support  to  the  theory  that  it  is  due  to  a 
high  oxygen  concentration,  s.  10,11  'phg  latest 
theory  to  be  propounded  has  been  that  it  is 
due  to  left  heart  failure  with  secondary 
changes  in  the  lungs. 10 

PATHOLOGY 

The  size  of  the  lungs  is  that  of  normally  ex- 
panded lungs,  but  instead  of  being  pink  and 
crepitant,  they  are  dark  red  and  firm.  Histo- 
logical examination  shows  marked  conges- 
tion and  extensive  collapse  of  the  alveoli.  The 
alveolar  ducts  and  alveoli  are  lined  in  vary- 
ing degrees  by  the  irregular  layer  of  homo- 
genous acidophilic  material.  There  may  be 
small  scattered  areas  of  emphysema.  Some 
areas  of  the  lungs  may  show  hemorrhage 
into  the  alveoli  similar  to  that  found  in  anoxia 
associated  with  other  causes.  Histo-chemical 
tests  indicate  the  membranes  are  formed  of 
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material  consisting  of  protein  to  which  a 
carbohydrate  fragment  is  attached  with  small 
amounts  of  some  fatty  substance  without  hya- 
luronic acid. 

SIGNS  AND  SYMPTOMS 

These  infants  usually  breathe  normally  at 
birth,  but  within  an  hour  following  delivery 
they  begin  to  experience  some  respiratory 
difficulty.  The  color  changes  from  the  usual 
pink  to  cyanosis  and  then  either  gradually  or 
rapidly  progresses  to  an  ashen  gray.  There 
may  be  periods  of  alternating  apnea  and  dys- 
pnea.’ During  this  time  the  respirations  be- 
come more  difficult,  oftentimes  associated 
with  sternal  retraction  of  the  lower  chest 
wall  on  inspiration.  As  this  progresses,  the 
respirations  become  more  rapid,  more  shal- 
low, the  heart  rate  increases  and  the  child 
seems  to  expire  from  sheer  exhaustion.  In 
most  cases,  on  auscultation  of  the  lungs,  fine, 
inspiratory,  crepitant  rales,  sticky  in  nature, 
are  heard  over  the  entire  chest. 

X-RAY  FINDINGS 

The  early  diagnosis  of  hyaline  membrane 
disease  may  be  fostered  by  the  institution  of 
a simple  chest  radiograph  routine.  This 
should  include  at  least  one  examination  with- 
in the  first  hour  as  well  as  a second  hour 
follow-up  film  on  all  premature  infants,  those 
born  of  diabetic  mothers,  and  those  delivered 
by  section.  There  is  no  question  that  the  des- 
criptions of  earlier  granularity  and  later 
eventual  frank  generalized  atelectasis,  es- 
pecially in  fatal  cases,  are  reliable  diagnostic 
criteria  for  advanced  hyaline  membrane  di- 
sease. However,  if  one  were  alerted  to  the 
finely  granular  and  increased  bronchovas- 
cular  pattern  before  the  development  of 
physical  signs,  one  might  anticipate  the  diag- 
nosis earler  than  it  has  heretofore  been  sus- 
pected. 

It  is  hoped  that  the  correlation  of  early 
roentgen  findings  with  a new  approach  to 
therapy  for  overcoming  and  preventing 
further  atelectasis  may  aid  in  reducing  infant 
mortality  due  to  this  condition. ’3 
PROGNOSIS 

In  a high  percentage  of  these  cases,  once 
the  syndrome  has  started,  the  prognosis  is 
extremely  poor.  In  our  series  13  out  of  14  ex- 
pired. 

PREVENTION  AND  TREATMENT 

Proper  management  of  obstetric  factors  is 
of  the  utmost  importance  in  preventing  or  at 


least  decreasing  the  degree  of  anoxia  which 
may  result  in  premature  delivery.  Preven- 
tative measures  include:  1)  avoidance  of  ma- 
ternal hypotension  and  anoxia  such  as  may 
occur  during  spinal  or  caudal  anesthesia, 
placenta  previa,  or  abruptio  placentae;  2)  pre- 
vention of  narcotization  of  the  fetus  by  mis- 
use of  general  anesthetics  and  analgesics;  3) 
the  employment  of  good  obstetric  judgment 
in  choice  of  delivery  by  Cesarean  section,  or 
elective  induction;  and  4)  the  performance  of 
a routine  episiotomy  at  the  delivery  of  pre- 
mature infants  who  are  more  liable  to  cere- 
bral injury  than  at  term  in  normal  birth 
processes.  Facilities  for  the  treatment  of  in- 
fants with  anoxia  should  be  available  in  the 
delivery  room.  When  respiration  has  been 
established,  continued  administration  of 
oxygen  may  be  required,  the  duration  of 
which  is  determined  by  the  color,  comfort 
and  respiration  of  the  infant  in  an  oxygen 
tent  as  compared  with  room  air.  Because  of 
the  possible  toxic  effects  of  the  administra- 
tion of  a high  concentration  of  oxygen,  such 
as  in  retrolental  fibroplasia,  it  seems  wise  to 
limit  routine  use  of  oxygen  to  concentrations 
of  30  to  40  per  cent  except  for  severe  cyanosis 
and  respiratory  difficulties  when  a higher 
concentration  of  50  to  60  per  cent  may  be  used 
for  a short  period.  When  oxygen  is  ordered, 
the  desired  concentration  should  be  specified 
rather  than  the  rate  of  flow.  The  marked 
variation  in  the  accuracy  of  flow  meters  and 
in  the  efficiency  of  incubators  and  tents, 
effect  of  changes  in  enviromental  tempera- 
ture, and  various  nursing  procedures,  makes 
meters  for  measuring  flow  of  oxygen  an  un- 
reliable guide  to  oxygen  administration.  The 
use  of  reliable  oximeters  results  in  rational 
economical  therapy.  Certain  additional  thera- 
peutic measures  should  be  mentioned.  Unless 
there  is  a definite  evidence  of  cerebral  dam- 
age, postural  drainage  of  the  infant  in  a 15  to 
30  degree  Trendelenburg  position  or  in  a knee 
chest  position  with  repeated  aspiration  of  the 
oropharynx  is  indicated.  Because  infants 
born  by  Cesarean  section  have  an  increased 
amount  of  fluid  in  the  stomach  which  may 
be  regurgitated  and  aspired,  gastric  aspiration 
should  be  performed  in  such  infants  as  soon 
after  birth  as  feasible.  When  oxygen  is  given, 
is  should  be  humidified  by  circulation 
through  water  bottles  before  delivery  to  the 
tent  or  incubator.  Super-saturation  with 
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moisture  to  provide  a mist  may  result  in 
prompt  increase  in  the  comfort  of  some  in- 
fants whose  respiration  is  labored.  The  use 
of  mist  is  now  recommended  by  some,  not 
only  for  such  infants,  but  also  as  a pro- 
phylaxis for  premature  infants  who  weigh 
less  than  1500  grams  at  birth,  for  infants  born 
by  Cesarean  section,  and  for  infants  whose 
respirations  are  ineffective,  even  though  they 
are  not  labored,  since  many  of  the  infants 
who  later  have  pulmonary  hyaline  membrane 
belong  to  these  three  groups. 

The  finding  of  pneumonia  at  necropsy  in 
some  newborn  infants  who  die  with  respira- 
tory embarrassment  suggest  the  routine  use 
of  broad  spectrum  therapy  in  these  infants.® 
We  have  also  tried  ACTH  on  these  infants, 
but  have  no  proof,  whatever,  that  it  had  any 
therapeutic  or  lifesaving  effect.  The  latest 
literature  recommends  digitalization  of  in- 
fants in  distress  because  of  possible  left  heart 
failure. 

The  following  are  statistics  derived  from 
14  cases  of  suspected  or  definitely  proven 
hyaline  membrane  disease  in  newborn  infants 
in  Saint  John’s  Hospital  during  the  period  of 
1947  to  1957.  There  were  13  deaths  in  these 
14  cases.  There  were  50  deaths  in  the  hos- 
pital of  newborn  infants,  ages  7 months  to  9 
months  of  gestation,  during  this  period  for  a 
26  percentile  of  deaths  caused  by  pulmonary 
hyaline  membrane  disease. 

Length  of  Pregnancies 

Term  pregnancies  7 

Eight  month  pregnancies 2 

Seven  month  pregnancies 4 

Six  month  pregnancies 1 

Presentation 

Cephalic  12  cases 

Breech  1. 2 cases 

Type  of  Delivery 

Spontaneous 8 

Induced 4 

Ages  of  the  Mothers 

20,  29,  20,  22,  19,  22,  28,  36,  38,  28,  26,  19, 
18,  23 

Gravida  of  the  Mothers 

Gravida  I,  Para  O 4 

Gravida  II,  Para  I 5 

Gravida  III,  Para  II 3 

Gravida  IV,  Para  III 0 

Gravida  V,  Para  IV  1 

Gravida  VI,  Para  V 1 


Previous  Obstetrical  History 

Erythroblastosis  fetalis 1 

Stillbirth,  IVz  months 2 

Previous  section  for  contracted  pelvis 2 

Previous  spontaneous  abortion 3 

Premature  delivery 1 

Prenatal  History  of  Present  Pregnancy 

Overweight  2 

TB  with  pneumothorax 1 

Threatened  abortion  early  in  pregnancy  1 

Secondary  anemia  1 

Erythroblastosis  1 

Length  of  Labor 

29  hours;  41/2  hours;  2 hours;  3 hours; 
9 hours;  5 hours;  16  hours;  4 hours; 
5 hours;  9 hours;  5 hours;  3 hours;  and 


2  Cesarean  section 

Compications  of  the  Present  Pregnancy 

Vaginal  discharge  1 

Premature  separation  of  placenta 1 

Prolapse  of  the  cord 1 

Spotting  during  pregnancy  1 

Placenta  previa  1 

Medication  used  during  Labor 

Demerol  7 

Atropine  2 

Morphine  1 

Seconal  1 

Quinine  1 


All  the  inductions  were  done  with  Pitocin 


intramuscularly  or  IV. 

Anesthetics 

Nitrous  oxide  6 

Ethylene  8 

Cyclopropane  3 

Sodium  Pentothal  (IV) 3 

No  anesthetic  1 

Delivery 

Outlet  2 

No  mid  forceps,  no  high  forceps 

Spontaneous 8 

Breech  2 

Cesarean 2 

Condition  of  baby  at  birth 
Good 7 

Poor  6 


Birth  weight 

5 pounds,  9%  ounces 
7 pounds,  15  ounces 
5 pounds,  3%  ounces 
7 pounds,  V2  ounce 

3 pounds,  2 ounces 

4 pounds,  13  ounces 
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4 pounds,  6 ounces 

5 pounds,  6%  ounces 
3 pounds,  3 ounces 

6 pounds,  iy2  ounces 

Four  were  not  weighed  at  birth. 


Time  from  birth  to  the  death  of  the  baby 

1 to  12  hours 7 

12  to  24  hours  4 

24  to  36  hours 1 

36  to  48  hours  0 

over  48  hours  1 

X-ray  of  the  chest  in  6 infants 


self  but  part  of  a much  larger  syndrome. 

5)  Treatment  at  the  present  time  is  pre- 
ventative in  nature,  that  being  better  pre- 
natal care,  good  obstetrical  management  and 
judgment  during  delivery  and  in  the  use  of 
the  OB  anesthetics  and  pre-delivery  med- 
ication, good  OB  judgment  as  to  when  to  per- 
form a Cesarean  section  or  elective  induction. 
Every  effort  should  be  made  to  prevent  any 
complications  of  pregnancy  or  delivery  that 
might  cause  premature  delivery  or  cerebral 
anoxia  in  the  child. 


All  showed  pneumonitis  or  atelectasis 
Autopsies — 9 


Causes  of  Death 


Case  Number  1 — Bronchopneumonia  at  the 
base  of  the  right  upper 
lobe,  hypostasis  of  both 
lungs. 

Case  Number  4 — Absorption  atelectasis  and 
hyaline  membrane. 

Case  Number  7 — Hyaline  membrane  di- 
sease. 

Case  Number  8 — Prematurity,  pulmonary 
hyaline  membrane,  viral 
infection  with  mesenteric 
adenitis. 

Case  Number  10 — Hyaline  membrane  for- 
mation. 


Case  Number  11 — Pulmonary  membrane 
with  resorption  atelectasis. 

Case  Number  12 — Hyaline  membrane  forma- 
tion with  resorption  ate- 
lectasis. 

Case  Number  13 — Hyaline  membrane  forma- 
tion with  resorption  ate- 
lectasis. 


Case  Number  14 — Amniotic  pneumonia. 


CONCLUSIONS 

1)  At  the  present  time  there  seems  to  be 
no  agreement  as  to  the  etiology  or  patho- 
genesis of  this  disease. 

2)  The  high  percentage  of  this  syndrome  is 
found  in  prematures,  sections,  and  babies 
born  of  diabetic  mothers. 

3)  The  type  of  treatment  is  symptomatic 
and  supportive  and  is  quite  inadequate  and 
ineffective  at  the  present  time. 

4)  This  disease  may  not  be  an  entity  in  it- 


6)  Our  statistics  did  not  show  any  consist- 
ent common  etiological  factor  except  possible 
trauma  to  the  baby  during  and  directly  pre- 
ceding birth. 
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MESENTERIC  VASCULAR  OCCLUSION 
Roy  E.  Jernstrom,  M.D. 

Rapid  City,  S.  D. 


I chose  this  rather  unsatisfactory  subject 
because  it  is  often  unsatisfactory  both  from 
the  point  of  diagnosis  and  treatment.  Also, 
because  I was  associated  with  three  cases 
quite  close  to  each  other  that  had  similar 
prodromal  symptoms. 

Before  we  get  to  these  cases.  I would  like 
to  quote  a few  statistics.  ’ 

1.  Incidence  is  .1%  to  .3%  of  all  surgical  ad- 
missions. 

2.  Mesenteric  occlusion  may  be  either  ar- 
terial or  venous  but  either  one  is  usually 
followed  in  time  by  the  other  and  definite 
diagnosis  depends  on  how  soon  after  onset 
the  condition  is  observed. 

3.  The  occlusion  may  be  due  to  embolism  or 
thrombosis.  Arteries,  both  embolism  or 
thrombosis.  Veins,  thrombosis. 

4.  Superior  mesenteric  vessels  account  for 
90%  of  the  cases. 

5.  Embolism  causes  an  anemic  infarct;  throm- 
bosis an  hemorrhagic  infarct. 

Primary  mesenteric  arterial  occlusion,  al- 
most 100%  by  embolism,  is  associated  with 
generalized  vascular  disease,  especially  ar- 
teriosclerotic or  rheumatic  cardio-vascular 
disease,  and  is  the  most  common  cause.  Re- 
cent abdominal  surgery  is  the  second  most 
frequent  condition  associated  with  mesenteric 
infarction.  Third,  is  acute  abdominal  infec- 
tions. 

Clinically,  there  are  two  general  types  of 
mesenteric  occlusion,  one  being  sudden 
severe  cramp-like  abdominal  pain,  which 

I.  J.  D.  Rives,  M.D.,  et  al,  Mesenteric  Vascular 
Occlusion  Annals  of  Surgery  127:887,  1948. 


usually  radiates  to  the  back.  Nausea  and 
vomiting  soon  occur  followed  very  shortly  by 
shock.  Hemetemesis  and  melena  are  rare. 
Abdominal  distention  is  minimal  but  peris- 
talsis soon  disappears.  Abdominal  and  re- 
bound tenderness  soon  appear  and  the  patient 
becomes  critical  in  a few  hours.  Fever  is  low 
and  leucocytosis  with  neutrophilia  is  usually 
present. 

In  the  group  of  gradual  onset,  it  may  take 
two  weeks  for  complete  obstruction  of  the 
vessel.  These  cases  are  usually  venous  throm- 
bosis. If  all  of  this  prodomal  period  is  con- 
sumed in  development  of  the  thrombosis,  it 
is  difficult  to  say. 

Probably  part  of  the  time  consists  of  an  ab- 
dominal infection  which  later  results  in  a 
thrombosis. 

These  gradual  cases  often  show  three 
stages.  The  first  stage  may  consist  of  inter- 
mittent but  rather  constant  mild  abdominal 
pain.  Eating  may  continue  as  usual  and  there 
is  usually  constipation.  In  the  second  stage 
the  abdominal  pain  becomes  definitely  more 
severe  but  not  enough  to  prevent  eating  and 
although  there  is  some  anorexia,  constipation 
becomes  worse.  They  will  often  continue  to 
work.  In  the  third  stage  the  pain  becomes 
very  severe  and  persistent.  The  patient  can- 
not lie  still  the  pain  is  so  severe.  There  is 
moderate  distention.  Vomiting  begins  and  in 
24  hours  the  patient  may  be  past  surgical 
help. 

I would  like  to  report  three  cases  of  the 
gradual  onset  type.  These  were  all  superior 
mesenteric  venous  thrombosis. 
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CASE  I 

Mesenteric  vascular  occlusion 

FEMALE  — Age  79.  Surgery:  1956 

Patient  was  first  admitted  by  an  internist 
on  May  24,  1956  with  a history  of  vague  ab- 
dominal pain  for  five  days.  Moderately  con- 
stipulated;  No  vomiting;  History  somewhat 
unsatisfactory  due  to  age  of  79. 

Past  History:  No  previous  serious  illness, 
no  surgery. 

Two  days  after  admission  the  attending 
physician  noted  that  her  abdominal  pains 
were  very  indefinite.  He  thought  they  might 
be  due  to  constipation  but  said  that  it  could 
be  mesenteric  thrombosis.  Day  after  admis- 
sion, flat  plate  of  abdomen  was  non-informa- 
tive.  Four  days  after  admission  cholecysto- 
graphy showed  non-visulization  of  the  gall 
bladder.  The  next  day  a barium  enema 
showed  diverticulosis  of  the  distal  colon.  The 
G.B.  dye  caused  diarrhia  and  after  that  the 
patient  felt  better.  She  was  dismissed  May  31, 
seven  days  after  admission  with  a diagnosis 
of  non-visualization  of  the  gall  bladder  and 
diverticulosis  of  the  distal  colon.  She  was 
eating  well  and  bowels  were  normal  on  dis- 
missal. 

On  June  7,  1956,  seven  days  later  she  was 
re-admitted  with  recurrence  of  abdominal 
pain  for  two  days.  Her  pain  now  was  quite 
severe  and  the  consulting  surgeon  noted  that 
the  pain  was  now  localized  in  the  right  lower 
quadrant.  Patient  had  vomited  several  times. 
WBC — 18,000,  PMNS  89%  rectal  temperature 
1002.  No  bowel  sounds  were  heard.  A diag- 
nosis of  acute  appendicitis  was  made  and  a 
laporatomy  was  done  that  evening.  The  abdo- 
men containted  a large  amount  of  yellowish 
brown  serous  fluid.  A loop  of  gangrenous  ileum 
was  found  and  resected  and  end  to  end  anas- 
tomony  done.  The  appearance  of  the  remain- 
der of  the  small  bowel  and  mesentery  ap- 
peared normal.  Stones  were  palpated  in  the 
gall  bladder.  One  million  units  of  penicillin 
and  one  gram  streptomycin  were  instilled  in 
the  abdominal  cavity  and  the  incision  closed. 
Patient  withstood  surgery  well.  Gastric  suc- 
tion was  used  for  several  days  together  with 
parenteral  fluids  and  electrolyte  studies. 

Patient  was  dismissed  on  the  19th,  twelve 
days  after  surgery.  The  pathological  report 
showed  venous  thrombosis.  The  arteries  were 
patent.  Patient  recovered  and  is  still  living. 


Whether  her  first  admission  had  anything 
to  do  with  her  mesenteric  vein  thrombosis  is 
pretty  much  guess-work.  Certainly  the  oc- 
clusion did  not  occur  at  that  time.  There 
could  have  been  a mesenteric  phlebitis  at  the 
first  admission.  The  occlusion  was  rather  re- 
cent because  the  arteries  were  still  patent. 
After  occlusion,  either  arterial  or  venous,  for 
any  length  of  time,  both  the  veins  and  arteries 
are  occluded  and  it  is  impossible  to  say  which 
occured  first.  Clinically,  one  might  make  a 
differentiation  from  the  sudden-ness  of  the 
onset  of  severe  symptoms. 

This  Case  was  presented  to  show  that  mesen- 
teric venous  occlusion  even  in  an  individual 
79  years  old  is  not  necessarily  fatal  if  operated 
in  time.  It  also  shows  that  even  though  the 
appendix  was  normal,  the  concern  about  the 
complications  of  an  untreated  acute  appen- 
dicitis causes  us  to  look  and  see,  where  other-  , 
wise  we  might  have  waited  until  too  late.  We 
all  wish  to  make  an  accurate  pre-operative 
diagnosis  and  sometimes  take  too  long  a time 
when  we  have  a surgical  abdomen  staring  us 
in  the  face  all  the  time.  Certainly  if  the  mor- 
tality rate  for  mesenteric  vascular  occlusion  | 
is  to  be  improved,  more  early  diagnosis  must 
be  made. 

CASE  II 

Patient  was  ill  for  twelve  days  before  seek- 
ing medical  help.  He  entered  the  hospital  in 
the  morning  on  the  5th  day  of  the  month.  ' 
During  the  first  six  days  of  his  illness  he  had 
almost  constant  soreness  of  the  lower  ab- 
domen. His  appetite  continued  good  and  he 
continued  to  do  hard  work.  He  was  slightly 
constipated  which  was  unusual  for  him.  On 
about  the  7th  day  of  his  illness,  the  pain  be- 
came definitely  worse  but  not  severe.  He 
continued  to  work.  He  ate  regular  meals  but 
less.  His  constipation  became  worse.  On  the 
12th  day,  about  24  hours  before  hospital  ad- 
mission, his  abdominal  pain  became  very 
severe  and  unrelenting.  He  said  he  lay  on  a ; 
log  with  his  abdomen  to  ease  the  pain.  He 
entered  the  hospital  in  the  morning.  He  be- 
gan to  vomit  some.  He  had  relief  from  hypos. 
Penicillin  was  given.  His  WBC  was  18,600, 

96%  PMNS.  Surgircal  consultation  was  re- 
quested that  evening. 

Examination:  Patient  appeared  acutely  ill. 

He  was  in  a great  deal  of  abdominal  pain.  The 
facies  were  anxious.  Pulse  rapid  and  bound- 
ing. B.P.  130/90.  Abdomen  moderately  ten- 
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der  and  rigid.  There  appeared  some  localiza- 
tion in  the  right  lower  quadrant.  Flat  abdom- 
inal x-ray  showed  abnormal  amount  of  gas  in 
the  small  intestine  with  some  fluid  levels. 
There  was  also  gas  in  the  colon.  Peristaltic 
tones  were  present  but  decreased.  The  WBC 
had  gone  up  to  28,000.  Diagnosis,  probable 
ruptured  appendix  with  peritonitis.  Gastric 
suction  was  started. 

Surgery  was  done  at  9:30  P.M.  on  the  day 
of  hospital  admission.  There  was  a great 
deal  of  hemorrhagic  fluid  in  the  abdomen. 
About  two  feet  of  the  distal  ileum  was  black. 
This  was  resected  and  end  to  end  anastomosis 
done.  An  enterostomy  catheter  was  inserted 
about  12  inches  proximal  to  the  anastomosis. 
Post-operative  condition  was  satisfactory.  1500 
cc  blood  given  during  a period  including  sur- 
gery and  the  immediate  post-operative  perio. 
Electrolyte  studies  were  started.  Suction  was 
continued.  Antibiotics  and  indicated  elec- 
trolytes were  given. 

Post-operative  course  was  satisfactory  on 
the  1st  post-operative  day,  although  he  had 
some  abdominal  pain.  On  the  morning  of  the 
2nd  P.O.  day  he  told  the  nurse  he  felt  good. 
His  pulse  was  96,  B.P.  140/100.  The  afternoon 
of  the  3rd  P.O.  day  he  developed  severe  ab- 
dominal pain.  At  5:00  P.M.  the  drainage  from 
the  enterostomy  tubes  was  bloody.  Pulse  120, 
B.P.  140/110.  Consultation  was  held  and  im- 
mediate surgery  was  done  on  a basis  of 
further  mesenteric  vessel  occlusion.  The  pre- 
vious anastomosis  and  enterostomy  were  OK. 
There  was  about  18  inches  of  gangrenous 
bowel  in  the  mid-jejunum.  This  was  resected 
and  end  to  end  anastomosis  done.  Following 
surgery  condition  grew  rapidly  worse.  He 
died  at  noon  on  the  3rd  P.O.  day. 

At  autopsy  the  duodenum  was  normal.  The 
Jejunum  showed  beginning  gangrene  from 
a point  20  cm  from  the  ligament  of  Treitz  for 
a distance  of  50  cm.  This  area  included  the 
anastomosis  done  at  the  2nd  operation.  The 
1st  anastomosis  was  intact.  The  remainder 
of  the  jejunum  and  proximal  ileum  seemed 
normal.  The  veins  were  thrombosed;  the  ar- 
teries were  OK.  This  was  definitely  a case  of 
venous  thrombosis. 

CASE  III 

This  patient  had  abdominal  distress  and  in- 
digestion for  about  five  days  before  consult- 
ing a physician.  His  symptoms  were  rather 
mild  and  he  thought  it  was  due  to  eating 


some  rich  food  about  five  days  previously. 
He  was  ambulatory  and  working.  His  con- 
dition suddenly  became  a great  deal  worse  on 
the  29th  of  October  and  he  was  admitted  as 
an  emergency  patient  at  8:15  A.M.  He  soon 
went  into  shock.  He  was  treated  for  shock 
and  surgery  was  done  at  3:15  P.M.  Pre- 
operative diagnosis  was  intestinal  obstruc- 
tion, probably  due  to  gangrene  of  the  bowel. 
The  entire  Jejunum  was  gangrenous  except 
for  about  8 inches  distal  to  the  ligament  of 
Treitz.  The  jejunum  was  resected  and  end  to 
end  anastomosis  done.  It  was  noted  that  about 
two  feet  distal  to  the  anastomosis  there  was 
an  area  about  6 inches  in  length  that  was  not 
entirely  normal  color.  However,  peristaltic 
waves  were  present  and  it  was  thought  that 
it  could  remain  viable.  This  patient  lived  for 
20  days  following  surgery  on  I.V.  therapy. 
Autopsy  showed  the  anastomosis  intact.  The 
jejunum  was  viable  for  about  1 inch  distal 
to  the  anastomosis.  From  there  on  there  was 
no  definite  bowel  but  rather  just  an  indefinite 
space.  The  distal  four  feet  of  ileum  was  nor- 
mal. The  mesenteric  and  portal  veins  were 
thrombosed.  In  retrospect,  the  suspicious 
area  should  have  probably  been  removed. 
Anticoagulants  were  not  used  in  these  three 
cases  presented  but  probably  should  have 
been.  Case  One  did  nicely.  The  other  two 
died  from  extension  of  the  thrombosis.  This 
might  possibly  have  been  prevented  by  anti- 
coagulants. 

The  second  general  type  of  mesenteric  vas- 
cular occlusion  is  of  sudden  severe  onset. 
These  are  arterial  occlusion  and  usually  em- 
bolic. These  are  usually  due  to  embolic  from^ 
left  side  of  the  heart.  The  mortality  in  these 
cases  is  about  80  to  90  percent.  I would  like 
to  report  one  case. 

MALE  Age  78 

Patient  entered  the  hospital  December  11, 
1956  under  the  care  of  a G.U.  surgeon  for 
transurethral  resection  if  his  cardiac  con- 
dition could  be  satisfactorily  improved.  An 
internist  participated  in  his  care. 

On  December  17,  six  days  after  admission,  a 
progress  note  states  that  his  cardiac  condition 
is  greatly  improved.  That  evening  he  vom- 
ited and  complained  of  abdominal  cramps. 
10:30  P.M.,  B.P.  was  212/106;  178/100  on  ad- 

(Continued  on  Page  183) 
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DELAYED  POST-PARTUM  HEMORRHAGE 
A Review  of  One-hundred  Cases  ai  Harper 
Hospital* 

Leonard  P.  Heath,  M.D.,  Detroit,  Michigan 

(From  the  Department  of  Obstetrics, 

Harper  Hospital) 


There  is  little  available  information  on  this 
subject  of  delayed  post-partum  hemorrhage 
in  contrast  to  the  more  voluminous  reports  on 
the  etiology  and  treatment  of  antepartum  and 
immediate  post-partum  hemorrhages.  De- 
layed post-partum  hemorrhage  in  this  study 
will  be  concerned  with  uterine  hemorrhage 
that  occurs  within  a few  hours  to  several 
weeks  following  an  uneventful  puerperium 
of  five  or  more  days  in  the  hospital. 

The  patient  and  the  physician  are  more  ex- 
pectant and  alert  to  the  bleeding  that  accom- 
panies gestation  and  its  immediate  termina- 
tion. Vaginal  hemorrhaging  occuring  hours, 
days,  or,  even  weeks  after  dismissal  from  the 
hospital  presents  a situation  that  is  difficult 
to  explain  to  the  patient  and  tends  to  make 
the  patient  and  her  family  believe  that  the 
physician  is  at  fault.  Even  though  the  best 
prophylactic  measures  in  the  prevention  of 
hemorrhage  have  been  followed  during  the 
prenatal,  intra-partum,  and  immediate  post- 
partum periods,  delayed  post-partum  bleed- 
ing will  appear  in  some  of  these  patients. 

McCartney  mentions  that  late  post-partum 
hemorrhage  is  caused  by  retained  placental 

* Presented  at  the  Twenty-fourth  Annual  Meeting 
of  the  Central  Association  of  Obstetricians  and 
Gyncologists.  Oct.  1956,  New  Orleans,  La.,  and 
at  the  Sixty  First  Annual  Meeting  of  the  Sioux 
Valley  Medical  Association,  February  1957,  Sioux 
City,  Iowa. 


fragments  or  by  abnormal  involution  of  the 
placental  site. 

Gainey  and  Nicolay  and  Lapi  in  a review 
of  eight  cases  of  non  involution  of  the  placen- 
tal site  believe  that  such  cases  are  diagnostic 
of  patients  who  bleed  from  a few  hours  to 
two  weeks  post-partum,  but  they  also  men- 
tion that  multiparity  and  early  ambulation 
may  have  some  significance  in  delayed  post- 
partum hemorrhage. 

In  a discussion  of  McNally  and  Baldwin’s 
presentation  on  The  Prophylaxis  of  Post- 
Partum  Hemmorrhage,  Krebs  stated  that  he 
has  found  an  increase  in  delayed  post-partum 
hemorrhage  since  patients  have  been  per- 
mitted earlier  ambulation  and  shorter  hos- 
pitalization. Dorset  in  discussing  this  same 
presentation  attributes  early  ambulation,  as 
well  as  the  use  of  stilbesterol,  to  inhibit  lac- 
tation, as  possible  factors  in  causing  this  de- 
layed bleeding. 

Melody  mentions  a personal  communica- 
tion from  Stephenson  who  has  observed  a 
definite  increase  in  late  post-partum  hemor- 
rhage even  though  the  use  of  estrogens  were 
avoided  and  there  was  no  significant  decrease 
in  the  number  of  mothers  breast  feeding 
their  infants.  Melody  also  suggests  that  early 
ambulation  and  full  responsibility  of  the 
household  on  returning  home  may  contribute 
to  the  increased  incidence  of  delayed  post- 
partum bleeding. 
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Parks,  McLendon  and  Kelly  emphasize  the 
physiologic  changes  and  physical  fatigue  fol- 
lowing childbirth.  They  believe  that  with  the 
process  of  involution,  the  hyperactivity  of  the 
breasts,  and  possible  disturbance  in  the  ex- 
cretory system  the  mothers  rest  is  consider- 
ably disturbed  and  the  smoothness  of  con- 
valescence may  be  hindered  by  “an  unknown 
room-mate,  variation  in  dietary  habits,  a dif- 
ferent bed  and  an  unsolicited  self  adminis- 
tered bath.” 

As  regards  the  common  pathologic  findings 
in  late  post-partum  hemorrhage,  Hansford 
and  Weed  found  that  such  bleeding  resulted 
from  either  retained  placental  tissue  of  faulty 
subinvolution  of  the  placental  site.  Wolfe  and 
Pedowitz  claim  that  in  addition  to  these  find- 
ings there  are  two  uterine  factors  present.  In 
one  there  is  a late  separation  of  the  thrombi 
at  the  placental  site  resulting  in  active  bleed- 
ing and  in  the  other  uterine  factor  there  is 
present  an  abnormal  amount  of  decidua  vera 
that  causes  the  bleeding.  Hansford  and  Weed 
also  state  that  uterine  hypotonia,  neoplasms, 
endometritis  and  inversion  of  the  uterus  may 
also  be  contributing  factors  to  this  type  of 
bleeding. 

Leff  reports  an  undeveloped  secondary  em- 
bryo as  a cause  since  it  is  unabsorbed  as  preg- 
nancy advances  and  is  cast  off  at  about  the 
eighth  to  twelfth  post-partum  day. 

Kurtz  and  Commando  report  three  cases 
of  uterine  hemorrhage  occuring  one  to  one 
and  one-half  months  post-partum  due  to 
placental  polyps. 

This  review  of  cases  of  delayed  post-partum 
hemorrhage  is  concerned  with  patients  who 
have  delivered  uneventfully  a pregnancy  of 
five  months  or  more  and  have  had  a normal 
puerperium  up  to  the  time  of  dismissal  from 
the  hospital  but  have  to  be  re-hospitalized 
within  a few  hours  to  a few  weeks  because 
of  moderate  to  severe  uterine  bleeding.  Such 
cases  were  selected  from  the  files  of  the 
Record  Library  of  Harper  Hospital,  Detroit, 
bearing  the  final  diagnosis  of  either  subin- 
volution of  the  uterus,  or  uterine  hemorrhage, 
due  to  retained  secundines. 

A total  of  one  hundred  cases  was  studied 
The  patients  were  admitted  during  the  years 
1947  through  1955. 

The  ante-natal  statestics  are  summarized  in 
Table  I. 


Table  I 


Ante-Natal  Statistics 


Average  age 

26  yrs. 

Term  Pregnancies 

85% 

Parity 

Primigravida 

25% 

Multigravida 

75% 

Labor 

Average  Length  8 HRS,  30  MIN. 

Induction 

7% 

Toxemia 

3% 

Previous  Rapid  Labor 

2% 

Dead  Fetus 

1% 

High  Rh  Antibody  Titer 

1% 

Secondary  Inertia 

29% 

Intravenous  Pituitrin 

7% 

Analgesia 

Demerol-Scopolamine 

45% 

Demerol-Scopolamine- 

Bartiturate 

34% 

Anesthesia 

Spinal 

53% 

General 

43% 

Local 

1% 

None 

3% 

The  average  age  of  these  patients  was 
twenty-six. 

Eighty-five  per  cent  were  at  term.  Ten  per 
cent  were  from  thirty-six  to  thirty-eight 
weeks  pregnant. 

Seventy-five  per  cent  were  multiparas. 

The  average  length  of  labor  in  the  ninety- 
eight  vaginal  deliveries  was  eight  and  one- 
half  hours.  Twenty-nine  per  cent  had  some 
secondary  inertia  and  received  small  dosages 
of  obstetrical  pituitrin,  or,  pitocin  in  amounts 
from  one  half  minim  to  one  minim  for  a total 
of  an  average  of  two  to  three  separate 
dosages  intra-muscularly. 

Seven  per  cent  of  the  cases  were  induced. 
Three  per  cent  because  of  toxemia,  two  per 
cent  because  of  history  of  rapid  labor,  one 
per  cent  because  of  dead  fetus  and  one  per 
cent  because  of  high  RH  anti-body  titer. 

Intravenous  pitocin  was  used  in  seven  per 
cent  of  the  entire  twenty-nine  cases  receiv- 
ing stimulation. 

Ninety  per  cent  of  the  cases  received  anal- 
gesia of  which  forty-five  per  cent  were  given 
Demerol  and  Scopolamine  and  thirty-four 
per  cent  Demerol,  Scopolamine,  and  Bar- 
biturates. None  of  these  drugs  were  given  in 
excessive  amounts. 
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Spinal  anesthesia  was  used  in 

fifty  three 

per  cent,  general  anesthesia  thru 

the  Heid- 

brink  Kinetometer  machine  in  forty-three  per 
cent,  local  anesthesia  in  one  per  cent  and  no 

anesthesia  in  three  per  cent. 

The  type  of  delivery,  infants  weight,  and  a 
review  of  events  in  the  third  stage  of  labor 

are  summarized  in  Table  II. 

Table  II 

Type  of  Delivery 

Vaginal 

98% 

Spontaneous 

35% 

Low  Forcepts 

57% 

Mid  Forceps 

2% 

Breech  Extraction 

3% 

Version  Extraction 

1% 

Cesarean  Section 

3% 

Previous  Section 

2% 

Placenta  Previa 

Infants  Weight 

1% 

2500 — 3600  gms 

70% 

4000 — 4500  gms 
— I.V.  Ergot  with 
anterior  shoulder 

5% 

in  13% 

Third  Stage 

Average  Length  8.5  min 

Manuel  Removal  of  Placenta 

11% 

Expression  of  Placenta 

89% 

Ergot  After  Placenta 

87% 

There  was  one  twin  pregnancy  making  a 
total  of  one  hundred  one  deliveries,  ninety- 
eight  of  which  were  delivered  vaginally  and 
three  by  Cesarean  Section.  Thirty-five  per 
cent  delivered  spontaneously,  fifty-seven  per 
cent  by  low  forceps,  three  per  cent  by  breech 
extraction,  two  per  cent  by  mid-forceps  and 
one  per  cent  by  version  and  extraction.  Two 
of  the  Cesarean  sections  were  done  because 
of  previous  sections  and  one  was  done  for 
placenta  previa. 

Seventy  per  cent  of  the  infants  were  be- 
tween 2500  and  3600  grams  at  birth.  Only  five 
per  cent  weighed  between  4000  4500  grams. 

Ergotrate  or  ergonovine  was  given  intra- 
veneously  during  delivery  of  the  anterior 
shoulder  in  thirteen  per  cent  of  the  cases. 
Eighty-seven  per  cent  were  given  ergot  prep- 
arations after  completion  of  the  third  stage. 

The  placenta  was  manually  removed  in 
eleven  per  cent  of  the  cases  whereas  it  was 
expressed  after  separation  in  eighty-nine  per 
cent.  The  average  length  of  the  third  stage 
was  eight  and  one  half  minutes. 

So  far  this  study  of  the  ante-partum  factors 
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has  shown  nothing  to  suggest  a significant 
cause  for  delayed  post-partum  hemorrhage, 
however  before  analyzing  the  immediate 
post-partum  factors,  blood  loss  during  de- 
livery should  receive  some  critical  attention. 
There  is  always  a tendency  to  under-estimate 
blood  loss. 

Table  III  summarizes  the  immediate  post- 
partum factors  such  as  estimation  of  blood 
loss,  use  of  oral  ergotrate,  type  of  infant  feed- 
ing, the  use  of  stilbesterol,  and  the  length  of 
hospitalization. 


Table  III 
Estimation  of  blood  loss 


No  estimation  stated 

38% 

Minimal  to  400  c.c. 

57% 

More  than  500  c.c. 

5% 

Time  of  Ambulation  after  delivery 

Within  24  hours 

85% 

Within  48  hours 

7% 

Within  72  hours 

3% 

Within  96  hours 

3% 

Oral  Ergotrate — post-partum 

1st  24  hours 

46% 

After  24  hours 

33% 

Infant  Feeding 

Breast  only 

52% 

Formula  only 

40% 

Combined 

8% 

Use  of  Stilbesterol  to  Inhibit 

Lactation  in 

22% 

On  reviewing  these  one  hundred  cases, 
fifty-seven  per  cent  mentioned  the  estima- 
tion of  blood  loss  to  be  from  minimal  up  to 
400  cc  and  five  per  cent  more  than  500  cc.  In 
thirty-eight  per  cent  of  the  cases  there  was  no 
estimation  stated.  Six  cases  were  recognized 
as  having  immediate  post-partum  hemor- 
rhage and  were  transfused  within  at  least  the 
first  few  hours  after  delivery.  Three  ad- 
ditional cases  were  transfused  on  the  first, 
third  and  fourth  post-partum  days  respec- 
tively. Probably  more  patients  actually 
needed  post-partum  transfusions  prior  to 
their  discharge  from  the  hospital,  but  due  to 
an  afebrile  uncomplicated  puerperium 
nothing  more  was  done  to  determine  this 
need  until  the  patient  returns  with  delayed 
post-partum  bleeding. 

Among  the  immediate  post-partum  factors 
considered,  it  was  noted  that  ambulation  in 
eighty-five  per  cent  of  the  cases  was  within 
the  first  twenty-four  hours  following  de- 
livery of  which  fifty-one  per  cent  were  with- 
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in  the  first  twelve  hours.  Seven  per  cent  of 
the  cases  were  ambulated  after  the  first 
forty-eight  hours,  whereas  only  five  per  cent 
were  ambulated  after  seventy-two  hours  and 
three  per  cent  after  ninety-six  hours. 

Oral  ergotrate  was  given  in  seventy-nine 
per  cent  of  the  cases,  forty-six  per  cent  re- 
ceiving a course  within  the  first  twenty-four 
hours  post-partum  as  a routine  post-partum 
order.  The  balance,  thirty-three  per  cent 
were  given  as  routine  b.i.d.,  t.i.d.,  or  various 
courses  as  the  need  required. 

There  was  a six  per  cent  morbidity  accord- 
ing to  accepted  standards  of  a temperature  of 
100.4  or  above  for  forty-eight  hours  exclusive 
of  the  first  twenty-four  hours  following  de- 
livery. 

There  was  no  mortality. 

Fifty-two  per  cent  of  the  cases  breast 
nursed  their  infants,  whereas  forty  per  cent 
offered  only  formula  feeding. 

Twenty-two  per  cent  of  the  patients  were 
given  stilbesterol  and  seventy-eight  per  cent 
received  only  non-endocrine  palliative  meas- 
ures to  relieve  breast  engorgement. 

Table  IV  shows  the  length  of  stay  in  the 
hospital  during  the  first  admission. 

Table  IV  Length  of  Stay  in  Hospital 
1st  Admission 


Less  than  5 days 

10% 

5 days 

27% 

6 days 

25% 

7 days 

24% 

By  the  fifth  post-partum  day,  twenty-seven 

per  cent  of  the  patients  were 

discharged 

home,  whereas  twenty-five  per  cent  were  sent 
home  on  the  sixth  post-partum  day,  twenty- 

four  per  cent  on  the  seventh 

post-partum 

day.  Ten  per  cent  of  the  patients  were  dis- 
charged before  the  fifth  post-partum  day. 

Table  V summarizes  the  important  statis- 
tics on  the  second  hospital  admission. 

Table  V Statistics  on  2nd  Hospital  Admission 
Interval  Between  Discharge  From  Hospital 

And  Re-Admission 

Few  Hours  to  24  Hours 

8% 

Two  to  Seven  Days 

25% 

One  to  Two  Weeks 

38% 

Three  to  Four  Weeks 

17% 

Two  to  Four  Months 

12% 

Condition  and  Treatment  of 

Patients 

On  Re-Admission 

Patients  in  Shock 

9% 

Patients  Transfused 

47% 

Operations 

Hysterectomy  2% 

Currettage  95% 

Morbidity,  3% 

Mortality  0 

Average  Hospital  Stay  4.4  Days 
Histo-  Pathology 
Decidual  Tissue  34% 

Placental-Decidual  Tissue  18% 

Placental  Tissue  15% 

Subinvolution  8% 

Secretory  Endometrium  6% 

Endometritis  6% 

Proliferative  Endometrium  6% 

Myometrium  3% 


The  time  interval  between  the  discharge 
from  the  hospital  and  re-admission  because 
of  the  uterine  bleeding,  varied  from  a few 
hours  to  twenty-four  hours  in  eight  per  cent 
of  the  cases.  Twenty-five  per  cent  returned 
from  two  to  seven  days,  thirty-eight  per  cent 
returned  from  one  to  two  weeks,  seventeen 
per  cent  from  three  to  four  weeks  and  twelve 
per  cent  from  two  to  four  months  later. 

A total  of  nine  per  cent  of  the  cases  on  re- 
admission were  considered  to  be  in  shock.  In 
only  seven  per  cent  was  the  hemoglobin  not 
recorded.  Forty-five  per  cent  had  a hemo- 
globin of  from  ten  to  eleven  grams.  In 
twenty-eight  per  cent  the  hemoglobin  was 
recorded  as  under  nine  grams  and  in  twenty 
per  cent  the  hemoglobin  was  over  twelve 
grams.  Forty-seven  per  cent  of  the  cases 
were  tranfused  on  re-admission. 

There  was  no  surgical  interference  in  three 
cases,  whereas  hyterectomy  was  performed 
in  two  cases  and  the  other  ninety-five  cases 
were  curretted. 

Histo-pathologic  studies  revealed  only  deci- 
dual tissue  in  thirty-four  per  cent.  There 
were  placental  and  decidual  tissues  in  eigh- 
teen per  cent,  and  only  placental  tissue  in 
fifteen  per  cent.  Subinvolution  was  the  diag- 
nosis returned  in  eight  per  cent.  Prolifera- 
tive endometrium,  endometritis,  and  secretory 
endometrium  comprised  six  per  cent  each. 
In  three  per  cent  myometrium  was  the  sole 
report. 

There  was  a three  per  cent  morbidity  on 
the  second  hospital  admission  and  the  patients 
were  rehospitalized  for  an  average  of  four 
and  four  tenths  days. 

DISCUSSION 

In  analyzing  the  ante-partum  and  intra- 
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partum  factors  of  these  hundred  cases,  the 
following  facts  should  be  emphasized. 

Seventy-five  per  cent  of  the  patients  were 
multiparas. 

Intravenous  ergotrate  during  delivery  of 
the  anterior  shoulder  was  given  in  only  thir- 
teen per  cent  of  the  cases.  Had  this  drug  been 
given  intravenously  with  the  birth  of  the  an- 
terior shoulder  routinely  maybe  there  would 
have  been  a more  complete  shearing  off  of 
the  placenta  at  the  end  of  the  third  stage  and 
therefore  a decreased  tendency  for  delayed 
vaginal  bleeding. 

In  eleven  per  cent  of  the  cases  the  placenta 
was  manually  removed.  According  to  Haw- 
kins in  over  three  thousand  patients  having 
routine  exploration  of  the  uterus  following 
delivery  only  one  patient  returned  to  the  hos- 
pital for  bleeding.  Maybe  more  patients 
should  have  manual  exploration  of  the  uterus 
following  delivery  providing  there  is  a miss- 
ing cotyledon  or  there  is  .a  retention  of  an 
accessory  lobe  or  there  is  reason  to  indicate 
injury  to  the  uterine  cavity. 

As  in  functional  uterine  bleeding  there  is 
no  histological  picture  that  is  pathogomonic 
of  delayed  post-partum  bleeding. 

As  was  previously  mentioned,  some  of  our 
colleagues  have  thought  that  early  ambula- 
tion may  be  a factor  in  delayed  post-partum 
hemorrhage.  With  the  increase  number  of 
obstetrical  admissions  and  the  shortage  of 
hospital  beds  as  well  as  the  shortage  of  nurs- 
ing personnel,  the  obstetrician  has  been 
forced  to  ambulate  his  patients  much  earlier 
than  he  did  fifteen  years  ago.  Early  ambula- 
tion was  popularized  at  that  time  by  the  sur- 
geons who  claimed  that  with  such  a routine 
the  post  operative  incidence  of  vascular 
complication  was  much  less.  Prior  to  fifteen 
years  ago  the  parturient  was  given  leg  exer- 
cises and  deep  breathing  exercises  during  her 
confinement  in  bed  for  the  first  week  follow- 
ing delivery.  There  is  little  convincing  evi- 
dence in  the  field  of  obstetrics  that  these  pa- 
tients had  any  more  vascular  complications 
than  those  who  are  at  present  walking  about 
within  the  first  twenty-four  hours  after  de- 
livery. With  the  advent  of  chemo- therapy, 
the  use  of  anti-biotics,  the  availability  of 
matched  blood,  and  the  improved  methods  of 
anesthesia,  the  pregnant  patient  has  little 
chance  of  developing  thromo-embolic  com- 
plications in  the  post-partum  period.  It  is 


true  that  the  parturient  was  confined  to  bed 
longer  than  necessary  but  now,  maybe  we 
have  gone  to  the  other  extreme  in  allowing 
her  to  ambulate  so  early.  Perhaps  the  time 
for  ambulation  should  be  related  to  the  rapid- 
ity of  involution,  keeping  the  patient  in  bed 
until  the  fundus  can  at  least  be  felt  to  be 
half  way  between  the  umbilicus  and  the  pel- 
vic brim  and  the  lochia  is  not  a profuse  rubra 
type.  In  the  meantime  the  patient  can  sit  on 
the  edge  of  the  bed  and  swing  her  legs  two 
or  three  times  daily  before  ambulation  begins. 

The  management  of  the  parturient  and  the 
recent  post-operative  gynecological  patient 
should  differ.  Little  regard  is  given  to  the 
preceding  events  that  the  parturient  has  ex- 
perienced, such  as  the  nervous  emotional,  and 
physical  strain  imposed  by  her  gestation.  At 
the  time  of  her  delivery  the  assessment  of 
blood  loss  is  given  little  thought  in  compar- 
ison to  the  immediate  and  sometimes  un- 
necessary replacement  of  blood  in  a patient 
having  elective  hysterectomy.  There  is  little 
regard  for  the  persistent  slow  loss  of  blood 
during  the  puerperium  and  reliance  is  placed 
on  oxytocics  instead  of  a re-evaluation  of  her 
hemoglobin  and  red  cell  count  before  her  dis- 
missal from  the  hospital.  The  surgical  patient 
has  much  better  chance  for  rest  in  the  hos- 
pital, and  on  her  return  home  than  has  the 
parturient  whose  rest  may  be  disturbed  many 
times  in  twenty-four  hours  by  the  regular 
feeding  schedules  and  other  demands  of  her 
infant  especially  if  she  is  permitted  or  ad- 
vised the  rooming  in  plan. 

CONCLUSION 

One  hundred  cases  of  delayed  post-partum 
hemorrhage  admitted  to  Harper  Hospital, 
during  the  years  1947  thru  1955  were  selected 
for  study. 

There  were  no  specific  ante-partum  factors 
that  could  be  assigned  to  the  exact  etiology 
of  this  type  of  bleeding. 

Ergot  preparations  intravenously  with  the 
birth  of  the  head  or  anterior  shoulder,  to- 
gether with  slow  delivery  of  the  baby  may 
provide  a more  complete  shedding  of  the 
placenta  and  its  membranes  and  thus  prevent 
greater  blood  loss  at  the  end  of  the  third  stage 
and  later  in  the  puerperium. 

Blood  loss  is  underestimated.  Post-partum 
blood  counts  should  indicate  the  necessity  for 
blood  transfusions  prior  to  discharge  from  the 
hospital. 
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The  routine  exploration  of  the  uterus  fol- 
lowing the  third  stage  of  labor  is  not  going  to 
prevent  delayed  puerperal  bleeding  caused 
by  retention  of  decidua  or  by  late  separation 
of  thrombi  from  the  placental  site. 

Ambulation  may  be  delayed  until  there  is 
evidence  of  a firm  uterus  located  halfway  be- 
tween the  umbilicus  and  the  pelvic  brim. 
Young  patients  with  uncomplicated  deliveries 
are  not  prone  to  develop  thrombo-embolic 
complications  because  they  have  been  kept  in 
bed  for  the  first  forty-eight  or  seventy-two 
hours  for  a short  rest  that  has  been  well 
earned. 

Ninety-seven  per  cent  of  the  cases  required 
surgical  interference  to  control  the  bleeding. 

The  common  histopathologic  picture  is  that 
of  retained  decidual,  and,  or  placental  tissue, 
or  subinvolution  of  the  placental  site. 

The  patient  on  returning  home  should  be 
provided  with  adequate  assistance  for  at  least 
two  weeks. 

A continuation  of  a well  balanced  high  pro- 
tein diet  plus  the  necessary  iron  and  vitamin 
supplement  are  important.  Thyroid  extract 
given  as  indicated  during  the  prenatal  period 
may  have  as  logical  an  empiric  use  in  the 
post-natal  period. 

The  cost  of  re-hospitalization  for  delayed 
post-partum  hemorrhage  exceeds  the  cost  in- 
volved in  keeping  the  patient  a few  extra 
days  in  the  hospital  for  a more  thorough 
evaluation  of  her  physical  status. 

Maybe  future  studies  of  these  cases  should 
be  observed  for  bleeding  and  clotting  time, 
blood  dyscrasias  and  hypofibrinagenemia. 
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mission;  Pulse  84  and  irregular.  Patient  was 
given  demerol  for  pain.  Internist  saw  him 
at  2:00  A.M.  that  night  and  suspected  an 
“intra-abdominal  thrombo  embolism.”  9:00 
A.M.  he  stated  a probable  mesenteric  throm- 
bosis or  embolism  and  the  outlook  was  grave 
with  or  without  surgery.  Surgical  consul- 
tation was  asked  and  the  patient  had  a lap- 
oratomy  at  noon  that  day.  The  entire  small 
bowel  and  ascending  colon  showed  early  gan- 
grene. Neither  the  superior  mesenteric  or 
splenic  artery  could  be  palpated.  The  surgeon 
thought  the  celiac  axis  might  also  be  throm- 
bosed, but  even  if  not,  the  case  was  inoperable 
and  the  abdomen  was  closed.  Patient  died 
the  next  day.  Some  may  disagree  with  the 
surgeon’s  treatment  but  even  if  the  patient 
had  by  a miracle,  survived  the  surgery,  he 
probably  wouldn’t  have  survived  the  meta- 
bolic disturbance  resulting  from  the  radical 
resection.  Certainly  this  case  was  one  of 
arterial  occlusion.  No  autopsy  was  obtain- 
able. 

CONCLUSION 

We  do  not  have  much  chance  to  save  the  arterial 
occlusions,  but  occasionally  with  a patient  in  fairly 
good  condition  to  begin  with  and  early  surgery, 
we  can  save  some.  However,  it  may  require  such 
radical  surgery  that  even  though  they  survive  the 
surgery,  they  will  soon  die  of  metabolic  distur- 
bances. 

The  venous  types  can  be  saved  in  a good  propor- 
tion if  this  condition  is  kept  in  mind  and  one  does 
not  wait  for  a clear  cut  diagnosis.  Let’s  not  be  too 
fussy  about  demanding  a 100%  accurate  diagnosis 
and  thereby  fail  to  take  care  of  an  acute  surgical 
abdomen. 

Pre-operatively  of  course,  shock  should  be  cor- 
rected by  blood  and  whatever  means  are  necessary 
to  get  the  patient  in  the  best  possible  condition 
for  surgery  in  a minimum  amount  of  time. 

At  surgery,  remove  all  suspicious  bowel  within 
reason.  All  the  small  bowel  distal  to  the  ligament 
of  Treitz  has  been  removed  and  the  patient  has 
lived  a fairly  satisfactory  life.  The  diet  was  mainly 
carbohydrates  with  some  protein  and  practically 
no  fat. 

Do  an  enterostomy  if  at  all  indicated,  espec- 
ially in  infants.  Get  an  immediate  prothrombin 
time  and  start  Heparin  and  Papaverine  intraven- 
ously as  soon  as  possible,  followed  later  by  Di- 
cumerol  or  a similar  drug.  I feel  they  are  more  apt 
to  die  of  extension  of  the  thrombosis  rather  than 
hemorrhage. 

Post-operatively,  give  antibiotics  and  blood  and 
electrolytes  as  necessary.  Intermittent  nasal  suc- 
tion should  also  be  used. 
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SOME  COMMON  PROBLEMS  IN 
GYNECOLOGY* 

John  H.  Moore,  M.D.*‘ 
Grand  Forks,  North  Dakota 


The  famous  physician-author  of  a former 
best  seller  defined  a gynecologist  as  “an  un- 
fortunate individual  whose  mission  in  life  it 
is  to  help  the  human  female  to  correlate  her 
biologic  instincts  with  the  dictates  of  Chris- 
tian ethics.”  Such  pessimistic  depths,  even 
with  tongue  in  cheek,  contrast  strangely  with 
the  pollyanna  pronouncements  of  some  psy- 
chologist-religionists who  seem  to  feel  that  a 
handful  of  tranquilizers  plus  soft-spoken 
platitudes  about  the  beauties  of  a calm  and 
orderly  mind  will  solve  most  of  the  problems 
of  the  gynecologic  patient  with  the  possible 
exception  of  those  due  to  an  advanced  genital 
tract  malignancy  or  an  exsanguinating 
hemorrhage. 

I have  nothing  new  to  contribute  to  the 
solution  of  some  of  the  common  problems  we 
meet  in  gynecology  and  some  of  the  problems 
which  seem  common  to  me  may  impress  you 
as  not  only  common  but  also  as  unimportant. 
Nevertheless  I will  run  the  risk  of  boring  you 
by  presenting  a few  of  the  common  problems 
which  are  presented  by  my  gynecologic  pa- 
tients in  private  practice  and  attempt  to 
briefly  present  how  I try  to  solve  them. 

Somewhere  between  the  facetious  pessi- 
mism of  Hertzler  and  the  polyanna  pro- 
nouncements of  soul  mechanics,  there  is  an 
area  where  the  intelligent  physician  can  gain 

*Presented  at  a meeting  of  the  Sioux  Valley  Med- 
ical Association,  Sioux  Falls,  South  Dakota, 
February  26,  1958. 

**From  the  Department  of  Obstetrics  and  Gyne- 
cology, the  Grand  Forks  Clinic,  Grand  Forks, 
North  Dakota. 


an  insight  into  the  real  nature  and  cause  of 
his  gynecologic  patients’  complaints.  One 
reason  why  it  is  so  difficult  to  do  this  is  be- 
cause this  generation,  particularly  since  the 
passage  of  the  Social  Security  Act,  has  be- 
come so  impressed  by  mass  gains,  mass  sur- 
veys, and  mass  action  that  individualism,  that 
priceless  God-given  heritage  of  free  men  and 
women  everywhere  that  freedom  is  found, 
has  become  stifled.  Even  in  religion  social 
consciousness  has  too  often  been  pointed  out 
as  the  Glory  Road  to  salvation  rather  than 
the  struggle  of  the  individual  soul  to  grasp 
those  eternal  truths  which,  eventually,  can 
set  men  free.  And  so  in  the  practice  of  med-  i 

icine  and  particularly  in  the  practice  of  gyne-  j 

cology,  I feel  that  it  is  vital  to  re-establish 
rapport  between  patient  and  physician  as  the  j 
first  step  in  solving  some  of  the  common 
problems. 

First  is  the  problem  of  finding  out  what  is 
actually  troubling  the  patient.  Why  did  she 
come  to  see  me?  My  biggest  problem,  except 
in  the  case  of  the  most  obvious  signs  and 
symptoms,  is  in  getting  the  patient  to  tell  her 
story.  And  even  then,  the  taking  of  an  ac- 
curate history  is  by  no  means  always  a simple 
matter.  Try  taking  an  accurate  menstrual  i 
history  in  the  case  of  a patient  who  says  she 
“flows  too  much”!  Or  ask  her  to  describe,  ac-  i 
curately  and  chronologically,  the  headache  } 
and  fatigue  of  which  so  many  gynecologic  pa- 
tients complain.  The  taking  of  an  accurate 
history  requires  tact,  patience,  diplomacy,  : 
and  time.  It  cannot  be  delegated  to  a nurse  or  * 
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to  an  assistant.  The  patient  wants  to  feel  that 
her  physician  has  a personal  interest  in  her 
problems  and  once  he  succeeds  in  assuring 
her  of  that  he  will  find  a patient  who  will 
answer  his  questions  eagerly.  She  will  often 
require  cross-questioning  to  bring  out  import- 
ant facts  in  the  history.  This  is  not  because 
of  a desire  to  deceive  but  most  likely  from  a 
feeling  of  insecurity  and  uncertainty.  Once  a 
feeling  of  confidence  is  established  in  the 
mind  of  the  patient  by  the  physician,  the  tak- 
ing of  a worthwhile  gynecologic  history  is 
made  easy.  And  the  information  so  obtained 
will  be  very  much  worth-while. 

The  second  common  problem  is  whether 
the  general  physical  examination  shall  pre- 
cede the  gynecologic  examination  and 
whether  or  not  both  shall  be  done  by  the  same 
physician.  Does  that  sound  utterly  ridiculous? 
Think  twice  before  you  answer!  I practice  in 
a Clinic  and,  therefore,  have  the  many  ad- 
vantages afforded  by  the  presence  of  col- 
leagues in  other  specialties.  It  is  a tremen- 
dous help  in  time  of  trouble  and  in  difficult 
diagnostic  problems.  But  in  the  common 
problems  of  gynecology,  I believe  it  is  best 
for  the  physician  to  make  the  general  phys- 
ical examination  first,  be  he  generalist  or 
gynecologist,  and  then  to  proceed  to  the  gyne- 
cologic examination.  In  that  way  some  sys- 
temic diseases  will  be  detected  that  might 
otherwise  have  escaped  detection  if  the 
gynecologic  examination  had  been  made  first 
and,  possibly,  the  general  physical  examina- 
tion had  been  omitted  or,  perhaps,  made  in  a 
perfunctory  manner.  It  never  does  the  phys- 
ician any  harm  to  have  a reputation  for 
thoroughness  even  though  the  patient  may  at 
first  protest  that  she  wants  only  a specific 
examination. 

A third  common  problem  is  the  evaluation 
of  genital  tract  bleeding,  other  than  that  oc- 
curring in  the  menstrual  cycle  or  of  de- 
partures from  the  normal  in  that  cycle.  I 
think  it  is  important  to  define  what  we  mean 
by  a normal  menstrual  cycle.  To  me  it  is  one 
that  recurs  at  intervals  of  21  to  35  days  and 
lasts  from  3 to  7 days.  Any  radical  departure 
from  those  limits  in  my  practice  is  considered 
abnormal.  Women  are  by  no  means  accurate 
in  defining  their  menstrual  cycles.  For  that 
reason  I often  ask  them  to  keep  a menstrual 
calendar,  placing  a circle  around  the  day  the 
flow  begins  and  another  circle  around  the  day 


it  closes.  This  often  tends  to  make  what  orig- 
inally appeared  to  be  an  abnormal  cycle  quite 
normal.  But  if  it  doesn’t  we  are  probably 
dealing  with  menorrhagia,  metrorrhagia, 
menometrorrhagia,  intermenstrual  bleeding 
or  spotting.  The  important  thing  to  remem- 
ber is  that  abnormal  female  genital  tract 
bleeding  is  a sign,  not  a diagnosis.  It  is  im- 
perative that  we  make  the  diagnosis.  Vaginal, 
rectro-vaginal,  and  speculum  examinations 
must  be  made  to  localize  the  source  of  the 
bleeding.  And  such  examinations  must  not 
be  postponed  because  the  patient  is  bleeding 
at  the  time.  Sometimes  the  diagnosis  will  be 
evident  upon  bimanual,  recto-vaginal,  and 
speculum  examinations.  At  other  times  all  we 
will  learn  from  such  examinations  is  the 
source  of  the  bleeding. 

Again,  this  is  not  a diagnosis!  It  should  also 
be  noted  that  during  the  foregoing  examina- 
tions one  must  be  absolutely  certain  that  the 
patient’s  bladder  is  empty  or  he  may  be  diag- 
nosing ovarian  cysts  as  a source  of  genital 
tract  bleeding  which  disappear  following  the 
use  of  a catheter. 

The  longer  I practice  gynecology  the  less  I 
trust  my  ability  to  diagnose  the  cause  of 
genital  tract  bleeding  by  physical  examina- 
tion. I can  recognize  a prolapsed,  peduncu- 
lated and  eroded  uterine  myoma,  a bleeding 
urethral  caruncle  at  the  external  urethral 
orifice,  a large  uterus,  adnexal  masses,  if  they 
are  large  enough,  an  advanced  carcinoma  of 
the  cervix  and,  possibly,  certain  non-mali- 
gnant  and  more  common  lesions  of  the  cervix 
uteri,  but  those  are  probably  not  the  common 
problems  which  cause  most  of  my  trouble.  I 
had  hoped,  at  one  time,  that  the  Papanicolaou 
vaginal,  cervical  or  endometrial  smear  was 
going  to  solve  many  of  the  problems  of 
uterine  bleeding.  It  did  not.  Earlier  we  had 
let  the  Schiller  test  pass  almost  into  disuse 
because  it  did  not  outline  every  case  of  car- 
cinoma of  the  cervix,  even  though  it  was 
never  intended  as  a diagnostic  test  but  only 
as  an  indicator  of  where  abnormal  tissue  was 
likely  to  be  found.  I use  the  Papanicolaou 
test  as  a screening  test  for  genital  tract  mali- 
gnancy. I use  the  Schiller  test  in  an  attempt 
to  localize  suspicious  lesions  on  the  cervix  but 
one  of  my  common  problems  in  gynecology, 
the  differentiation  of  genital  tract  bleeding, 
is  not  solved  by  either  of  these  tests.  I try  to 
solve  the  problem  of  genital  tract  bleeding  by 
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curettage  and  biopsy  of  the  cervix.  I know 
of  no  other  way. 

This  is  not  the  place  to  discuss  surgical 
technique  but  in  attempting  to  get  the  great- 
est possible  accuracy  from  a diagnostic  pro- 
cedure that  has  no  equal  in  its  field  I recom- 
mend: (1)  Cervical  dilatation  with  Hegar  dila- 
tors. (2)  Curettage  of  the  cervical  canal  after 
sounding  the  uterus.  (3)  Curettage  of  the 
cavity  of  the  uterus,  clockwise,  then  counter- 
clockwise and  the  (4)  Circumferential  biopsy 
of  the  cervix.  If  one  incises  a uterus  that  has 
been  removed  after  curettage,  he  will  often 
be  amazed  at  the  large  areas  of  endometrium 
which  were  not  touched  by  the  curette.  The 
missed  areas  will  be  smaller  if  the  curettage 
was  done  in  a clockwise,  counterclockwise 
manner.  Even  so,  endometrial  polyps  and 
small  submucus  or  pedunculated  myomata 
will  frequently  be  missed.  I have  passed 
through  the  various  stages  of  single  specimen, 
four  quadrant  and  multiple  punch  biopsies  of 
the  cervix  to  a circumferential  biopsy  of  the 
cervix,  and  I believe  that  the  latter  assures 
the  greatest  accuracy  and  the  least  chance  of 
missing  a carcinoma  of  the  cervix  uteri.  Let’s 
be  fair  to  the  Pathologist.  Send  him  all  the 
tissue  obtained  at  curettage  and  biopsy,  keep 
the  endometrium  separate  from  the  cervical 
curettings,  and  place  the  latter  with  the  tissue 
obtained  at  circumferential  biopsy  of  the  cer- 
vix. 

The  differentiation  between  proliferative 
and  secretory  endometrium  is  important 
when  one  has  reached  the  stage  in  a study  of 
sterility  where  it  appears  that  the  female 
may  be  at  fault.  The  timing  of  the  curettage 
is  of  the  greatest  importance  if  one  is  trying 
to  be  certain  that  ovulation  occurs.  A secre- 
tory endometrium  is  most  likely  to  be  most 
distinguishable  if  taken  two  or  three  days 
before  menstruation. 

Thus  in  two  important  and  common  prob- 
lems in  gynecology,  abnormal  genital  tract 
bleeding  and  a study  of  female  sterility,  diag- 
nostic curettage  and/or  biopsy  of  the  cervix 
are  so  important  that  they  cannot  be  omitted 
without  running  the  risk  of  inaccuracy  or 
worse  in  the  diagnosis. 

A problem  which  is  not  yet  common  but  is 
rapidly  becoming  so  is  the  diagnosis  of  genital 
tract  malignancy  by  the  Papanicolaou  smear 
technique.  I am  sure  that  your  experience  is 
the  same  as  mine.  Women  come  to  see  me 


and  ask  for  the  “cancer  test.”  This  is  a hope- 
ful sign  even  though  I have  to  explain  to 
them  that  the  Papanicolaou  smear,  to  which 
they  refer,  is  at  best  a screening  test.  If  it  is 
positive,  it  is  significant;  if  it  is  negative,  it 
throws  an  added  burden  of  proof  on  the  phys- 
ician to  make  certain  that  no  unrecognized 
malignancy  is  present. 

And  now  comes  the  problem  of  the  dif- 
ferentiation between  the  so-called  carcinoma 
in  situ  and  invasive  carcinoma  of  the  cervix 
uteri.  Sufficient  evidence  has  now  accum- 
ulated, I believe,  to  warrant  the  statement 
that  he  who  is  willing  to  “watch”  a so-called 
carcinoma  in  situ  is  taking  a far  greater  risk 
with  his  patient  than  present  experience  jus- 
tifies. If  I could  be  convinced  that  my  Wife 
or  my  Sister  had  a carcinoma  in  situ,  I would 
want  it  treated  either  by  wide  excision  or  by 
hysterectomy! 

Surely  one  of  the  most  common  problems 
in  gynecology  is  that  of  the  early  recognition 
and  treatment  of  trichomonas  vaginalis  vag- 
initis and  mycotic  vulvovaginitis,  commonly 
known  as  monilia  albicans  or  thrush.  When 
the  former  is  well-established  one  finds  an 
abundant  leucorrhea,  white  to  yellow  to 
green,  frequently  frothy  and  irritating  to  the 
vulvar  tissues.  A hanging  drop  of  this  secre- 
tion, placed  on  a cover-slip  on  a glass  slide 
and  examined  under  the  high  power  of  the 
microscope,  will  show  the  motile,  pear-shaped 
flagellate  in  large  numbers.  With  a monilia 
infection  of  long  standing,  the  characteristic 
discharge  is  thick  and  white  and  occurs  in 
large  flakes,  somewhat  adherent  to  the  mu- 
cosa of  cervix  and  vagina  and  giving  the 
superficial  appearance  of  a leukoplakia  but, 
unlike  a leukoplakia,  these  patches  can  be 
rubbed  off  with  a cotton  applicator.  Identi- 
fication of  mycelial  forms  in  fresh  saline  sus- 
pensions under  low  power  of  the  microscope 
is  not  difficult. 

In  an  early  case  of  trichomonas  vaginalis 
and  in  an  early  case  of  monilia  albicans  vag- 
initis, one  may  have  to  resort  to  microscopic 
examination  or  to  culture  methods  to  dif- 
ferentiate the  two  but  in  older  case  the  dif- 
ferentiation is  usually  apparent  at  examina- 
tion. The  frothy,  abundant  leucorrhea  in  a 
case  of  trichomonas  vaginalis  vaginitis  is 
usually  foul-smelling  with  a decaying  meat 
or  fish  odor;  that  from  moniliaalbicans  is 
(Continued  on  Page  68) 
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As  President  of  your  association,  I have  had  a busy  and  enjoyable  year.  It  has  been  my 
privilege  to  visit  all  of  our  twelve  districts.  I am  not  conscious  of  having  contributed  anything 
in  particular  in  the  various  district  meetings.  On  the  contrary,  I have  benefited  and  was  stim- 
ulated by  the  excellent  programs  in  the  larger  districts  and  the  enthusiasm  and  desire  for 
knowledge  of  State  Medical  Affairs  shown  in  the  smaller  districts. 

Basically  the;  State  organization  has  its  foundations  in  the  district.  I have  found  these 
foundations  strong  and  in  the  future  I see  increasing  strength  in  the  State  Medical  Society  and 
increased  value  of  our  society  to  the  individual  practicing  physician. 

i Our  state  is  a fine  place  to  live,  practice  medicine  and  raise  our  families.  In  the  last  few 

days  I have  had  occasion  to  sign  letters  to  sixteen  living  Past  Presidents  of  our  State  Society. 
Every  one  of  them,  active  or  retired,  still  live  in  South  Dakota.  I expect  to  be  the  seventeenth 
Past  President  to  remain  here.  So  I hope  to  see  you  around  for  the  next  few  years. 

...  Michael  M.  Morrissey 

§ Pierre,  S.  Dak. 
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Many  doctors  have  not  been  completely 
aware  of  the  difference  between  the  World 
Medical  Association  and  the  World  Health 
Association  in  order  to  help  doctors  differen- 
tiate between  the  two  organizations  the  fol- 
lowing camparison  is  made: 

THE  WORLD  MEDICAL  ASSOCIATION 

1.  WMA  is  an  organization  of  national  med- 
ical associations.  The  unit  of  membership  is 
the  most  representative  national  medical  as- 
sociation in  each  country.  It  is  completely 
non-governmental.  It  is  not  part  of  the  U.  N. 
It  is  a voluntary  organization. 

2.  WMA  represents  the  practicing  medical 
profession. 

3.  WMA  was  organized  in  1947  by  AM  A 
representatives  and  Western  European  med- 
ical leaders.  Purpose  was  to  exchange  med- 
ical knowledge,  to  protect  the  freedom  of 
medicine,  and  promote  world  peace. 

4.  Each  member  association  sends  two  dele- 
gates, two  alternate  delegates  and  observers 
to  the  General  Assemblies  — the  supreme 
policy  making  body  of  WMA. 

5.  The  executive  body  of  WMA  is  the  Coun- 
cil. This  meets  twice  a year  and  comprises  11 
members  elected  from  the  Assembly  and  the 
President,  President-Elect  and  Treasurer. 

6.  WMA  is  supported  by  members’  dues  and 
contributions  and  the  annual  budget  is  about 
$165,000. 

7.  American  physicians  and  allied  corpora- 
tions interested  in  the  work  of  WMA  are  or- 
ganized as  the  United  States  Committee  of 
The  World  Medical  Association. 


THE  WORLD  HEALTH  ORGANIZATION 

1.  WHO  is  an  intergovernmental  health 
agency.  The  members  are  the  governments 
that  accept  the  nine  principles  upon  which 
WHO  is  founded. 

2.  WHO  represents  governments  in  their 
public  health  and  medical  activities. 

3.  WHO  is  the  result  of  proposal  of  U.  N.  in 
1945  to  create  a specialized  agency  to  deal 
with  all  matters  related  to  health  on  a world- 
wide scale. 

4.  Each  member  government  sends  three 
delegates,  chosen  preferably  from  the  na- 
tional health  administration  of  the  govern- 
ment, to  the  annual  World  Health  Assembly. 

5.  The  Executive  Board  of  WHO  is  the 
executive  body  and  consists  of  18  members 
elected  to  represent  18  member  governments. 

6.  WHO  is  supported  by  dues  allocated  by 
the  U.  N.  scale  and  the  budget  for  1958  is 
$13,000,000. 

7.  American  citizens  interested  in  the  work 
of  WHO  are  organized  as  the  Citizens’  Com- 
mittee for  the  World  Health  Organization. 


LETTER  TO  THE  EDITOR 

To  the  Editor: 

The  conclusion  that  many  general  prac- 
tioners  are  being  forced  to  accept  throughout 
our  profession  is,  that  some  so-called  special- 
ists are  looking  on  them  as  trained  only  to 
steer  patients  to  specialists  in  the  particular 
specialty  fields  indicated.  In  a recent  court 
case  a specialist  does  not  condemn  a certain 
test,  but  denies  the  ability  or  right  of  a non- 
specialist to  use  it.  Such  reasoning  if  fol- 
lowed, could  not  but  preclude  the  G.P.  from 
the  rights  granted  by  the  Medical  Practice 
Act. 

(Continued  on  Page  190) 
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MEDICAL  LIBRARY  BOOKSHEF 


U.  S.  D.  MEDICAL  SCHOOL  HISTORY 

The  year  1957-58  marks  the  50th  anniver- 
sary of  the  founding  of  the  University  of 
South  Dakota  Medical  School.  The  only  pub- 
lished account  of  the  history  of  the  Medical 
school  appeared  in  the  Journal-Lancet,  vol- 
ume 52,  1932,  page  67.  This  was  written  by 
Dr.  G.  R.  Albertson,  Dean  of  the  School  from 
1926-1931,  and  after  his  death.  Dr.  J.  C.  Ohl- 
macher  edited  the  article  for  the  Journal- 
Lancet. 

The  student  publication.  The  Volante,  for 
May  28,  1907,  gives  the  following  brief  ac- 
count of  the  founding  of  the  Medical  School: 
“On  May  14,  1907,  the  Regents  of  Educa- 
tion opened  session  at  the  University.  The 
meeting  of  the  board  was  one  of  special 
importance  to  the  University  as  it  marks 
a period  of  expansion.  It  was  decided  to 
establish  a College  of  Medicine.  Profes- 
sor Lommen  was  made  Dean  of  the  Col- 
lege. He  is  eminently  fitted  for  this  posi- 
tion. He  graduated  from  the  University 
of  Minnesota  in  1891  and  has  been  a 
member  of  the  faculty  ever  since.  He  is 
at  present  doing  post-graduate  work  at 
Woods  Hole,  Massachusetts,  connected 
with  Chicago  University  from  which  he 
will  receive  his  Ph.D.  degree.” 

Dr.  Spafford,  a member  of  the  Board  of 
Regents  and  a practicing  physician  in  Fland- 
reau,  was  not  present  at  this  momentous 
meeting  but  he  was  influential  in  shaping  the 
policies  and  in  giving  aid  to  the  newly  formed 
school. 

The  Volante  for  October  1,  1907,  states  that 
on  Thursday  at  10:00  a.m.,  the  annual  convo- 


cation exercises  were  held.  Professor  Gault 
(President  of  the  University)  introduced 
Dean  Lommen  of  the  newly  formed  College 
of  Medicine,  who  spoke  of  the  requirements 
of  the  new  college  and  of  his  hopes  for  its 
success  and  gave  a brief  outline  with  regard 
to  entrance  and  graduation  requirements. 

According  to  the  article  by  Dr.  Albertson 
in  Journal-Lancet,  courses  offered  previous 
to  the  founding  of  the  school  were  chemistry, 
histology,  embryology  and  physiology.  To 
these  were  then  added  anatomy,  bacteriology, 
pathology,  materia  medica,  and  pharma- 
cology. 

The  first  catalog  published  by  the  “Free 
University  of  Dakota”  in  1882  before  state- 
hood, announced  a scientific  course  which 
included  medicine  and  pharmacy  in  addition 
to  chemistry,  metallurgy,  mining,  and  en- 
gineering. 

A combination  course  was  offered  in  1907- 
08  whereby  a student  could  receive  his  B.A. 
degree  and  a certificate  for  2 years  of  med- 
icine. Those  completing  the  medical  course 
had  no  difficulty  in  transferring  to  four-year 
schools  and  entering  as  juniors. 

For  the  year  1907  the  annual  fee  was  $60.00 
which  covered  all  charges  for  matriculation, 
incidentals,  and  laboratory  courses. 

The  original  staff  according  to  the  1907 
catalog  consisted  of  Dr.  Lommen,  Dean  and 
Professor  of  Histology  and  Embryology;  Pro- 
fessor Lewis  Akeley,  Physics;  Dr.  Alfred  Cook 
and  Professor  Arthur  Haines,  Chemistry;  Dr. 
Harley  French,  Anatomy  and  Physiology; 
Professor  Ole  Stoland,  Physiology;  and  Pro- 
fessor John  Julian,  Physics.  In  1908  Dr. 
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Unusual  Antibacterial  and  Anti -infective  Properties.  More  rapid  ab- 
sorption . . . higher  and  better  sustained  plasma  concentrations  . . . more 
soluble  in  acid  urine  than  other  sulfonamides  . . . freedom  from  crystal- 
luria  and  absence  of  significant  accumulation  of  drug,  even  in  patients 
with  azotemia.  ^ 


Unprecedented  Low  Dosage.  Less  sulfa  for  the  kidney  to  cope  with  . . . 
yet  fully  effective.  A single  daily  dose  of  0.5  to  1.0  Gm.  (1  to  2 tablets) 
maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfonamides 
— a notable  asset  in  prolonged  therapy.  2 

New  Control  Over  Sulfonamide-sensitive  Organisms.  Kynex  maintains 
the  prolonged,  high  tissue  concentrations  of  primary  importance  in  treat- 
ment of  urinary  infections  ...  a therapeutic  asset  toward  preventing 
manifest  pyelonephritis  as  a complication  of  persistent  bacteriuria  during 
pregnancy  and  puerperium.  Maintenance  of  sterile  urine  in  such  patients 
was  accomplished  with  1 tablet  of  Kynex  daily.  3 


Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day, 
followed  by  0.5  Gm.  (1  tablet)  every  day  thereafter,  or  1 Gm.  every  other 
day  for  mild  to  moderate  infections.  In  severe  infections  where  prompt, 
high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours.  Dosage  in  children,  according  to  weight;  i.e.,  a 
40  lb.  child  should  receive  34  of  the  adult  dosage.  It  is  recommended  that 
these  dosages  not  be  exceeded. 

KYNEX -WHEREVER  SULFA  THERAPY  IS  INDICATED 


Tablets:  Each  tablet  contains  0.5  Gm.  (7J4  grains)  of  sulfamethoxypyri- 
dazine.  Bottles  of  24  and  100  tablets. 

Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250 
mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

References:  1.  Grieble,  H.  C.  and  Jackson,  G.  G.:  Prolonged  Treatment  of  Urinary-Tract  Infections 
with  Sulfamethoxypyridazine.  New  England  J.  Med.  258:1-7,  1958.2.  Editorial  New  England  J.  Med. 
258:48-49,1958. 3.  Jones,  W.  F.,  Jr. and  Finland,  M.,  Sulfamethoxypyridazine  and  Sulfachloropyridazine. 
Ann.  New  York  Acad.  Sc.  60:473-483,  1957. 

*Reg.  U.  S.  Pat.  Off. 
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Thomas  Cruikshank  was  added  for  teaching 
Materia  Medica  and  Dr.  Mortimer  Herzberg 
in  1909  for  Bacteriology  and  Pathology. 

There  were  two  students  in  the  first  class 
of  the  School  of  Medicine  in  1907-08.  One  of 
these  was  Dr.  Lyle  Hare,  now  practicing  in 
Spearfish.  When  introduced  at  the  annual 
U.  S.  D.  Medical  dinner,  Dr.  Hare  gave  a brief 
account  of  his  student  days  from  1907-09.  He 
is  probably  the  only  medical  student  in  the 
history  of  the  school  who  had  a record  of 
going  to  Medical  School  and  also  of  playing 
football  on  the  University  team.  He  estab- 
lished the  reputation  of  being  one  of  the  out- 
standing fullbacks  in  the  history  of  South 
Dakota  football.  He  explained  this  unusual 
accomplishment  by  saying  that  the  medical 
staff  couldn’t  very  well  flunk  50  percent  of 
the  class  which  he  represented. 

The  sophomore  class  in  1908  was  increased 
by  the  transfer  of  five  students  from  the 
Sioux  City  Medical  College  which  had  closed 
its  doors.  These  were  Ethel  McKinley,  W.  C. 
Kaufmann,  E.  Thompson,  Ed  Bray,  and  C.  J. 
Pinard. 

(To  be  continued) 


BOOK  REVIEW 

Review  copies  of  books  presented  to  us  by 
publishing  companies  are  always  accepted 
with  pleasure  and  added  to  our  rapidly  grow- 
ing book  collection.  We  consider  a recent  gift. 
Diabetes  as  a Way  of  Life  by  T.  S.  Danowski, 
Coward-McCann,  1957,  presented  to  us  by  the 
publisher  as  valuable  for  filling  a gap  in  our 
rather  limited  collection  of  information  of  a 
practical  nature  about  diabetes. 

Dr.  Danowski’s  detailed  book.  Diabetes 
Mellitus  with  Emphasis  on  Children  and 
Young  Adults  published  by  Williams  and  Wil- 
kins in  1957  was  addressed  to  physician  and 
specialists.  This  second  book  is  designed  for 
patients  and  their  families. 

Dr.  Danowski  is  an  outstanding  authority 
on  diabetes  and  is  Renziehausen  Professor  of 
Research  Medicine  at  the  University  of  Pitts- 
burgh Medical  School  and  is  Senior  Staff 
Physician  at  the  Children’s,  Presbyterian 
Women’s  and  Elizabeth  Steel  Magee  Hos- 
pitals in  Pittsburgh. 

The  book  includes  the  information  con- 
tained in  an  outline  which  is  given  as  a guide 
in  “capsule  form”  to  patients  in  the  clinic 
and  hospital  in  the  care  program  in  Pitts- 


burgh. The  book  includes  chapters  giving  an 
explanation  of  diabetes  as  a way  of  life; 
how  to  live  with  it;  what  it  is;  how  it  begins; 
attitudes  toward  it;  decrease  in  its  severity; 
role  of  doctor  and  family  in  its  control;  how 
it  is  controlled;  treatment  with  food  (food 
values  and  diet  are  included);  treatment  with 
insulin  and  the  dangers  of  insulin  shock,  so- 
cial aspects,  diabetes  in  children,  and  preg- 
nancy in  the  diabetic.  The  glossary  is  of 
value  in  explaining  and  defining  terms. 

The  book  is  written  in  clear,  understand- 
able language  with  the  information  well  or- 
ganized in  the  various  chapters.  It  would  be 
a good  book  for  any  physician  to  recommend 
for  purchase  by  patients  who  are  diabetics  to 
enable  them  to  liVe  a more  useful  and  health- 
ful life  and  give  them  available  facts  about 
their  condition. 

Mrs.  Esther  Howard 

Medical  Librarian 


EDITORIAL  PAGE— 

(Continued  from  Page  188) 

I deny  the  justice  or  right  of  any  attitude 
that  even  suggests  curtailment  of  the  “Rights, 
Benefits  and  Privileges”  of  the  doctor  of  med- 
icine granted  him  in  the  Medical  Practice  Act 
in  the  state  of  South  Dakota. 

I further  decry  and  condemn  any  decline 
from  utmost  integrity  on  the  part  of  any 
physician  for  the  purpose,  but  especially  that 
of  fostering  or  furthering  any  legal  action 
against  another  physician,  so  long  as  the  re- 
quirements of  usual  skill,  usage  and  customs 
have  not  been  violated. 

Fraternally, 

L.  J.  Pankow,  M.D. 


BLUE  SHIELD  GROWS 

South  Dakota’s  fledgling  Blue  Shield  plan 
has  showed  a healthy  and  steady  growth  since 
its  inception.  Subscription  incoming  in  1958 
will  more  than  double  the  1957  totals.  Claims 
for  doctor  bills  are  now  running  over  $7,500.00 
per  month,  and  like  the  income,  shov/  a steady 
monthly  increase. 
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Left  to  right — John  D.  Larkins,  Jr.,  North  Carolina 
Vice  President  Richard  M.  Nixon 
Charles  J.  Neal,  Ohio 
Dr.  David  A.  Gregory,  South  Dakota 
all  but  Nixon  are  Members  of  Cured  Cancer  Congress. 


CURED  CANCER  CONGRESS 

Dr.  David  A.  Gregory,  Milbank  attended  the  Cured  Can- 
cer Congress  in  Washington,  D.  C.,  April  1,  1958,  as  a represen- 
tative of  the  South  Dakota  Division,  American  Cancer  Society. 

Purpose  of  the  meeting  was  to  stage  an  education  demon- 
stration highlighting  the  progress  in  cancer  control  by  bring- 
ing together  a number  of  persons  cured  of  the  disease.  These 
state  delegates  represented  800,000  persons  who  had  cancer 
and  have  been  saved. 

Of  the  800,000  who  have  been  cured,  40  met  under  the 
sponsorship  of  the  American  Cancer  Society.  They  were  9 
to  76  years  old,  from  29  states  and  the  District  of  Columbia, 
representing  varied  occupations  and  many  types  of  cancer 
and  its  treatment. 

The  program  included  addresses  by  Dr.  L.  T.  Coggeshall, 
president  of  the  American  Cancer  Society,  Major  Gen.  Ed- 
mond H.  Leavey,  1958  Cancer  Crusade  Chairman,  Dr.  John  R. 
Heller,  National  Cancer  Institute,  receptions  at  the  Senate 
and  White  House,  and  lighting  of  the  Sword  of  Hope. 
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Dr.  Alexander  Stephens, 

Selby,  was  elected  president 
of  the  Northwest  District 
Medical  Society  at  its  regular 
meeting  on  March  27th.  Dr. 
B.  P.  Nolan.  Mobridge,  was 
re-elected  secretary-treasurer 
and  Dr.  F.  C.  Totten  was 
named  delegate  to  the  State 
Convention. 


I GOLF  TOURNAMENT 

“The  American  Medical 
Golfing  Association  is  hold- 
ing its  annual  golf  tourna- 
ment in  conjunction  with  the 
A.M.A.  Convention  June  23, 
1958  at  the  beautiful  Olympic 
Lakeside  Golf  and  Country 
Club,  San  Francisco,  Cali- 
fornia. This  will  be  a whole 
day  of  rest  and  relaxation 
with  golf,  luncheon,  banquet, 
and  a prize  for  everyone.  We 
have  left  no  stone  unturned 
to  assure  you  the  very  best. 
Tee  off  time  8 A.M.  to  2 
P.M.  We  cordially  invite  all 
golfing  doctors  to  attend. 
Handicaps  scratch  to  30  in 
flights. 

For  information,  contact 
James  J.  Leary,  M.D.,  Secre- 
tary, 450  Sutter  Street,  San 
Francisco,  California.” 


SOUTH  DAKOTA 


The  50th  Anniversary  of  the  founding  of  the  School 
of  Medicine  at  the  University  of  South  Dakota  was 
commemorated  by  the  presentation  of  a distin- 
guished Service  Award  to  Dr.  Lyle  Hare,  Spear- 
fish,  who  is  a member  of  the  first  registered  class 
in  medicine  beginning  in  1907.  The  presentation 
took  place  at  the  annual  medical  school  banquet 
on  March  29. 


Mr.  James  Garrick,  freshman  medical  student  from 
Webster,  receiving  the  $100  Kreiser  Scholarship 
from  Harold  Larson,  Kreiser’s,  Inc.,  Sioux  Falls. 


Dr.  Arthur  Reding,  Marion,  presenting  the  $100 
J.  H.  Kittelson  Memorial  Scholarship  of  $100, 
donated  by  the  American  Academy  of  General 
Practice,  to  John  Smiley,  Deadwood. 


Dr.  M.  M.  Morrissey,  President  of  the  State  Medical 
Association,  presenting  the  $100  South  Dakota 
Medical  Association  Scholarship  to  sophomore 
Thomas  German,  Yankton. 


To  commemorate  30  years  of  medical  instruction,  i 
Dean  Hard  presented  to  Dr.  Edwin  H.  Shaw,  Jr., 
Professor  of  Biochemistry,  a bound  volume  of  over 
one  hundred  testimonial  letters  from  Dr.  Shaw’s 
former  students,  together  with  an  inscribed  gold 
watch  and  contributions  exceeding  $800.  ii 


ROSEBUD  DOCTORS  ! 

MEET  AND  ELECT 

Seven  doctors  met  at  the  Winner  Hospital 
April  18th  to  welcome  State  Association 
President  M.  M.  Morrissey,  M.D.,  on  his  of- 
ficial visit.  Executive  Secretary  Foster  dis-  I 
cussed  indigent  care  and  other  matters  of  a 
medical  economic  nature. 

Dr.  Lakstigala  was  elected  for  delegate  to 
the  State  meeting,  Alternate  delegate  is  Dr.  | 
Studenberg.  Nominated  for  Councillor  was  j 
R.  J.  Quinn,  M.D.,  R.  H.  Hayes,  M.D.  and  C.  J.  j 
Clark,  M.D.  Dr.  Lakstigala  was  elected  presi-  * 
dent  of  District  and  Dr.  Hayes  secretary.  ! 


I 
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MAY  1958 


Dean  of  the  Medical  School,  Walter  Hard  (left)  and  Medical  Associa- 
tion President  M.  M.  Morrissey,  M.D.,  observe  Governor  Joe  Foss 
as  he  signs  the  proclamation  setting  aside  April  20-26  as  Medical 
Education  Week. 


Governor  Joe  Foss  pro- 
claims the  week  of  April  20- 
26  as  Medical  Education 
Week  in  South  Dakota.  Text 
of  the  proclamation  follows: 

Whereas,  Medical  educa- 
tion in  America  is  our  first 
line  of  defense  in  safe  guard- 
ing the  health  of  our  citizens. 
The  nation’s  eighty-two  med- 
ical schools  are  the  seed-bed 
of  the  entire  health  structure, 
producing  the  physicians  to 
provide  medical  care  for  our 
families  and  children,  the 
medical  researches  to  de- 
velop new  therapy  and  new 
operative  techniques,  the 
doctors  to  staff  our  hospitals 
and  maintain  our  great  pri- 
vate and  public  health  agen- 
cies. 

Whereas,  Costs  of  today’s 
medical  education  far  ex- 
ceed the  school’s  average  in- 
come from  student  tuition 


and  other  sources.  Today,  our 
medical  schools  need  $10 
million  in  additional  income 
to  discharge  their  responsi- 
bility to  the  nation.  A por- 
tion of  this  extra  money  is 
already  being  provided  by 
practicing  physicians 
throughout  the  State  and  Na- 
tion, and  by  many  business 
firms  as  a corporate  respon- 
sibility. This  duty  also  de- 
velopes  upon  our  citizenry, 
for  its  individual  responsi- 
bility to  make  sure  that  our 
medical  schools  continue  to 
meet  the  greater  demands  of 
our  population. 

Therefore: 

Because  the  Nations  med- 
ical schools  are  making  a 
contribution  of  the  highest 
order  to  our  general  welfare; 

Because  increasing  knowl- 
edge of  their  contribution 
and  of  their  problems  should 


be  shared  by  every  citizen; 

Because  such  wider  under- 
standing will  prompt  all  of  us 
to  bring  support  to  the 
schools  and  their  teaching 
programs; 

I now  proclaim  this  week 
of  April  20-26,  1958,  Medical 
Education  Week  and  call 
upon  all  our  citizens  and  our 
agencies  of  health  and  edu- 
cation-state, county  and 
municipal  to  take  appro- 
priate steps  to  acknowledge 
our  common  debt  to  the  med- 
ical schools  and  to  foster 
their  continuing  freedom 
and  security. 


RAPID  CITY  GIRL 
WINS  MEDICAL 
ASSOCIATION  ESSAY 
CONTEST 

Seventeen  year  old  Nancy 
Nickerson,  Rapid  City  high 
school  senior,  was  named 
first  place  winner  in  the 
South  Dakota  State  Medical 
Association’s  annual  essay 
contest,  it  was  announced  to- 
day by  M.  M.  Morrissey, 
M.D.,  Pierre,  Association 
president.  Writing  on  “The 
Advantages  of  the  Free  En- 
terprise System,”  Miss  Nick- 
erson won  from  entries  all 
over  the  State.  Her  winning 
essay,  as  well  as  the  2nd  and 
3rd  place  winners,  will  be  en- 
tered in  the  national  contest 
sponsored  by  the  American 
Association  of  Physicians  and 
Surgeons.  In  previous  years 
South  Dakota  young  people 
have  won  three  of  the  top  na- 
tional awards. 

First  prize  money  of  $50.00 
will  be  presented  to  Miss 
Nickerson  by  officials  of  the 
Black  Hills  District  Medical 
Society. 
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Winning  the  second  award 
of  $25.00  was  a tenth  grade 
Aberdeen  girl,  Charlotte 
Brown  who  attends  Aber- 
deen Central  High  School. 
Her  subject  was  “The  Ad- 
vantage of  Private  Medical 
Care.” 

Third  place  was  awarded 
to  Carmen  O’Neill,  a senior 
at  Brookings  High  School. 

The  national  contest  will 
be  judged  after  April  1st. 


HEART  DIET  BOOKS 
AVAILABLE  TO  M.D/s 

Three  new  booklets  pre- 
pared especially  for  adult 
heart  patients  placed  on 
sodium-restricted  diets  by 
their  physicians  have  been 
published  by  the  American 
Heart  Association. 

The  booklets  are  available 
to  physicians  for  distribution 
to  their  patients.  They  are 
also  being  made  available  to 
patients  by  the  South  Dakota 
Heart  Association  on  a phys- 
ician’s prescription.  Copies 
may  also  be  obtained  by 
nurses,  nutritionists,  die- 
titians and  hospital  and  nurs- 
ing home  staffs. 

The  new  booklets  were 
prepared  under  the  direction 
of  a committee  representing 
four  agencies  in  addition  to 
the  American  Heart  Associa- 
tion. They  are  the  U.  S. 
Public  Health  Service,  the 
American  Dietetic  Associa- 
tion, the  Council  on  Foods 
and  Nutrition  of  the  Amer- 
ican Medical  Association, 
and  the  Nutrition  Founda- 
tion. 

Each  booklet  is  designed  to 
help  patients  follow  the 
physician’s  prescription  for  a 
different  degree  of  sodium 
restriction:  strict,  500  mg.; 
moderate,  1,000  mg.;  and 


mild.  Within  each  booklet, 
there  is  a choice  to  be  in- 
dicated by  the  physician,  of 
three  different  calorie  levels, 
1,200  calories,  1,800  calories 
and  unrestricted.  Food  lists 
enable  the  patient  to  vary  his 
meals  as  he  becomes  familiar 
with  his  basic  diet  plan. 
Weight  watching,  meal  plan- 
ning and  problems  of  the 
family  cook  are  discussed 
and  practical  suggestions  on 
eating  out  and  shopping  for 
food  are  given. 

Requests  should  be  ad- 
dressed to  the  South  Dakota 
Heart  Association,  125  South 
Main  Avenue,  Sioux  Falls, 
South  Dakota. 


WATERTOWN  DISTRICT 

MEETS 

The  Watertown  district  met 
January  7th.  Dr.  John  Welch 
of  the  Mayo  Clinic  was 
guest  speaker  and  gave  a 
talk  on  “Uterine  Fibroids” 
and  “Vaginal  Hysterectomy.” 
February  4th  they  met  and 
had  a movie,  “Upjohn  Grand 
Rounds.”  At  their  March  4th 
meeting  guest  speaker  Dr. 
John  Scheiffly  of  the  Mayo 
Clinic  spoke  on  “Difficulties 
in  Interpretation  of  chest 
pain.”  Dr.  C.  F.  Ryan  is  a 
new  member  of  the  Water- 
town  district  and  Dr.  V. 
Janavs  moved  to  Milbank 
and  is  practicing  at  the  Mil- 
bank  Clinic. 


MEDICAL  TOUR 
TO  ASIA  SET 

The  Asia-Pacific  Academy  of 
Ophthalmology  is  sponsoring 
a good  will  tour  to  countries 
of  the  Orient  following  the 
International  Congress  of 
Ophtalmology  in  Brussels  in 
September,  1958.  The  pur- 
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pose  of  this  tour,  which  is  to 
last  approximately  one 
month,  is  to  hold  joint  meet- 
ings with  ophthalmologists  in 
Pakistan,  India,  Thailand,  the 
Philippines,  and  Hong  Kong. 
It  is  expected  that  this  good 
will  tour  will  create  much 
interest  among  physicians  in 
the  countries  to  be  visited 
and  contribute  greatly  to 
American- Asiatic  medical 
approchement. 

Our  government  has  given 
its  whole  hearted  support  to 
the  plan  of  stimulating  and 
facilitating  a continuing  ex- 
change of  information  and 
techniques,  treatments  and 
devices  for  the  care  of  the 
ill  and  the  blind. 

Physicians  other  than 
ophthalmologists  and  their 
families  are  also  welcome  to 
join  this  trip! 

Those  desiring  to  partici- 
pate in  the  postgraduate  lec- 
tures and  seminars  on  med- 
ical subjects  pertinent  to 
ophthalmology  should  con- 
tact 

William  John  Holmes,  M.D. 

Liaison  Secretary, 

Suite  280,  Alexander 
Young  Building, 
Honolulu  13,  Hawaii. 
Inquiries  regarding  travel 
arrangements  should  be  sent 
to 

Compass  Travel  Bureau, 

55  W.  42nd  Street, 

New  York  36,  New  York. 


Who  Stole  de  Tight' 

The  Medical  Association 
has  always  used  an  intricate 
light  signal  system  to  notify 
speakers  of  their  time  status 
at  annual  meetings.  Twice  in 
the  last  twelve  years,  the 
light  system  has  disappeared. 
A new  one,  tied  to  the  execu- 
tive secretary’s  leg  is  being 
proposed. 


MAY  1958 


HAROLD  S.  BAILEY,  PH.D. 
EDITOR 

Division  of  Pharmacy 
South  Dakota  State  College 
Brookings,  South  Dakota 
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PRESCRIBING  SUPPLEMENTS  OF 
DIETARY  FLUORIDES 
A Report  by 

The  Council  on  Denial  Therapeutics 
American  Dental  Association 


The  Council  on  Dental  Therapeutics  has 
received  many  inquiries  from  dentists  and 
physicians  concerning  the  administration  of 
dietary  fluorides  on  an  individual  or  pres- 
cription basis.  In  many  cases,  the  practitioner 
wishes  to  begin  immediately  to  provide  the 
dental  benefits  of  fluoride  for  his  children  or 
the  children  of  patients  who  do  not  have 
access  to  drinking  water  with  an  optimum 
level  of  fluoride. 

It  should  be  emphasized  that  prescribing 
fluoride  supplements  is  not  a substitute  for 
community  fluoridation  programs.  Fluorida- 
tion of  a municipal  water  supply  ensures  the 
availability  of  adequate  dietary  fluorides  to 
all  children  who  reside  in  the  area  served  by 
the  water  system.  Fluoridation  is  a classic 
example  of  a public  health  procedure  since 
it  serves  the  entire  population,  requires  no 
conscious  and  sustained  effort  on  the  part  of 
the  individuals  within  the  community  and 
automatically  restricts  individual  consump- 
tion of  the  fluoride  supplement  to  levels 
which  have  been  shown  to  be  safe.  There  is 
increasing  evidence  also  that  some  protection 
is  provided  for  teeth  which  erupted  prior  to 
the  use  of  the  fluoride-bearing  water.!  This 
finding  suggests  that  continued  use  of  the 
fluoridated  water  provides  additional  bene- 
fits perhaps  through  contact  with  teeth  sur- 
faces. 


None  of  the  procedures  for  individual  ad- 
ministration of  fluoride  supplements  com- 
pletely duplicates  the  situation  which  exists 
when  the  entire  community  water  supply 
contains  fluoride  at  the  optimum  level.  It  is 
not  certain,  therefore,  that  a child  will  re- 
ceive as  much  benefit  through  conscientious 
use  of  prescribed  fluoride  as  through  resi- 
dence in  a community  where  a fluoridation 
program  is  in  operation.  Cost  per  child  in  the 
use  of  individual  preparations  is  much  greater 
than  the  pro  rata  cost  of  a community  fluori- 
dation program.  The  results  of  limited  ob- 
servations suggest  that  only  a small  propor- 
tion of  parents  will  continue  the  conscientious 
administration  of  fluoride  supplements  to 
children  over  the  long  periods  required  in  the 
development  of  caries-resistant  teeth. 

Certain  potential  hazards  not  associated 
with  a community  fluoridation  program  may 
attend  the  individual  use  of  fluoride  supple- 
ments. It  is  the  opinion  of  the  Council  that 
concentrated  forms  of  dietary  fluorides  j 
should  be  available  only  on  a prescription 
basis  because  the  safe  and  effective  use  of  * 
these  preparations  require  professional  super-  { 
vision.  The  careless  storage  of  concentrated  ; 
fluorides  in  the  home  could  result  in  acci-  ! 
dental  poisoning  of  children.  A further  po-  | 
tential  hazard  is  the  possibility  of  careless  or  \ 
improper  administration  of  excessive  amounts  i 
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of  fluorides  to  young  children  over  a protrac- 
ted period  of  time  especially  where  the 
drinking  water  contains  a significant  concen- 
tration of  fluoride.  Resulting  dental  fluorosis 
would  not  be  detected  until  the  eruption  some 
years  later  of  the  teeth  that  developed  at  the 
time  of  excessive  fluoride  intake.  Because 
of  their  possible  misuse  and  probable  ineffec- 
tive use,  except  under  careful  professional 
supervision,  the  Council  strongly  advises 
against  the  indiscriminate  distribution  of 
dietary  supplements  of  fluorides. 

In  spite  of  these  limitations  in  their  use,  it 
may  be  desirable  to  prescribe  fluoride  sup- 
plements for  young  children  in  selected  in- 
stances where  there  is  strong  motivation  on 
the  part  of  the  parent  and  a clear  realization 
of  the  need  for  careful  regulation  of  the  daily 
intake.  This  conclusion  is  based  largely  upon 
presumptive  evidence  but  it  is  also  supported 
by  observations  in  a limited  number  of  chil- 
dren who  were  given  tablets  of  sodium  fluor- 
ide and  examined  over  periods  of  time  suf- 
ficient to  reveal  any  indications  of  dental 
fluorosis  and  sufficient  to  provide  suggestive 
evidence  of  the  development  of  caries-resist- 
ant  teeth.3 

It  is  the  opinion  of  the  Council  that  the 
following  principles  should  be  observed  in  the 
use  of  dietary  supplements  of  fluorides: 

1.  Concentrated  fluoride  preparations 
should  be  disposed  only  upon  prescrip- 
tion in  order  that  adequate  supervision 
may  be  provided  for  their  safe  and  effec- 
tive use. 

2.  Supplementary  fluorides  should  be  pres- 
cribed only  when  the  concentration  of 
fluoride  ion  in  the  drinking  water  is 
known  and  is  less  than  0.7  part  per  mil- 
lion (ppm). 

3.  Dietary  fluoride  should  be  continuously 
available  throughout  the  period  of  tooth 
formation. 

4.  No  more  than  264  mg  of  sodium  fluoride 
should  be  dispensed  at  one  time. 

5.  Concentrated  fluoride  preparations 
should  bear  the  warning  statement: 
“CAUTION:  Store  out  of  reach  of  chil- 
dren.” 

6.  Prescriptions  should  be  limited  to  those 
instances  where  the  parent  may  be  ex- 
pected to  follow  directions  carefully. 

Use  of  a bottled  water  containing  1 ppm 
fluoride  ion  has  been  suggested  as  most  feas- 


ible during  the  first  two  years  of  life  when 
substantially  all  drinking  is  provided  at  home. 
This  water  is  used  also  for  the  preparation 
of  formulas  and  other  food.  Bottled  fluoride 
water  should  meet  established  standards  of 
sanitary  and  other  quality  control. 

Fluoride  tablets  may  be  employed  with 
least  difficulty  in  localities  where  the  drink- 
ing water  is  substantially  devoid  of  fluoride. 
The  following  prescription  illustrates  their 
use: 

Rx  Sodium  fluoride  tablets  2.2  mg. 

Dispense  100 

Label:  Use  according  to  written  directions 

CAUTION:  Store  out  of  reach  of  children 

Written  directions  should  be  provided  ac- 
cording to  the  age  of  the  child  as  follows: 

(1)  Before  two  years  of  age.  Add  one  fluor- 
ide tablet  to  each  quart  of  water  used 
for  drinking  purposes  and  for  the  prep- 
aration of  formulas  and  other  food. 

(2)  From  two  to  three  years  of  age.  Every 
other  day  add  one  fluoride  tablet  to  an 
amount  of  fruit  juice  or  drinking  water 
which  the  child  will  consume  at  one 
time. 

(3)  After  three  years  of  age.  Administer 
one  tablet  each  day  in  an  amount  of 
fruit  juice  or  drinking  water  that  will 
be  consumed  at  one  time. 

Prescriptions  of  fluoride  solutions  may  be 
used  more  conveniently  in  a locality  where 
the  drinking  water  contains  a known  sig- 
nificant level  of  fluoride  but  less  than  0.7 
ppm.  The  prescription  below  which  specifies 
0.132  Gm.  of  sodium  fluoride  is  written  for 
the  use  when  the  drinking  water  is  devoid  of 
fluoride.  However,  the  amount  of  fluoride 
may  be  adjusted  downward  by  10  per  cent  for 
each  0.1  ppm  of  fluoride  ion  in  the  drinking 
water.  Thus  when  the  level  in  the  drinking 
water  is  0.6  ppm,  the  amount  of  fluoride  in 
the  prescription  will  be  reduced  by  60  per 
cent,  that  is,  to  0.053  Gm.  Similarly  at  a level 
of  0.4  ppm  the  amount  of  sodium  fluoride 
would  be  0.079  Gm.  and  at  a level  of  0.2  ppm, 
the  prescription  would  specify  0.106  Gm. 

Rx  Sodium  fluoride  0|132 

Distilled  water  to  make  240|0 

Label:  Use  according  to  written  directions 

CAUTION:  Store  out  of  reach  of  children 

Written  directions  should  be  provided  ac- 
cording to  the  age  of  the  child  as  follows: 

(Continued  on  Page  205) 
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THE  PRESCRIPTION  PHARMACIST 
TODAY* 

Part  IV 
by 

Wallace  Croatman  and  Paul  B.  Sheatsley 
New  York  City.  New  York 
Pharmacists  and  the  Outside  World 
What  They  Say  About  Doctors 


Although  the  pharmacist-physician  rela- 
tionship is  sometimes  spoken  of  as  a partner- 
ship, there  is  seldom  any  doubt  that  the  phar- 
macist is  the  junior  partner.  The  druggist 
knows  he  falls  behind  the  physician  in  train- 
ing, prestige,  and  financial  returns.  He  knows 
he  must  not  step  on  the  physician’s  toes  — as 
a rule  he  is  far  more  dependent  on  the  good 
will  of  the  doctor  than  the  doctor  is  depend- 
ent on  his.  As  a result,  he  may  not  always 
be  as  candid  in  speaking  about  physicians  as 
he  would  like  to  be.  With  this  in  mind,  let’s 
consider  what  the  pharmacists  in  the  study 
say  about  the  doctors  they  deal  with. 

Three  out  of  five  druggists  maintain  that 
they  are  reasonably  familiar  with  the  good 
and  the  bad  points  of  the  physicians  in  their 
neighborhoods.  Where  do  they  get  this  in- 
formation? Most  druggists  stress  the  im- 
portance of  personal  contacts  with  customers, 
implying  that  some  customers,  at  least,  don’t 
hesitate  to  discuss  physicians’  strong  and 
weak  points.  Association  with  doctors  them- 
selves is  another  important  way  of  assessing 

*This  is  the  last  of  a series  of  four  articles  present- 
ing a factual  study  of  the  pharmacists  role  in  the 
health  field.  The  study  was  made  possible  by  a 
grant  from  the  Health  Information  Foundation. 
The  other  articles  will  be  found  in  Volume  II, 
No.  1,  January;  Volume  II,  No.  3 March;  and 
Volume  II,  No.  4,  April,  1958. 


medical  men’s  strengths  and  weaknesses,  ac- 
cording to  these  druggists. 

Regardless  of  where  they  get  their  informa- 
tion, the  pharmacists  have  some  fairly  def- 
inite conclusions  about  doctors.  Here  are 
their  opinions  on  a few  major  points: 

Supply  of  physicians.  Almost  half  of  the 
pharmacists  surveyed  (49  per  cent)  maintain 
that  the  supply  of  physicians  in  their  neigh- 
borhoods is  “about  right.”  But  almost  as 
high  a proportion  (45  per  cent)  say  that  there 
aren’t  enough  doctors  near  by,  and  only  4 per 
cent  think  there  are  too  many  doctors. 

Quality  of  medical  care.  Thirty-six  per  cent 
of  the  druggists  term  the  quality  of  the  phys- 
icians’ services  in  their  neighborhoods  “ex- 
cellent.” Forty-four  per  cent  say  “good,”  14 
per  cent  say  “fair,”  and  only  4 per  cent  say 
“poor.” 

When  asked  to  expand  their  views,  those 
classifying  doctor  service  as  excellent  or  good 
stress  two  points:  Their  doctors,  they  say,  are 
well  trained,  and  they’re  hard-working  (“al- 
ways available,”  “ready  for  house  calls  any 
time,”  etc.).  Those  classifying  local  medical 
services  as  fair  or  poor  raise  these  major  ob- 
jections: a tendency  for  physicians  to  object 
to  house  calls,  Sunday  calls,  and  other  odd- 
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hours  duty;  a lack  of  personal  attention  to 
patients  (often  attributed  to  the  fact  that  the 
doctors  are  overworked). 

Doctors'  fees.  On  this  touchy  subject,  a 
sizable  majority  (64  per  cent)  say  that  phys- 
icians’ fees  in  their  areas  are  “about  right.” 
Only  8 per  cent  maintain  that  fees  are  “much 
to  high,”  while  18  per  cent  think  they  are 
“somewhat  high.”  By  contrast,  almost  half 
the  respondents  say  that  hospital  charges  are 
“much  too  high’  or  “somewhat  high.” 

Doctor-druggist  cooperation.  More  than 
half  of  the  druggists  think  they  can  perform 
a genuine  service  to  physicians  by  advising 
them  about  drugs  (costs,  new  medicines,  etc.). 
Other  ways  in  which  druggists  say  they  can 
serve  doctors:  carrying  adequate  stock,  mak- 
ing prompt  deliveries,  referring  patients  who 
need  medical  attention. 

But  although  most  pharmacists  maintain 
that  they  are  willing  and  able  to  help  doctors, 
they’re  not  sure  that  the  physicians  really 
want  help.  Only  35  per  cent  of  the  druggists 
say  that  most  physicians  take  “full  advant- 
age” of  offers  to  help.  A larger  proportion 
(46  per  cent)  say  that  only  some  physicians 
take  full  advantage  of  help,  and  an  appre- 
ciable 18  per  cent  say  that  hardly  any  doctors 
take  full  advantage  of  it. 

On  the  other  hand,  almost  half  of  the  phar- 
macists (48  per  cent)  concede  that  most  phys- 
icians are  as  helpful  as  possible  to  them. 
Thirty-five  per  cent  of  the  druggists  say  that 
“only  some”  doctors  are  as  helpful  as  possible, 
and  15  per  cent  put  “hardly  any”  doctors  in 
this  category. 

A heavy  majority  (77  per  cent)  say  that 
most  doctors  make  the  most  effective  use  of 
available  drugs;  another  20  per  cent  say  that 
“only  some”  doctors  use  drugs  as  effectively 
as  possible.  And  86  per  cent  of  the  pharma- 
cists say  they  “always  feel  free”  to  call  doc- 
tors about  prescriptions  (brand,  dosage,  re- 
fills, etc.).  Among  the  14  per  cent  who  are 
somewhat  reluctant  to  contact  doctors,  com- 
mon remarks  are  that  doctors  are  sometimes 
rude  and  uncooperative  when  asked  for  sup- 
plementary information;  or  that  doctors  are 
busy  and  don’t  like  to  be  disturbed. 

Their  Place  is  the  Health  Field 

Today’s  pharmacist  has  his  problems  and 
limitations;  but,  by  and  large,  he  seems  to  be 
making  the  most  of  his  opportunities,  and  to 
be  living  up  to  his  professional  obligations. 


If  the  pharmacist  has  a major  complaint,  it 
is  probably  that  his  contributions  to  the 
health  field  do  not  always  receive  due  credit. 
Certainly  he  has  a contibution  to  make.  The 
old-fashioned  drugstore  may  no  longer  be  a 
center  of  community  life,  as  it  was  when  wire 
soda-fountain  stools  were  in  style,  but  pres- 
cription drugs  are  becoming  an  increasingly 
important  part  of  medical  practice.  And  the 
retail  pharmacists,  whether  he  compounds  a 
prescription  himself  or  simply  counts  out  the 
required  number  of  capsules,  remains  the 
middleman  between  medicine  and  the  ethical 
drug  industry  on  the  one  hand  and  the  gen- 
eral public  on  the  other. 

Customers  still  bring  their  medical  prob- 
lems to  him,  and  he  is  still  expected  to  come 
up  with  answers.  It  is  important  to  doctors 
and  the  drug  industry  (not  to  mention  the 
pharmacist  and  his  customers)  that  he  come 
up  with  satisfactory  answers. 

Fortunately,  the  pharmacist  seems  to  be 
well  aware  of  his  limitations  when  it  comes 
to  advising  customers  about  medical  matters. 
He  may  recommend  one  nosedrop  over  an- 
other, but  he  is  likely  to  send  a customer  to 
a doctor  if  the  complaint  looks  at  all  serious. 
The  old  motto,  “See  your  doctor  if  pain  per- 
sists,” is,  all  things  considered,  still  a good 
one;  and  today’s  retail  pharmacist  seems  to 
realize  its  value  as  much  as  anyone. 


LEMMON  PHARMACIST  DIES 

Edgar  A.  Corneliuson,  prominent  Lemmon 
pharmacist  died  March  30,  following  a coron- 
ary attack.  He  was  with  his  son  at  Shade- 
hill  Lake  when  stricken. 

Mr.  Corneliuson  was  born  at  Rugby,  North 
Dakota,  April  8,  1915.  He  received  his  elemen- 
tary and  high  school  education  in  the  Rugby 
schools.  He  graduated  from  the  North  Dakota 
State  School  of  Pharmacy  in  June  1938  and 
practiced  his  profession  in  North  Dakota  until 
World  War  II.  Then  he  enlisted  in  the  armed 
forces  and  spent  three  and  one-half  years  in 
the  service  of  his  country. 

He  was  married  to  Alice  M.  Madsen  of 
Albert  Lea,  Minn.,  June  30,  1946.  They  estab- 
lished their  home  at  Bismarck,  living  in  that 
city  until  1948  when  they  moved  to  Lemmon. 
For  a decade  Mr.  Corneliuson  had  been  a 
pharmacist  with  Smith’s  Drug  Store  and  for 
several  years  a member  of  the  firm. 
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H.LF.  SURVEYS  BLUE  CROSS 
NON-GROUP  ENROLLMENT 


Health  Information  Foundation  recently 
released  the  results  of  a two-year  study  of  a 
major  problem  still  confronting  voluntary 
health  insurance  plans — encouraging  greater 
enrollment  of  self-supporting  persons  not 
eligible  for  coverage  under  employee  group 
contracts. 

The  study  is  reported  in  Non-Group  En- 
rollment for  Health  Insurance,  published  by 
Harvard  University  Press,  Cambridge,  Massa- 
chusetts ($5).  The  authors  are  Sol  Levine, 
Ph.D.,  currently  of  the  Harvard  School  of 
Public  Health;  Odin  W.  Anderson,  Ph.D.,  the 
Foundation’s  research  director;  and  Gerald 
Gordon,  now  a faculty  member  of  New  York 
University.  (All  were  on  the  staff  of  Health 
Information  when  the  survey  was  made.) 

The  report  deals  primarily  with  adminis- 
trative approaches,  problems  encountered, 
and  benefits  offered  by  Blue  Cross  Plans  in 
the  non-group  field.  Findings  are  based  on 
intensive  studies  of  five  Blue  Cross  plans;  ex- 
tensive mail  questionnaires  to  executive  and 
enrollment  directors  of  85  Blue  Cross  plans; 
mail  questionnaires  to  insurance  commis- 
sioners; and  census  and  actuarial  data. 

At  the  start  of  1955,  the  survey  indicates, 
almost  two-thirds  of  the  U.  S.  population  had 
some  type  of  health  insurance  protection.  But 
the  great  majority  of  insured  persons  were 
covered  through  employee  groups. 

Of  an  estimated  35  percent  of  the  U.  S. 
population  not  eligible  for  group  coverage, 
only  about  one-quarter  were  enrolled  in  Blue 
Cross  or  other  health-insurance  plans  on  a 
non-group  basis. 

The  H.LF.  study  defines  the  non-group 


population  as  consisting  mainly  of  self-em- 
ployed persons,  those  over  a certain  age 
(usually  65)  who  are  generally  not  eligible 
for  health  insurance  protection,  retired  per- 
sons who  no  longer  have  group  coverage 
through  places  of  employment,  and  persons 
who  work  in  places  too  small  to  have  group 
contracts. 

Non-group  enrollment  presents  problems 
for  those  selling  voluntary  health  insurance. 
For  example,  there  is  no  automatic  payroll 
deduction  of  premiums.  Moreover,  non-group 
subscribers  often  include  a high  proportion 
of  individuals  who  have  greater-than-average 
utilization  rates  for  hospital  services. 

Nevertheless,  many  Blue  Cross  plans  have 
worked  out  ways  of  encouraging  non-group 
enrollment  without  upsetting  their  adminis- 
trative and  actuarial  structures.  The  H.LF. 
report  discusses  these  five  chief  enrollment 
methods: 

1.  Community  enrollment  on  a county  basis 
(or  smaller)  with  a stated  percentage  of  the 
population  required. 

2.  Community  enrollment  on  a county  basis 
(or  smaller)  with  no  stated  percentage  of  the 
population  required. 

3.  Continuous  year-round  or  “over-the- 
counter”  enrollment  on  an  individual  sales 
basis. 

4.  Periodic  “open”  enrollment  on  a plan- 
wide basis,  or  less  than  plan-wide  but  larger 
than  county-wide. 

5.  Group  enrollment  of  non-employee 
groups  such  as  farmers,  fraternal  and  profes- 
sional organizations. 

(Continued  on  Page  205) 
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72nd  Annual  Convention 
South  Dakota  State 


Pharmaceutical  Association 


Brookings,  June  22-25 


Sunday,  June  22 

12:00  M Registration,  Elks  Club 

Sports,  Brookings  Country  Club 
Exhibits,  Elks  Club 

6:30  P.M.  Allied  Drug  Travelers  Party, 
Brookings  Country  Club 

Monday,  June  23 

8:00  A.M.  Past  President’s  Breakfast, 

Elks  Club 

10:00  A.M.  First  General  Session,  High 
School  Auditorium 
Invocation 
Memorial  Hour 
President’s  Address 
Reports 

Board  of  Pharmacy  Regulations 

12:00  M Luncheon,  Elks  Club 

1:30  P.M.  Second  General  Session,  High 
School  Auditorium 
Speaker — David  Stiles,  Director 
of  Market  Development 
Abbott  Laboratories 

3:00  P.M.  Intermission 

3:15  P.M.  Business  Session 

8:00  P.M.  Variety  Show,  High  School 
Auditorium 

Tuesday,  June  24 

8:30  A.M.  Alumni  Breakfast,  Elks  Club 

10:00  A.M.  Pharmaceutical  Institute,  First 
Session,  Bunny  Ballroom, 

Union  Building 


Speaker — Clark  T.  Eidsmoe,  Pro- 
fessor of  Pharmacy,  South  Da- 
kota State  College 
Speaker — George  A.  Bender,  As- 
sistant Director,  Institutional 
Advertising,  Parke,  Davis  and 
Company 

12:00  M Luncheon,  Main  Ballroom,  Union 
Building 

1:30  P.M.  Pharmaceutical  Institute,  Second 
Session,  Bunny  Ballroom,  Union 
Building 

Speaker — Dean  Joseph  Burt,  Past 
President,  American  Pharma- 
ceutical Association 


2:30  P.M.  Business  Session 

3:30  P.M.  Campus  Tours 

6:30  P.M.  Annual  Banquet,  Entertainment 
Dance,  Main  Ballroom,  Union 
Building 

Speaker — Richard  E.  Setzler, 
Northern  States  Power  Com- 
pany 


Wednesday,  June  25 

8:30  A.M.  Veteran’s  Breakfast,  Elks  Club 

10:00  A.M.  Closed  Business  Session,  High 
School  Auditorium 
Speaker — Denney  Sullivan,  Trade 
Relations  Manager,  Sobering 
Corporation 

12:00  M Luncheon,  Elks  Club 
1:30  P.M.  Final  Closed  Business  Session 
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FORMATONE 

Description:  Formatone  — an  appetite-stim- 
ulating, growth-promoting  elixir  contain- 
ing sorbitol,  a vitamin  absorption  enhance- 
ment agent.  Each  teaspoonful  of  Forma- 
tone contains  12.5  mg.  thiamine  hydro- 
chloride (vitamin  Bi),  10.0  met.  cycanoco- 
balamin  (vitamin  B12),  1.0  mg.  pyridoxine 
hydrochloride  (vitamin  Bo)  in  a sherry  wine 
base  (15%  alcohol)  containing  sorbitol.  Sor- 
bitol enhances  the  intestinal  absorption  of 
vitamin  B12,  stabilizes  this  vitamin  in  vitro, 
and  exercises  a sparing  action  on  all  three 
vitamins. 

Indications:  Formatone  is  indicated  for  pa- 
tients of  all  ages  who  suffer  from  anorexia, 
or  who  require  a general  rehabilitating 
tonic,  metabolic  supplement,  or  nutritional 
improvement  following  serious  illnesses.  It 
is  also  recommended  for  treatment  of  chil- 
dren with  poor  appetities  and  those  enter- 
ing a period  of  active  growth,  and  for  elder- 
ly patients  on  protein-poor  diets. 

Dosage:  The  recommended  dosage  is:  one 
teaspoonful  t.i.d.  before  meals. 

Dosage  Form:  Bottles  of  16  fluidounces. 
Source:  Ives-Cameron  Company. 

Meli-Derm  Now  In  25  Gm.  Size 
Sobering  Corporation,  recently  announced 
the  availability  of  Meti-Derm  Cream  0.5% 
in  the  25  gm.  tube  and  Meti-Derm  Ointment 
with  Neomycin  in  the  25  gm.  tube.  Pre- 
viously, both  these  products  were  available 
only  in  the  10  gm.  size. 

Meti-Derm  is  used  for  treatment  of  allergic 
dermatosis  and  other  dermatologic  conditions. 
Meti-Derm  Ointment  with  Neomycin  is  in- 


dicated particularly  where  minor  secondary 
infections  are  a factor. 

Both  Meti-Derm  Cream  and  Meti-Derm 
Ointment  with  Neomycin  contains  5 mgs.  of 
prednisolone. 

Adrestat 

Description:  The  injectable  form,  Adrestat 
(F),  contains  in  each  cc  5 mg.  of  adreno- 
chrome  semicarbazone  (available  as  130  mg. 
of  carbazochrome  salicylate).  In  capsule 
and  lozenge  form,  each  contains  2.5  mg.  of 
adrenochrome  semi-carbazone  (present  as 
65  mg.  carbazochrome  salicylate),  5 mg. 
sodium  menadiol  diphosphate  (vitamin  K 
analog),  50  mg.  purified  hesperidin,  and  100 
mg.  vitamin  C. 

Indications:  Adrestat  is  indicated  in  virtually 
every  bleeding  condition  and  operative  pro- 
cedure, including  epistaxis,  nasopharyngeal 
surgery,  dental  surgery,  uterine  bleeding, 
and  hypoprothrombinemia. 

Dosage:  Adrestat  (F)  should  be  administred 
as  1-cc  intramuscularly  before,  during  and, 
if  necessary,  after  surgery  until  all  bleeding 
is  controlled.  Adrestat  capsules  and  lo- 
zenges should  be  taken  t.i.d.  for  three  to 
five  days  preceding  and  three  to  five  days 
following  surgery.  There  are  no  contra- 
indications to  the  use  of  Adrestat  nor  are 
there  any  cumulative  effects. 

Dosage  Form:  Adrestat  (F)  - 1-cc  ampuls  with 
sterile  disposable  syringe  units  in  boxes  of 
five;  Adrestat  (F)  - 5-cc  multiple  dose  vials; 
Adrestat  capsules  - bottles  30  and  Adrestat 
lozenges  - boxes  of  20. 

Source:  Organon  Inc. 
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Cardras© 

Description:  Each  tablet  contains  Ethoxzol- 
mide)  125  mg. 

mide)  125  mg. 

Indications:  As  a diuretic  incongestive  heart 
failure,  edema  of  pregnancy  and  premen- 
strual edema.  In  glaucoma  — to  relieve 
intra-ocular  pressure  and  in  the  treatment 
of  epilepsy. 

Dosage:  As  a diuretic — cyclinic  administra- 
tion is  the  preferred  schedule.  Dose  to  be 
given  after  breakfast  for  3 consecutive  days, 
omit  dose  for  4 days,  then  repeat.  Alternate 
schedule — give  Cardrase  after  breakfast 
every  other  day.  In  glaucoma  and  epilepsy 
— Cardrase  is  administered  daily.  Recom- 
mended dosage:  Congestive  heart  failure  — 
62.5  to  125  mg.  in  resistant  cases  250  mg. 
(Cyclic);  Edema  of  pregnancy  — 62.5  to  125 
mg.  For  greater  effect  250  mg.  (Cyclic); 
Premenstrual  edema  — 62.5  to  125  mg.  For 
greater  effect  250  mg.  (Cyclic);  Glaucoma — 
62.5  to  250  mg.  (2  to  4 times  daily)  and 
Epilepsy  — 125  to  250  mg.  (2  to  4 times 
daily).  Contraindications  and  cautions: 
Cardrase  should  not  be  given  to  patients 
with  renal  failure,  hyperchloremic  acidosis, 
Addisons  disease  or  in  presence  of  depres- 
sed sodium  and  potassium  levels.  Use  with 
caution  in  presence  of  symptoms  of  hepatic 
cirrhosis. 

Dosage  Form:  Available  as  125  mg.  scored 
tablets  in  bottles  of  25  and  100. 

Source:  Upjohn  Co. 

Ol-Vitum-M 

Description:  Each  01-Vitum-M  capsule  con- 
tains 5000  USP  units  vitamin  A,  1000  USP 
units  vitamin  D,  50  mg.  Ascorbic  Acid  (C),  2.5 
mg.  Thiamine  HCL  (Bi),  2.5  mg.  Riboflavin 
(B2),  0.5  mg.  Pyridoxine  HCL  (Be),  2 meg. 
vitamin  B12  Activity,  20  mg.  Niacinamide,  5 
mg.  Calcium  Pantothenate,  0.25  mg.  Folic 
Acid,  10  mg.  Iron  (as  sulfate),  1 mg.  Copper 
(as  sulfate),  0.1  mg.  Cobalt  (as  sulfate),  0.1 
mg.  Iodine  (as  potassium  iodide),  1.5  mg. 
Manganese  (as  sulfate),  7.5  Magnesium  (as 
• sulfate),  0.4  mg.  Molybdenum  (as  sodium 
molybdate),  5 mg.  Potassium  (as  sulfate), 
1.4  mg.  Zinc  (as  sulfate). 

Indications:  Ol-Vitum-M  is  indicated  for  the 
prevention  of  multiple  vitamin  and  mineral 
deficiencies;  prolonged  or  chronic  illnesses; 
convalescence;  malnutrition,  and  for  the 
use  of  many  patients  on  restricted  diets. 

Dosage:  The  recommended  dosage  is:  1 cap- 


sule daily  or  as  directed  by  physician. 
Dosage  Form:  Capsules,  bottles  of  100. 
Source:  Ives-Cameron  Company. 

Syntussin 

Description:  Each  Syntussin  tablet  contains  2 
mg.  chlorpheniramine  maleate,  7.5  phenyle- 
phrine hydrochloride,  10  mg.  dextromethor- 
phan hydrobromide,  and  64.8  terpin  hy- 
drate. 

Indications:  Syntussin  is  indicated  for  the  re- 
lief of  symptoms  of  the  common  colds, 
chiefly  nasal  congestion  and  cough,  and 
other  upper  respiratory  infections. 

Dosage:  The  recommended  dosage  is  two 
tablets  initially,  then  one  tablet  every  three 
or  four  hours  as  needed. 

Dosage  Form:  In  bottles  of  48  tablets. 

Source:  Ives-Cameron  Company. 

Glycamide 

Scientists  of  Merck  & Co.,  Inc.  have  dis- 
covered a new  coccidiostat  for  use  against  the 
serious  poultry  disease,  coccidiosis,  with  an 
efficiency  and  margin  of  safety  heretofore  not 
attained  by  any  other  anti-coccidial  product. 

This  latest  chemical  to  combat  the  ever 
present  danger  of  coccidiosis  in  growing 
chicks  is  called  glycarbylamide.  Merck  is 
marketing  it  under  the  trade  name  ‘Gly- 
Camide’.  It  is  sold  in  a premix  for  use  by  feed 
manufacturers . 

According  to  the  company’s  announcement, 
‘GlyCamide’  has  been  tested  on  almost  two 
million  broilers  in  several  widely  separated 
areas  under  different  methods  and  degrees  of 
management.  During  field  tests  there  were 
no  losses  from  coccidiosis.  Excellent  weight 
gains  were  obtained. 

Merck  is  presently  limiting  recommenda- 
tion of  the  drug  for  broilers  and  replacement 
chicks  grown  for  laying  and  breeding  flocks. 
Experiments  with  layers  have  demonstrated 
the  safety  of  the  drug.  It  has  no  adverse  effect 
on  appetite,  appearance,  egg  production,  shell 
color  or  yolk  quality,  even  when  fed  at  levels 
far  exceeding  use  levels. 

The  unusually  wide  margin  of  safety  is  a 
major  advantage  of  glycarbylamide,  but  not 
the  only  one.  The  Merck  scientists  found 
that  the  drug  is  the  most  efficient  coccidiostat 
developed  for  prevention  of  mortality,  rate  of 
growth  and  feed  conversion. 

Extensive  testing  has  shown  glycarbyla- 
mide to  be  effective  against  the  three  eco- 
nomically important  organisms  which  cause 
coccidiosis  in  chicks.  It  has  also  been  estab- 
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lished  as  harmless  to  dogs,  sheep,  cattle  and 
swine  at  the  recommended  use  level  for  poul- 
try, thus  removing  any  danger  from  acciden- 
tal consumption  by  these  animals. 

HepZide 

Merck  & Co.,  Inc.  announced  recently  that 
Nithiazide,  an  effective  new  drug  for  the  pre- 
vention and  control  of  blackhead  in  chickens 
and  turkeys,  is  now  available  as  a 20%  pre- 
mix for  use  in  feeds. 

Introduced  by  Merck  under  the  trade  name, 
HepZide,  the  drug  was  initially  marketed  last 
summer  for  use  in  drinking  water.  Exten- 
sive testing  under  way  for  more  than  a year 
in  universities,  experimental  stations  and  in 
commercial  field  trials  has  now  established 
the  effectiveness  and  safety  of  HepZide  as 
a feed  additive. 

J.  E.  McCabe,  the  company’s  marketing 
director  for  agricultural  products  stated  that 
Merck’s  research  on  an  anti-blackhead  prod- 
uct dates  back  to  1945  when  the  company  first 
sponsored  work  to  evaluate  drugs  effective 
against  the  histomonad  parasite  that  causes 
blackhead  in  turkeys  and  chickens.  “Hep- 
Zide is  the  result  of  this  lengthy  search  to 
develop  a drug  of  high  effectiveness  com- 
bined with  a wide  margin  of  safety,”  McCabe 
added. 

Experiments  on  hundreds  of  thousands  of 
birds  have  shown  that  feeds  medicated  with 
the  drug  effectively  eliminate  mortality  re- 
sulting from  blackhead  and  hexamitiasis  in 
turkeys  as  well  as  blackhead  in  chickens  — a 
disease  which  has  been  on  the  increase  in 
recent  years. 

In  addition  to  the  outstanding  effectiveness 
of  HepZide  it  is  exceptionally  free  of  side 
effects.  HepZide  is  well  tolerated  by  turkeys 
and  chickens  and  palatable  in  both  water  or 
feed.  Tests  have  demonstrated  that  birds  can 
tolerate  single  oral  doses  of  at  least  90  times 
the  recommended  use  level  — an  important 
safety  feature  in  case  of  an  accident  in  feed 
mixing.  There  is  no  interference  with  growth 
of  chicks  or  poults  when  the  product  is  used 
at  recommended  use  levels.  It  has  also  been 
demonstrated  that  HepZide  does  not  inter- 
fere with  maturation  or  reproduction  of  tur- 
keys nor  does  it  affect  egg  production  in  ma- 
ture chickens. 

HepZide  will  be  marketed  as  a 20%  supple- 
ment in  a carrier  which  is  a mixture  of  corn 
distillers  dried  grain  and  wheat  middlings. 
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The  product  may  be  handled  in  the  mill  in 
the  same  manner  as  other  feed  additives 
now  in  use.  HepZide  is  extremely  stable  in 
supplements  and  feeds  and  has  shown  no 
loss  in  biological  activity  after  storage  for  as 
long  as  8 months  at  room  temperature. 

Furoxone 

Description;  Furoxone  (brand  of  furazoli- 
done), one  of  the  antimicrobial  nitrofurans, 
is  a stable,  yellow  crystalline  compound 
heretofore  used  extensively  for  the  preven- 
tion and  treatment  of  enteric  infections  in 
animals.  It  is  now  available  for  human  en- 
teric infections  in  100  mg.  scored,  brown 
tablets. 

Indications:  Furoxone  has  an  unusually  high 
degree  of  activity  against  Salmonella  sp., 

E.  coli  serotypes,  straphylococci  and  a wide 
variety  of  other  enteric  pathogens,  both 
gram-negative  and  gram-positive.  In  din-  i 
ical  trials,  it  produced  rapid  symptomatic 
relief  and  bacteriologic  cure  in  patients 
severly  ill  with  acute  diarrheal  disease 
caused  by  the  above  named  organisms  as 
well  as  Proteus  and  Shigella  sp. 

Dosago:  The  average  dosages  are:  adults  — 
one  100  mg.  tablet,  perorally,  four  times  a 
day;  children  over  five  years  old  — 50  mg. 
(one-half  tablet)  perorally  four  times  a day; 
children  under  five  — 5 mg.  per  kg.  of  body 
weight  in  24  hours  in  4 divided  doses. 
Furoxone  is  compatible  with  bismuth  salts, 
paregoric,  kaolin  and  comparable  adju- 
vants. 'The  drug  does  not  induce  significant 
bacterial  resistance  nor  monilial  or  straphy- 
lococcal  overgrowth.  Occasional  transient 
headache,  nausea  or  emesis  may  be  minim- 
ized by  reducing  dosage.  Rare  instances  of 
sensitization  disappear  upon  termination  of 
treatment. 

Dosage  Form:  Bottles  of  20  or  100,  scored  100 
mg.  tablets. 

Source:  Eaton  Laboratories. 

Peritrate  With  Nitroglycerin 
Description:  An  uncoated,  entirely  sublingual 
combination  or  Peritrate  (pentaerythritol 
tetranitrate)  10  mg.  with  nitroglycerin  | 
1/200  gr.  (0.3  mg.) 

Indications:  For  the  angina  pectoris  patient 
who  benefits  from  the  coronary  vasodila-  | 
ting  action  of  Peritrate  but  who  may  need 
immediate  relief  under  stress  conditions 
from  the  acute  attack  of  angina  pectoris. 
Dosage  Form:  Bottles  of  50  tablets. 

Source:  Warner-Chilcott  Laboratories. 
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PRESCRIBING  SUPPLEMENTS  OF 

DIETORY  FLUORIDES— 

(Continued  from  Page  196) 

(1)  Before  two  years  of  age.  Add  one  tea- 
spoonful to  each  quart  of  water  used 
for  drinking  purposes  and  for  the  prep- 
aration of  formulas  and  other  food. 

(2)  From  two  to  three  years  of  age.  Every 
other  day  add  one  teaspoonful  to  an 
amount  of  fruit  juice  or  water  that  the 
child  will  consume  at  one  time. 

(3)  After  three  years  of  age.  Each  day  add 
one  teaspoonful  to  an  amount  of  fruit 
juice  or  water  that  the  child  will  con- 
sume at  one  time. 

The  prescriptions  illustrated  in  this  report 
have  the  advantage  of  simplicity  and  this  fac- 
tor may  encourage  the  more  conscientious 
use  of  the  supplements.  In  the  opinion  of  the 
Council,  any  other  prescription  procedure 
should  also  conform  to  the  principles  outlined 
in  this  report.  When  the  drinking  water  is 
substantially  devoid  of  fluoride  the  aim  is  to 
provide  supplements  of  about  0.5  mg.  of 
fluoride  ion  per  day  for  children  from  two  to 
three  years  of  age  and  about  1.0  mg.  per  day 
beyond  three  years  of  age.  As  noted  above, 
these  amounts  should  be  reduced  appro- 
privately  in  prescriptions  issued  for  children 
who  live  in  areas  where  the  drinking  water 
contains  fluoride  ion  at  levels  of  0.2  to  0.7 
ppm.  Your  local  or  state  department  of 
health  may  be  able  to  provide  information 
concerning  the  fluoride  levels  of  water  sup- 
plies in  your  area. 

Since  it  appears  that  dietary  fluoride  pro- 
vides its  greatest  benefit  during  the  period  of 
tooth  development,  one  may  assume  that  the 
child  should  receive  adequate  fluoride  until 
at  least  8 to  10  years  of  age.  By  this  age,  the 
crowns  of  all  teeth  but  the  third  molars 
should  be  completed  and  about  half  of  the 
permanent  teeth  will  have  erupted. 

No  evidence  is  available  to  the  Council  to 
support  the  claim  that  prescription  use  of 
fluoride  will  provide  dental  benefits  in 
adults. 

In  its  classification  program,  the  Council 
of  Dental  Therapeutics  will  now  give  con- 
sideration to  products  containing  sodium 
fluoride  to  be  prescribed  for  use  as  dietary 
supplements.  These  products  will  be  evalu- 
ated in  accordance  with  the  standards  estab- 
lished in  this  report  and  in  the  Council’s  Pro- 
visions for  the  acceptance  of  products. 


Tablets  containing  fluorides  in  the  form  of 
calcium  fluoride  or  bone  meal  have  been  clas- 
sified in  Group  (unacceptable)  because  it 
appears  difficult  or  impossible  to  provide  an 
accurately  controlled  level  of  “effective” 
fluoride  for  the  patient  through  the  adminis- 
tration of  these  slowly  soluble  fluoride 
products. 
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"HOT  DOGS" 

There  was  a man  who  lived  by  the  side  of 
the  road,  and  he  sold  hot  dogs.  He  was  hard 
of  hearing,  so  he  had  no  radio.  He  had  trouble 
with  his  eyes,  so  he  read  no  newspapers.  But 
he  sold  good  hot  dogs  and  he  put  signs  upon 
the  highway  telling  how  good  they  were.  He 
stood  by  the  side  of  the  road  and  cried,  “Buy 
a hot  dog,  mister?”,  and  people  bought.  He 
increased  his  meat  and  bun  order.  He  bought 
a bigger  stove,  to  take  care  of  his  trade. 

His  business  was  good  and  growing  daily. 
Finally  it  became  so  big  that  he  called  his 
son  home  from  college  to  help  him.  But  then 
something  happened.  His  son  said,  “Father, 
haven’t  you  been  listening  to  the  radio? 
Haven’t  you  been  reading  the  newspapers? 
There’s  a big  depression  on.  The  European 
situation  is  terrible.  The  domestic  situation  is 
worse.  Everything’s  going  to  pot.”  Where- 
upon the  father  thought,  “Well,  my  son’s 
been  to  college,  he  reads  the  papers  and  he 
listens  to  the  radio,  and  he  ought  to  know.” 

So  the  father  cut  down  on  his  meat  and 
bun  orders,  took  down  his  advertising  signs, 
and  no  longer  bothered  to  stand  out  on  the 
highway  to  sell  his  hot  dogs.  And  his  hot  dog 
sales  fell  off  almost  overnight.  You’re  right, 
son”  the  father  said  to  his  boy.  “We  certainly 
are  in  the  middle  of  a great  recession!” 

(The  author  of  the  above  story  is  anonym- 
ous. However,  we  thought  it  a very  timely 
message  and  that  you  might  enjoy  reading  it. 


— 205  — 


PHARMACY 


BROOKINGS  PLANS 
72nd  CONVENTION 

Committee  plans  insure  a 
different  program  for  the 
72nd  annual  convention  of 
the  South  Dakota  State  Phar- 
maceutical Association,  ac- 
cording to  Chan  Shirley  and 
G.  C.  Gross,  co-chairman  for 
the  event. 

The  convention  will  be 
held  in  Brookings,  June  22- 
25.  This  will  be  the  first  time 
that  the  convention  has  been 
held  in  Brookings  and  the 
local  pharmacists  are  plan- 
ning to  make  it  a memorable 
one. 

This  year  the  closed  bus- 
iness sessions  will  be  spread 
over  the  length  of  the  con- 
vention program  in  order 
that  plenty  of  time  may  be 
devoted  to  the  business  and 
legislative  aspects  of  phar- 
macy. 

Also  different  is  the  in- 
clusion of  “State  College 
Day.”  Starting  with  the 
Alumni  Breakfast,  the  day 
will  include  the  sessions  of 
the  Pharmaceutical  Institute, 
campus  tours  and  the  annual 
banquet  of  the  association  . 

Speakers  at  the  business 
session  on  Monday  afternoon 
will  include  David  Stiles,  Di- 
rector of  Market  Develop- 
ment, Abbott  Laboratories 
and  one  other.  Mr.  Stiles  will 
discuss  prescription  pricing 


and  the  results  of  his  nation- 
wide prescription  trend  sur- 
veys. 

Tuesday  speakers  include 
Clark  T.  Eidsmoe,  Professor 
and  Head  of  the  Department 
of  Pharmacy,  South  Dakota 
State  College;  George  A. 
Bender,  Assistant  Director, 
Institutional  Advertising, 
Parke  Davis  and  Co.;  and 
Joseph  Burt,  Dean,  School  of 
Pharmacy,  University  of  Ne- 
braska and  Past  President 
of  the  American  Pharmaceu- 
tical Association  . 

At  the  Friday  morning 
business  session  Denny  Sul- 
livan, Trade  Relations  Man- 
ager, Sobering  Corporation 
will  discuss  “Employee 
Training.” 


KAPPA  PSI 
ELECTS  OFFICERS 

Officers  for  1958-59  were 
recently  elected  by  the  newly 
organized  men’s  pharmacy 
fraternity.  Kappa  Psi  Club, 
at  State  College. 

Chosen  Regent  was  Cor- 
nelius O’Hearn,  Junior  phar- 
mic  from  Worthington, 
Minn.;  Jack  Winder  of  Brit- 
ton was  elected  Vice-Regent; 
Richard  King  of  Rapid  City 
as  Secretary;  Marlin  Juene- 
man  of  Adrian,  Minn,  as 
Treasurer;  Larry  Leighton  of 
Rutland  as  Historian;  Darryl 
Stoering  of  Watertown  as 


Chaplain;  and  Dr.  Norval  E. 
Webb  was  chosen  as  the 
Grand  Council  Deputy. 


PHARMACY  SENIOR 
GETS  $4,600  AWARD 
A $4,600  research  and  tui- 
tion scholarship  has  been 
granted  by  the  Department 
of  Pharmacology,  University 
of  Chicago  to  Bernard  Heit- 
brink,  senior  pharmacy  stu- 
dent at  State  College. 

Under  terms  of  the  grant 
Mr.  Heitbrink  will  do  toxi- 
cological research  for  the  Air 
Force  Radiation  Laboratory 
at  the  University  of  Chicago 
while  studying  for  the  Doc- 
tor of  Philosophy  degree. 

Mr.  Heitbrink  will  receive 
the  B.S.  in  Pharmacy  degree 
at  State  College  in  June.  He 
is  a member  of  the  Student 
Section,  American  Pharma- 
ceutical Association. 


TUITION  SCHOLAR- 
SHIPS GIVEN 

Two  new  tuition  scholar- 
ships were  given  to  the  Di- 
vision of  Pharmacy  recently. 
Donated  by  Francis  O’Con- 
nell (SDSC,  1931)  of  the  O’- 
Connell Brothers  Drug,  Fort 
Dodge,  Iowa,  the  scholar- 
ships amount  to  $150  each. 
The  awards  will  be  granted 
on  the  basis  of  both  scholar- 
ship and  need. 
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Pro-Banthine  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain, 

in  depressing  gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility T* 


*‘Our  findings  were  documented  by  an  in- 
tensive and  personal  observation  of  these 
patients  over  a 2-year  period  in  private  prac- 
tice, and  in  two  large  hospital  clinics  with 
close  supervision  and  satisfactory  follow-up 
studies.”* 

Among  the  many  clinical  indications  for 
Pro-Banthlne  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  primary.  During 
treatment,  Pro-Banthlne  has  been  shown 
repeatedly  to  be  a most  valuable  agent  when 
used  in  conjunction  with  diet,  antacids  and 
essential  psychotherapy. 

Therapeutic  utility  and  effectiveness 


of  Pro-Banthlne  in  the  treatment  of  peptic 
ulcer  are  repeatedly  referred  to  in  the  recent 
medical  literature. 

Pro-Banthlne  Dosage 

The  average  adult  oral  dosage  of  Pro- 
BanthTne  is  one  tablet  (15  mg.)  with  meals 
and  two  tablets  at  bedtime. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


*Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.L.; 
Pro-Banthlne  in  the  Treatment  of  Peptic  Ulcer.  A 
Clinical  Evaluation  with  Gastric  Secretory,  Motil- 
ity and  Gastroscopic  Studies.  Report  of  60  Cases, 
Am.  J.  M.  Sc.  252:156  (Aug.)  1956. 
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beautiful  words: 


'umms  //ymm-i 

INSURANCE  COMPANY  OF  IOWA 

^^ENCLOSED  FIND  CHECK'’ 

— and  when  these  words  accompany  check  to  cover  loss  or  serious  damage  to  a drug  store  — 
insured  by  fire,  wind,  lightning  or  other  causes  — they  are,  to  that  drug  store  owner  just  about 
the  three  most  beautiful  words  in  the  language. 

That,  in  capsule  form,  is  precisely  what  Druggists  Mutual  specialized  insurance  means  to  a drug 
store  owner.  It  means  premanence  in  business,  and  provides  stability  at  a time  when  most  needed. 

Take  time  to  KNOW  that  you  are  fully  and  adequately  covered.  In  time  of  disaster,  'Enclosed 
Find  Check'  would  be  beautiful  words  for  YOU. 

Druggists'  Mutual  is  always  at  your  Service.  A postcard,  wire,  or  phone  call  to  us  is  all  that  is  needed 
for  solution  of  any  insurance  problem. 


HOME  OFFICES 
ALGONA,  IOWA 


All  Policies  Non-Assessoble 


PROTECTING  THE  HEALTH  OF  THE 

HIGH  SCHOOL  ATHLETE 

Curbing  the  number  of  unnecessary  high 
school  sports  injuries  and  deaths  is  a com- 
munity challenge.  Physicians  can  provide 
the  needed  local  leadership  by  working  with 
school  officials,  coaches  association,  parent- 
teacher  groups  and  dental  society  to  develop 
adequate  school  health  and  safety  programs 
for  sports  participants.  One  practical  method 
— discussed  in  a new  American  Medical 
Association  pamphlet  — calls  for  the  sponsor- 
ing of  high  school  sports  injury  conferences. 
Purpose  of  these  conferences  is  to  instruct 
coaches,  athletic  directors  and  team  phys- 
icians on  the  early  recognition  of  injuries,  ap- 
propriate first  aid  measures  and  the  prompt 
referral  of  injured  players  for  medical  or  den- 
tal care.  Entitled  “Protecting  the  Health  of 
the  High  School  Athlete,”  the  booklet  was 
prepared  under  the  auspices  of  the  AMA’s 
Committee  on  Injury  in  Sports.  Further  in- 
formation and  copies  of  the  booklet  may  be 
secured  from  the  AMA’s  Bureau  of  Health 
Education. 


AMA  PREPARES  NEW  EXHIBITS 

FOR  PUBLIC 

The  AMA  Bureau  of  Exhibits  announces 
that  a number  of  new  exhibits  will  be  ready 
for  showing  by  local  medical  societies  at  fairs, 
home  shows,  school  and  similar  public 
gatherings  this  spring  and  summer. 

You  Can  Reduce  — shows  foods  to  fill  up 
on  and  stay  away  from;  gives  visitor  an  op- 
portunity to  check  his  weight  on  the  scales; 
presents  answers  to  pertinent  questions  on 
reducing;  pictures  25  different  foods  and  the 
number  of  calories  in  the  servings  shown. 

Food  and  Nutrition  Quackery  — developed 
in  cooperation  with  U.  S.  Food  and  Drug  Ad- 
ministration, Post  Office  Department’s  fraud 
division,  and  National  Better  Business  Bureau 
to  point  up  the  major  false  claims  made  in 
the  promotion  of  food  products  and  nutrition 
ideas;  exposes  house-to-house  peddlers  of 
“food  supplements,”  nutrition  and  health  lec- 
turers and  so-called  “experts”;  displays  var- 
ious reducing  aids  on  a roulette  wheel; 
features  special  “buyer  beware”  section  ex- 
plaining how  public  can  recognize  food 
quacks  and  their  claims. 
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. . . without  the  necessity  of  dietary  restrictions 


E L I 


'Cytellin’  provides  the  most  rational 
and  practical  therapy  available. 
Without  any  dietary  adjustments, 
it  lowers  elevated  serum  cholesterol 
concentrations  in  most  patients. 

In  a number  of  studies,  every 
patient  who  co-operated  obtained 
good  results  from  'CyteUin’  ther- 
apy. On  the  average,  a 34  percent 
reduction  of  excess  serum  choles- 

*‘Cytellin'  (Sitosterols,  Lilly) 


terol  (over  150  mg.  percent)  has 
been  experienced. 

In  addition  to  lowering  hj 
cholesteremia,  'Cytellin’ 
reported  to  effect  redug) 
ratio,  SflO-100  aiK 
proteins,  "athe^^^nic’ 
lipoproteins. 

May  we  se 
mation  and  bi 


LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.  A. 


873009 


•'Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles."’  "Pain 
in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  ‘muscle  spasm.' 


rheumatoid  arthritis 
involves  both 
joints  and 
muscles 

only 


MEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  bottles  of  100,  in  three 
formulas: 

MEPROLONE-5— 5.0  mg.  prednisolone, 
400  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-2— 2.0  mg.  prednisolone, 
200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-1— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2. 

1.  Comroe’s  Arthritis:  Hollander,  J.  L,  p.  149  (Fifth 
Edition,  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E.,  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


THE  FIRST  MEPROBAMATE  PREDNISOLONE  THERAPY 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 

relieves  both 


muscle  spasm 
and  joint  inflammation 


MERCK  SHARP  & DOHME  Philadelphia  1,  Pa. 

Division  of  MERCK  & CO.,  INC. 
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SOME  COMMON  PROBLEMS  IN 

GYNECOLOGY— 

(Continued  from  Page  186) 
usually  absent.  The  vaginal  mucosa  in  tri- 
chomonas invasion  is  often  firey  red  and 
granular  and  with  pinpoint  hemorrhagic 
areas  throughout.  The  vaginitis  in  monilia 
infection  is  less  instense  but  the  vulvitis  is 
likely  to  be  greater  and  cracks  and  abrasions 
on  the  labia  as  a result  of  scratching  are  very 
common. 

Both  have  one  common  characteristic:  The 
symptoms  and  signs  are  usually  greatly  ag- 
gravated after  menstruation.  Therefore,  it  is 
very  important  to  continue  treatment 
throughout  the  menstrual  cycle  and  some- 
times throughout  several  cycles.  The  fact  that 
so  many  different  remedies  are  proposed  for 
the  treatment  of  these  two  conditions  in- 
dicates that  no  specific  cure  for  either  is 
standard  treatment.  I still  like  a 2 per  cent 
aqueous  solution  of  gentian  violet,  liberally 
applied  to  all  parts  of  the  vagina,  cervix  and 
labia  for  the  treatment  of  monilia  albicans 
and  Floraquin  or  Trycogen  tablets,  inserted 
into  the  vagnia  night  and  morning  and  fol- 
lowed at  bedtime  by  Aci-jel  or  Gynaplex,  in- 
troduced with  an  applicator.  It  is  important 
to  remember  that  aqueous  solutions  of  gen- 
tian violet  quickly  become  concentrated  and 
thus  more  irritating  to  the  tissues,  and  one 
must  be  careful  not  to  over-treat  or  to  treat 
with  a too  concentrated  solution  or  a chem- 
ical vaginitis  and  vulvitis  may  result,  which 
can  be  very  painful.  It  is  also  important  to 
remember  that  mixed  infections  also  occur 
with  both  of  these  conditions.  If  the  vaginitis 
ns  not  so  severe  that  manipulation  causes 
pain,  cleansing  the  vagina  with  green  soap 
and  warm  water  or  with  an  aqueous  solution 
of  1:1,000  Zephiran  solution,  followed  by  dry- 
ing with  cotton  applicators,  will  remove 
much  cellular  debris  and  many  secondary 
bacterial  invaders,  after  which  the  more 
specific  remedies  are  applied.  In  general,  the 
simpler  the  therapy  the  more  effective  will 
be  the  results  when  the  cause  is  known.  For 
temporary  but  grateful  relief  in  pruritus  vul- 
vae,  cooling  applications  of  watery  solutions 
are  more  effective  than  creams  and  oint- 
ments. One  of  the  best  is  that  old-fashioned 
mixture  of  equal  parts  of  a saturated  solu- 
tion of  boric  acid  and  witch  hazel,  applied  as 
cold  as  possible  on  cotton  to  the  labia. 


Senile  vaginitis  and  vulvitis  is  the  absence 
of  infection  usually  yield  rather  promptly  to 
estrin  cream,  applied  locally,  and  with  cyclic 
estrogenic  therapy,  given  orally. 

But  the  common  problem  of  pruritus  vul- 
vae,  with  or  without  leucorrhea,  is  so  distress- 
ing to  so  many  that  one  must  cover  a wide- 
range  of  causes  in  addition  to  those  I have 
mentioned.  It  has  so  many  causes,  from 
pediculosis  pubis  to  allergy,  that  to  cover  all 
of  them  in  a short  time  would  be  impossible. 
Among  local  causes,  look  for  lice  among  the 
high  and  the  low  and  don’t  forget  to  have 
gram  stains  made  on  cervical  and  vaginal 
secretions  in  an  attempt  to  find  the  once- 
prevalent  gonococcus.  Among  constitutional 
or  systemic  causes,  rule  out  diabetes  mellitus, 
disturbances  of  thyroid  metabolism,  blood 
dyscrasias,  and  evidence  of  estrogenic  de- 
diciency.  Leukoplakia  vulvae  and  senile  vag- 
initis and  vulvitis  are  not  likely  to  be  missed 
when  well  advanced  but  in  their  incipiency 
and  when  they  are  beginning  to  produce  in- 
tense itching,  they  may  be  overlooked. 

Leukoplakia  vulvae  is  a dangerous  lesion. 
It  is  also  common  enough  to  demand  special 
consideration.  The  complaint  which  will  most 
frequently  bring  this  patient  to  her  physician 
is  pruritus.  Often  one  will  find  ulcerative 
lesions,  particularly  on  the  labia  majora  and 
about  the  clitoris,  and  then  one  sometimes 
finds  an  exudative  type  of  lesion  which  often 
causes  considerable  pain.  These  ulcerations 
will  sometimes  heal  following  the  applica- 
tion of  estrin  cream.  Caustics  or  drying 
creams  should  not  be  used.  I have  been  cau- 
tiously using  estrogenic  therapy  for  not  over 
two  weeks  at  a time  in  some  of  these  patients 
with  good  results.  If  the  normal  color  of  the 
vulva  returns  and  the  ulcerations  heal  under 
this  treatment,  the  patient  is  instructed  to  re- 
turn once  a month  for  re-examination.  If 
there  is  no  change  or  if  the  lesions  advance, 
multiple  biopsies  are  taken.  One  will  some- 
times find  such  a severe  leukoplakia  vulvae, 
without  malignant  changes  that  it  interferes 
with  sleep  in  spite  of  all  the  local  or  systemic 
treatment  one  can  devise.  Such  patients  can 
readily  become  psychotic  and  there  is  danger 
of  drug  addiction.  It  is  in  such  cases  that 
simple  vulvectomy  finds  its  greatest  useful- 
ness. It  can  be  done  without  producing  dys- 
pareunia  or  otherwise  disturbing  the  female 
sexual  function. 
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the  choice 
of  Doctors  . . . 


WHO  DEMAND  THE  BEST 


• Upholstered  in  Naugahyde  covering 

• Modern  design  and  sturdy  construction 

• Legs  of  I -inch  chrome  plated  steel  tubing 


The  modern  table  has  been  designed  especial- 
ly for  P&H.  It  is  modern  in  trend  and  sturdy 
in  construction.  72”  length  accommodates  all 
patients.  The  legs  are  made  of  1”  steel  tubing, 
triple-plated  with  copper,  nickel  and  chrome. 
The  top  is  well  padded  and  covered  with 
Naugahyde.  Overall  dimensions  are:  72” 
long,  26”  wide  and  30”  high.  When  ordering 
specify  number  . . . SD  558. 


PHYSICIANS  & HOSPITALS  SUPPLY  CO. 

1400  Harmon  Place,  Minneapolis  3,  Minnesota 


I am  sure  that  one  of  our  most  common 
problems  is  the  adequate  and  safe  treatment 
of  the  bizarre  group  of  symptoms  commonly 
associated  with  the  menopause.  More  recently 
we  have  discovered  that  number  of  these 
symptoms  occur  in  women  in  their  thirties  or 
early  forties  who  are  menstruating  regularly. 
We  are  likely  to  group  the  symptoms  in  this 
younger  group  as  premenstrual  tension. 
From  a day  or  two  or  for  as  long  as  a week  or 
ten  days  before  menstruation,  these  patients 
become  tense,  irritable,  easily  fatigued,  and 
they  suffer  from  various  degrees  of  headache 
and  insomnia.  The  rather  frequent  vasomotor 
symptoms  are  just  as  likely  to  be  chills  and 
sweating  as  the  more  orthodox  hot  flushes. 
The  headache  usually  disappears  at  the  onset 
of  menstruation  or  within  the  first  day  or  two 
of  it  and  if  an  aphthous  stomatitis  or  the  so- 
called  “canker  sores”  have  been  troublesome, 
they  will  usually  disappear  at  about  the  same 
time.  If  you  examine  these  patients  in  this 
premenstrual  period,  you  will  often  find  an 
elevation  of  blood  pressure.  Some  have  at- 
tributed this  premenstrual  tension  to  hor- 
mone imbalance.  I don’t  know  the  cause  but 
I know  that  I am  sometimes  able  to  relieve 
it  by  mild,  oral  estrogenic  therapy,  given  in 
the  week  preceding  menstruation;  in  other 
cases,  the  luteinizing  hormone  seems  to  give 
results  and  in  some  others,  mild  sedation  is 
effective.  More  recently  I have  used  a non- 
mercurial oral  diuretic  in  a few  of  these  pa- 
tients with  promising  results. 

But  I have  lived  long  enough  to  have  fol- 
lowed the  course  of  these  women  with  pre- 
menstrual tension  into  the  menopause  and, 
as  a class,  they  are  the  ones  who  suffer  most 
acutely  from  headache  and  fatigue  at  that 
time  and  they  often  develop  considerable 
hypertension.  When  they  reach  the  true 
menopause  their  vasomotor  symptoms  are 
likely  to  be  severe. 

The  degenerative  diseases,  the  hypertensive 
hearts  and  diseases  of  metabolism  are  some- 
times first  apparent  in  the  woman  we  have 
described  with  premenstrual  tension,  and 
they  are  most  certainly  all  too  commonly 
found  in  the  menopausal  patient.  We  must 
not  brush  off  their  complaints  as  merely  due 
to  “the  change  of  life!”  I am  certain  that  if 
we,  men,  had  passed  through  the  years  of 
cyclic  inconvenience  that  characterize  the 
female  between  menarche  and  the  menopause 
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“No  patient  failed  to  improve/’* 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
. far  excelled  . . . results  with  the  many 
measures  usually  advocated.”! 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.  T.:  GP  14:86,  Nov.,  1956. 


pHisoHex 

™ nonalkaline 

antibacterial  L 

detergent—  vll /(fUfl/lOp  laboratories 

nonirritating,  W f New  York  18,  N.  Y. 

hypoallergenic. 

Contains  3% 
hexachlorophene. 


and  if  we  had  borne  a number  of  children 
during  those  sexually  mature  years  or  had 
suffered  frustration  because  we  could  not  do 
so,  we  would  appreciate  more  than  a look  of 
disgust  and  an  aspirin  tablet  when  gonadal 
activity  began  to  decline  or,  at  least,  to  act  in 
a manner  unpredictable  to  the  masculine 
mind.  Next  to  his  presence  in  the  delivery 
room,  here  is  the  place  where  the  woman 
most  appreciates  the  thoughtful  and  thorough 
consideration  of  her  physician. 

This  patient  with  her  menopause  or  pre- 
menopause problems  should  have  a careful 
history  taken,  including  a detailed  obstetric 
and  gynecologic  history.  She  should  be  al- 
lowed and  encouraged  to  “talk  out”  her  prob- 
lems with  her  physician.  A complete  physical 
examination  and  a detailed  study  of  the  gen- 
erative tract  by  bimanual,  recto-vaginal  and 
speculum  examination  is  made.  If  the  patient 
will  not  submit  to  this,  I do  not  treat  her.  The 
minimum  laboratory  procedures  include  the 
examination  of  a catheterized  specimen  of 
urine,  hematocrit,  red,  white  and  differential 
blood  counts,  sedimentation  rate  and  serology. 
The  Pauanicolaou  test  is  not  used  routinely, 
but  it  is  used  frequently  when  various  abnor- 
malities indicate  that  it  might  prove  helpful. 
If  no  abnormal  uterine  bleeding  is  found  and 
the  uterus  and  cervix  appear  grossly  normal, 
I begin  a course  of  estrogenic  therapy,  some- 
times with  mild  sedation,  and  note  the  re- 
sponse. During  this  treatment  the  patient 
should  be  seen  at  frequent  intervals.  She 
will  appreciate  your  interest  and  you  will 
appreciate  the  opportunity  to  be  the  first  one 
to  detect  abnormal  bleeding  and  to  decide 
that  curettage  and  biopsy  are  necessary. 

Sterility  problems  are  becoming  more  and 
more  common  in  spite  of  a birth  rate  which 
has  been  rising  rapidly.  Its  study  is  a sub- 
ject all  by  itself  and  far  too  extensive  for  con- 
sideration here.  There  is  time  to  mention  only 
a few  basic  considerations.  The  first  is  that 
the  history  and  physical  examination  must 
be  so  thorough  that  one  forms  a fairly  good 
opinion  as  to  whether  or  not  a sterility  prob- 
lem actually  exists!  Unless  I find  gross  ab- 
normalities in  wife  or  husband,  I do  not  feel 
that  the  problem  is  critical  until  marital  re- 
lationship have  been  continued,  without  con- 
traceptive measures,  for  a period  of  three 


S.D.J.O.M.  MAY  1958  - ADV. 


33 


for  "the  butterfly  stomach 


ft 


Povotrine^  with  Phenobarbitol 


12S  mg. 


is  an  effective  dual  antispasmodic 

combining  musculotropic  and  neurotropic  action 
with  mild  central  nervous  system  sedation. 


dosage:  one  tablet  before  each  meal  and  at  bedtime. 


years.  That  may  seem  far  too  long  to  many 
of  you  but  in  the  anxious  couple  it  is  a splen- 
did morale  booster.  And  before  one  outlines 
extensive  and  costly  tests  on  the  woman  it  is 
only  common  sense  to  remember  that  male 
sterility  or  low  fertility  is  responsible  for 
from  one-third  to  one-half  of  sterile  mar- 
riages. 

Retrodisplacements  of  the  uterus,  so  fre- 
quently subjected  to  surgery  in  an  earlier 
day,  are  probably  symptoms  free  in  the  ma- 
jority of  patients.  I estimate  that  one-third 
of  my  gynecologic  patients  show  some  degree 
of  retrodisplacement  but  only  a very  small 
number  require  treatment.  Nevertheless 
there  is  still  a limited  field  for  some  type  of 
uterine  suspension  operation.  Such  cases  in- 
clude the  occasional  “retroversion  with 
symptoms”  where  the  fitting  of  a retrover- 
sion pessary  relieves  the  symptoms  and 
where  the  symptoms  recur  with  disabling  fre- 
quency when  the  pessary  is  removed  and, 
occasionally,  in  the  conservative  management 
of  endometriosis. 

And  so  I have  finished,  even  if  I have  not 


completed,  the  cycle  of  a rambling  discussion 
of  some  common  problems  in  gynecology.  I 
hope  that  I have  offered  some  suggestions 
which  may  prove  helpful.  If  not,  I at  least 
hope  that  I have  helped  to  dispel  some  of  the 
pessimism  of  Hertzler,  even  though  he  was 
only  fooling,  as  well  as  the  pollyanna  preach- 
ments of  the  Soul  Mechanics.  Somewhere 
between  lies  helpful  clinical  gynecology. 


The  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  an- 
nounces its  Annual  Assembly  in  Otolaryn- 
gology from  September  29  through  October  5, 
1958.  The  Assembly  will  consist  of  an  inten- 
sive series  of  lectures  and  panels  concerning 
advancements  in  otolaryngology,  and  evening 
sessions  devoted  to  surgical  anatomy  of  the 
head  and  neck  and  histopathology  of  the  ear, 
nose  and  throat. 

Interested  physicians  should  write  direct  to 
the  Department  of  Otolaryngology,  1853  West 
Polk  Street,  Chicago  12,  Illinois. 
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there  is  one  tranquilizer  clearly  indicated  id  poptiC  UlCSr... 


*Tests  in  a series  of  25  patients  show  that 
there  is  “a  definite  and  distinct  lowering 
[of  both  volume  of  secretions  and  of  free 
hydrochloric  acid]  in  the  majority  of 
patients.  . . . No  patients  had  shown  any 
increase  in  gastric  secretions  following  ad- 
ministration of  the  drug.”^ 

Now  you  have  4 advantages  when 
you  calm  ulcer  patients  with  atarax  : 

1.  ATARAX  suppresses  gastric  secretions; 
others  commonly  increase  acidity. 

2.  ATARAX  is  “the  safest  of  the  mild  tran- 
quilizers.”^ (No  parkinsonian  effect 
or  blood  dyscrasias  ever  reported.) 

3.  It  is  effective  in  9 of  every  10  tense 
and  anxious  patients. 

4.  Five  dosage  forms  give  you  maximum 
flexibility. 

supplied;  10,  25  and  100  mg.  tablets,  bottles  of 
100.  Syrup,  pint  bottles.  Parenteral  Solution, 
10  cc.  multiple-dose  vials. 

references;  l.  Strub,  I.  H. ; Personal  commu- 
nication. 2.  Ayd,  F.  J.,  Jr.:  presented  at  Ohio 
Assembly  of  General  Practice,  7tb  Annua] 
Scientific  Assembly,  Columbus,  September  18- 
19,  1957. 


New  York  17,  New  York 

Division^  Chas.  Pfaer  & Co, , Inc, 
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NATA 


PERFORMANCE  WITH 
GREATER  PERMANENCE 
IN  THE  MANAGEMENT 
OF  DERMATOSES... 

(Regardless  of  Previous  Refractoriness) 

Confirmed  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 

I rDri  AlLDi^PTW® 


itwAA  ^ CREAM 

NydroGortisone  0.5%  and  Special  Coal  Tar  Extract  5% 

(tar  BO  N IS®)  in  a greaselese,  stainless  vanishing  cream  base. 

NE(0=TllCORTIi:,..„... 

Hydrocortisone  0.5%,  Neomycin  0.35%  (as  Sulfate)  and  Special 
Coal  Tar  Extract, 5%  (TARBONIS)  in  an  ointment  base. 


ATOPIC  DI  RMATiTIS  t CZl  MAS  ■SEBORRHf- A • ANO^ 


US . DERM 


* 


.. 


ifi«:mi958;rWekhXt-  andl'de,M. 

„ , .prompt  remissions  of...  acute  phases.” 

TARCORT.N 

REED  & CARNRICK  ^Jersey  City  6,  New  Jersey 


* 


1.  Clyman,  S.  G. : Postgrad.  Med.  21  :Z09,  1957. 

2.  Bleiberg,  J.:  J.  M.  Soc.  New  Jersey  53:Z1,  1956. 

3.  Abrams,  B.  P.,  and  Shaw,  C. : Clin.  Med.  S :839,  1956. 

4.  Welsh,  A.  L.,  and  Ede,  M. : Ohio  State  M.  J.  50:837,  1954. 

5.  Bleiberg,  J.:  Am.  Practitioner  5:1404,  1957. 


SWEDISH  COUNSUL  PROVIDES 
ADVICE  ON  SWEDISH  ABORTION 

The  Swedish  Consulate  has  stated  that 
inquiries  from  abroad  are  often  received  by 
Swedish  authorities  regarding  the  possibili- 
ties of  obtaining  a legal  abortion  in  Sweden. 
As  these  are  very  small,  it  has  been  found 
desirable  that  the  situation  should  be  an- 
nounced abroad. 

The  health  authorities  in  Sweden  point  out 
that  the  chances  for  alien  women  to  obtain 
legal  abortion  in  Sweden  are  very  small.  Per- 
mission for  abortion  will  be  granted  an  alien 
woman  in  such  cases  only,  where  the  giving 
of  birth  should  seriously  threaten  her  life  and 
health  on  account  of  her  being  ill  or  in- 
capacitated. In  all  other  cases,  a thorough 
examination  is  required  regarding  the  ap- 
plicant and  per  personal  circumstances.  Such 
an  examination  is  to  be  performed  by  the 
curator  of  a Swedish  consultative  bureau  for 
questions  pertaining  to  abortions.  A trust- 
worthy examination  of  this  kind  can  be  made 
as  regards  such  persons  only,  who  have  re- 
sided in  Sweden  for  a longer  period  of  time. 


Protection  against  loss  of  income  from  acci- 
dent & sickness  as  well  as  hospital  expense 
benefits  for  you  and  all  your  eligible  depend- 
ents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 
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and  inflammation 

With  BUFFERir 

IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.^) 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference:  1,  J.A.M.A.  158:386  (June  4)  1955. 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 


BUY 
QUALITY 
IN  YOUR 
PRINTING 


An  old  adage  says  "Clothes  make  the  man."  Per- 
haps this  is  not  true  in  a very  strict  sense,  but 
nevertheless  a well-groomed  man  makes  a better 
impression  than  one  who  is  not.  This  same  reason- 
ing may  well  apply  to  the  printed  forms  which 
leave  your  office.  A dignified,  well-printed  state- 
ment or  envelope  can  lend  a great  deal  of  prestige 
to  your  practice.  It  costs  no  more  to  get  QUALITY 
printing  than  poor  printing. 

We've  had  many  years  of  printing  experience  and 
would  like  to  help  you  with  your  printing  require- 
ments. 


MIDWEST-BEACH  COMPANY 

222  South  Phillips  Ave.  • Sioux  Falls,  S.  Dak. 


LYSINE-VITAMINS 


CORRECTS 
IRON  DEFICIENCY 
AS  IT 

STIMULATES 

APPETITE 

DELICIOUS  CHERRY  FLAVOR 
DESIGEO  TO  APPEAL  TO 
ROTH  CHILDREN  AND  ADULTS 


PARTICULARLY 


FOR  CHILDREN 


Supplies  essentia!  Iron  as  ferric  pyrophos- 
phate, highly  stable,  well-tolerated,  readily 
absorbed ; essential  vitamins  Bi,  Be  and  Bi;, 
established  as  appetite  stimulants;  essential 
1-Lysine  for  greater  protein  economy  in  the 
pediatric  diet. 


INCREMIN  Syrup 


FORMULA 


Each  toaspoonful  (5  cc.)  contains: 

1-Lysine  HCl  

Ferric  Pyrophosphate  (Soluble)  . 

Iron  (as  Ferric  Pyrophosphate) . 

Vitamin  Biz  Crystalline 

Thiamine  Mononitrate  (Bi)  

Pyridoxino  HCl  (Be)  

Alcohol  . 


300  mg. 
250  mg. 
30  mg. 
25  megm. 
10  mg. 
5 mg. 
C.75% 


I 


in 


EDEMA 


Start  therapy  with  one  or  two  500  mg. 
tablets  of  'diurw  once  or  twice  a day, 

BENEFITS: 

# The  only  orally  effective  nonmercnrial  agent 
with  diuretic  activity  equivalent  to  that  of  the 
parenteral  mercurials. 

# Excellent  for  initiating  diuresis  and  maintaining 
the  edema-free  state  for  prolonged  periods. 

# Promotes  balanced  excretion  of  sodium  and 
chloride— without  acidosis. 


Any  indication  for  diuresis  is  an  in- 
dication for  'DIURIL': 

Congestive  heart  failure  of  all  degrees  of  severity; 
premenstrual  ssmdrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema — nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 


SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL* 
(chlorothiazide);  bottles  of  100  and  1,000. 

'DIURIL'  and  'INVEBSINB'  are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


as  simple 
as  1~ 
in 

HYPERTENSION 

INITIATE  'DIURIL'  THERAPY 

’DIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 

ADJUST  DOSAGE  OF  OTHER  AGENTS 

The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  ad- 
justed as  indicated  by  patient  response.  If  the 
patient  is  established  on  a ganglionic  blocking 
agent  (e.g.,  ’INVERSINE’)  this  should  be  con- 
tinued, but  the  total  daily  dose  should  be  mwe- 
diately  reduced  by  25  to  50  per  cent.  This  will 
reduce  the  serious  side  effects  often  observed  with 
ganglionic  blockade. 

ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage. 

BENEFITS: 

• improves  and  simplifies  the  management  of  hypertension 

♦ markedly  enhances  the  effects  of  antihypertensive  agents 

• reduces  dosage  requirements  for  other  antihypertensive 
agents— often  below  the  level  of  distressing  side  effects 

* smooths  out  blood  pressure  fluctuations 

INDICATIONS:  management  of  hypertension 

Smooth,  more  trouble-free  manage- 
ment of  hypertension  with  'DIURIU 


TWO  CIVIL  DEFENSE 
PROGRAMS  SCHEDULED 
IN  SAN  FRANCISCO 

Two  medical  civil  defense 
meetings  will  be  held  in  San 
Francisco  immediately  pre- 
ceding the  American  Medical 
Association’s  107th  Annual 
Meeting.  On  June  19-20,  the 
12th  Naval  District  will  spon- 
sor a symposium  on  “Medical 
Problems  of  Modern  Warfare 


and  Civil  Defense  at  the  U.  S. 
Naval  Radiological  Defense 
Laboratory,  and  on  June  21 
the  AMA’s  Council  on  Na- 
tional Defense  will  sponsor 
its  6th  Annual  National  Med- 
ical Civil  Defense  Confer- 
ence in  the  Sheraton-Palace 
Hotel.  Dr.  David  B.  Allman, 
AMA  president,  and  Frank 
W.  Barton,  secretary,  AMA 
Council  on  National  Defense, 


will  speak  at  the  naval  | 
symposium  on  the  plan  and  [• 
activities  of  organized  med-  / 
icine  for  medical  prepared-  j 
ness  in  disasters  or  in  the  > 

event  of  all-out  war.  1 

i 

Dr.  Gunnar  Gundersen,  i 
AMA  president-elect,  will  p 
welcome  participants  to  the  U 
AMA’s  civil  defense  meeting  1’ 
on  June  21.  The  current  fed-  H 
eral  civil  defense  program, 
including  the  national  plan 
for  mobilization  of  resources  i 
(personnel,  facilities,  supplies)  j 
will  be  outlined  during  the  ,■ 
morning  session  by  officials  ji 
of  federal  governmental 
agencies  involved.  Also 
scheduled  for  the  morning  /| 
session  will  be  a discussion  1 1 
of  the  threat  and  impact  of  j li 
newer  weapons  and  delivery  a 
systems  by  an  outstanding 
military  planner,  and  a re- 
port  on  the  legislative  pro- 
gram  now  pending  before 
congress  for  a national  sur-  J 
vival  plan  by  the  Hon.  Chet  : 
Holifield,  U.  S.  congressman, 
19th  district  of  California. 

During  the  afternoon,  the 
Surgeons-General  of  the 
Army,  Navy,  Air  Force  and 
Public  Health  Service  will 
discuss  the  civil  defense  role 
and  responsibilities  of  civil- 
ian physicians.  Two  other 
subjects  to  be  covered  in- 
clude the  radioactive  fall-out 
problem  and  the  feasibility 
of  a national  shelter  pro- 
gram. 

All  physicians  interested  in 
civil  defense  planning  are 
urged  to  attend  these  two 
worthwhile  meetings. 
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mmQUE  fE  ^bins  j research  discovery 


for  SELECTIVE,  SUPERIOR 
skeletal  muscle  relaxation 


ROBAXIN  — a completely  new  chemical  formulation  — pro- 
vides sustained  relaxation  of  skeletal  muscle  spasm, 
without  impairment  of  muscle  strength  or  normal  neuro- 
muscular function  . . . and  with  essential  freedom  from 
adverse  side  effects.  Beneficial  in  94.4%  of  cases  tested. 


METHOCARBAMOL  'ROBINS',  U.S.  PAT.  NO.  2770649 


Supply: 

Tablets,  0.5  Gm.,  bottles  of  50. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


Ethical  Pharmaceuticals  of  Merit  since  1878 


with  new 

(pENTAeRYTHRlTOt.  TETRAN ITRATe)  (bRAND  OF  HYDROXYZINE) 

For  cardiac  effect:  petn  is  . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.”^  Prevents  about  80%  of  anginal  attacks. 

For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 

For  greater  therapeutic  success:  In  clinical  trials,  cartrax 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 

1.  Russek,  H.  I.:  Postgrad.  Med.  19:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  CARTRAX  “10” 
tablets  (10  mg.  PETN  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  cartrax 
“20”  tablets  (20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience, 
write  “cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  PETN  preparations  with  caution 
in  glaucoma. 


why  PETN? 

why  ATARAX? 
why  combine  the  two  ? 

NEW  YORK  17.  NEW  YORK 
Division.  Chas.  Pfizer  & Co.,  Inc. 

♦Trademark 
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“Most  likely  candidate 
for  ORINASE” 


more  than 

000  diabetics  enjoy 
oral  therapy 


now 


Trademark,  reo.  o.  s. 
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Gastric  distress  accompanying  "predni-steroid” 
therapy  is  a definite  clinical  problem— well 
documented  in  a growing  body  of  literature. 


'iew  of  the  beneficial  re- 
observed when  antacids 
d diets  were  used  concom- 
ith  prednisone  and  predni- 
t^e  feel  that  these  measures 
i>e  employed  prophylacti- 
offset  any  gastrointestinal 
:ts.” — Dordick,  J.  R.  et  al.: 
ite  J.  Med.  57:2049  (June 
7. 


5k“It  is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  D.  C.:  J.  Kentucky 
State  M.  A.  54:771  (Sept.)  1956. 


5{c“The  apparent  high  inci- 
dence of  this  serious  [gastric] 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.”— • 
Bollet,  A.  J.  and  Bunim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid"  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  co-deltra  or  co-hydeltra. 


pie  compressed  tablets 


provide  all  the  benefits 
of  “Predni-steroid”  therapy, 
plus  positive  antacid  protection 
against  gastric  distress 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30,  100,  500. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO..  mo..  Philadelphia  I.  Pa. 
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Good  or  bad? 

Amid  today’s  booming  prescription  business,  there  is  much 
concern  over  the  multiplicity  and  duplication  of  pharmaceuti- 
cal products.  Although  these  conditions  appear  to  be  detri- 
mental, they  are  actually  the  result  of  progress  and  opportunity. 

A continuing  stream  of  new  products  is  absolutely  vital  to 
medical  progress.  New  drugs  promise  better  health  and 
longer  life  for  everyone. 

Duplication  is  a manifestation  of  free  enterprise  . . . one  of 
the  most  treasured  virtues  of  our  democratic  way  of  life. 

These  conditions  do  require  close  attention  to  inventory  and 
sound  buying  practices.  The  best  way  to  capitalize  on  the 
situation  is  to  buy  as  you  need  from  us  . . . your  service  whole- 
saler. Our  comprehensive  stocks  are  always  at  your  service — 
quickly  and  conveniently. 

BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


Doctors,  too, 


like  “Premarirv” 


The  reasons  are  fairly  simple.  Doctors 
like  “Premarin,”  in  the  first  place,  be- 
cause it  really  relieves  the  symptoms  of 
the  menopause.  It  doesn’t  just  mask  them 
— it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

Furthermore,  if  the  patient  is  suffer- 
ing from  headache,  insomnia,  and  arth- 
ritic-like symptoms  before  the  menopause 


and  even  after,  “Premarin”  takes  care 
of  that,  too. 

Women,  of  course,  like  “Premarin,” 
too,  because  it  quickly  relieves  their 
symptoms  and  gives  them  a “sense  of 
well-being.” 

“PREMARIN:’ 

conjugated  estrogens  (equine) 


Ayerst  Laboratories 


New  York  16,  New  York  • Montreal,  Canada 

5641 
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Triaminic  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 


first-~$  to  4 hours  of  relief 
from  the  outer  layer 


then~-%  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12 -year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief, 

*TrademarK. 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  'A  Triaminic 
Tablet  or  Vz  Triaminic  Juvelet. 


Triaminic 


SMITH-DORSEY  >3  division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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Avoid  ‘ BOTTOM  OF  THE  VIAL”  reactions 


Each  cc.  of  Globin  Insulin 
—including  the  last  one— 
provides  the  same 
unvarying  potency. 


Of  the  intermediate-acting  insulins, 
only  Globin  Insulin  is  a clear  solution. 


24-hour  control  for  the  majority 
of  diabetics 


GLOBIN  INSULIN 

‘B.W.&CO.’* 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


AN  AMES  CLINIQUiCK”^ 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


Which  plasma  proteins  may  be 
hazardous  in  renal  disease? 


The  globulins.  They  are  more  easily  precipitated  to  form  casts  with  block- 
age of  renal  tubules.  The  greater  the  damage  to  the  glomeruli,  the  greater 
the  proportion  of  urinary  globulin  to  albumin  and  subsequent  tubular 
impairment. 

Source —’RoS.man,  W.  S.:  The  Biochemistry  of  Clinical  Medicine,  Chicago,  The  Year 
Book  Publishers,  Inc.,  1954,  p.  233. 


colorimetric  “dip-and-read”  test 
for  proteinuria 


ALBUSTIX 


Reagent  Strips 


for  tablet  testing— Albutest®  Reagent  Tablets  detect  proteinuria  with  one  drop 
of  urine. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


4eis€ 


premenstrual  tension 

responds  very  well  to  Compazine* 


• agitation  and.  apprehension  are  promptly  relieved 

• emotional  stability  is  considerably  improved 

• nervous  tension  and  fatigue  are  greatly  reduced 

• appetite  and  sleep  patterns  improve 

• depression  often  disappears 


For  prophylaxis:  ‘Compazine’  Spansulet  capsules  provide  all-day  or 
all-night  relief  of  anxiety  with  a single  oral  dose.  Also  available:  Tablets, 
Ampuls,  Multiple  dose  vials,  Syrup  and  Suppositories. 


Smith  Kline  & French  Laboratories^  Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tX.M,  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F, 


JUNE  ^ 1958 


QUAUTY  / RESEARCH /integrity 


a way  of  escape 
from  allergy 


CO-PYR 


(Pyrrobutamine  Compound,  Lilly) 


acts  fast  to  provide 
unusually  long-lasting  relief 


EACH  PULVULE  PROVIDES: 

‘Pyronil’  (Pyrrobutamine,  Lilly) 

‘Histadyl’  (Thenylpyramine,  Lilly)  . . . . 
'Clopane  Hydrochloride’  (Cyclopentamine 
Hydrochloride,  Lilly) 

USUAL  DOSAGE:  2 or  3 pulvules  daily 


15  mg. 

25  mg. 

12.5  mg. 


ELI  LILLY  AND  COMPANY.  INDIANAPOLIS  6.  INDIANA,  U.S.A. 


658018 


iharmaceutical  Convention— Brookings— June  22, 23, 24, 25 


EFFECTIVE  AGAINST  A WIDE  RAN 


COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOOENS 


In  vitro  studies  continue  to  show  that  a wide  variety  of  gram- 
positive  and  gram-negative  microorganisms  are  highly  sensitive  to 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)d'^ 

Clinicallv,  CHLOROMYCETIN  “...has  proved  to  be  a particularly 
valuable  agent  in  urinary  tract  infections,”  where  it  is  often  effective 
against  microorganisms  resistant  to  other  antibiotics. Among  other 
infections  against  which  CHLOROMYCETIN  has  produced  excellent 
response  are  severe  staphylococcal  wound  infections,^  Hemophilus 
influenzae^^  and  Hemophilus  perfussis^^  infections,  and  dysenteries 
caused  by  salmonellae  and  by  shigellae.^"^ 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or  for 
minor  infections.  Furthennore,  as  with  certain  other  drugs,  adequate  blood  studies  should 
be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 


REFERENCES:  (1)  Roy,  T.  E.;  Collins,  A.  M.;  Craig,  G.,  & Duncan,  I.  B.  R.;  Canad.  M.A.J.  77:844 
(Nov.  1)  1957.  (2)  Schneierson,  S.  S.:  /.  Mt.  Sinai  Hasp.  25:32  (Jan.-Feb.)  1958.  (3)  Hasenclever,  H.  E: 
].  Iowa  M.  Soc.  47:136,  1957.  (4)  Rhoads,  P.  S.:  Postgrad.  Med.  21:563,  1957.  (5)  Caswell,  H.  X,  and 
others:  Siirg,  Oynec.  ir  Obst.  106:1,  1958.  (6)  Josephson,  J.  E.,  & Butler,  R.  W.:  Canad.  M.A.J.  n-.567 
(Sept.  15)  1957.  (7)  Petersdorf,  R.  G.;  Curtin,  J.  A.,  & Bennett,  I.  L.,  Jr.:  Arch.  hit.  Med.  100:927, 
1957.  (8)  Waisbren,  B.  A.,  & Strelitzer,  C.  L.:  Arch.  hit.  Med.  101:397,  1958.  (9)  Holloway,  W.  J.,  & 
Scott,  E,  G.:  Delaware  M.  J.  29:159,  1957.  (10)  Murphy,  J.  J.,  & Rattner,  W.  H.;  J.A.M.A.  166:616 
(Feb.  8)  1958.  (11)  Neter,  E.,  & Hodes,  H.  L. : Pediatrics  20:362,  1957.  (12)  Woolington,  S.  S.;  Adler, 
S.  J.,  & Bower,  A.  G.,  in  Welch,  H.,  & Marti-lbanez,  E:  Antibiotics  Annual  1956-1957,  New  York, 
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release 

capsules 


Evenly  sustain  relaxation  of  mind  and  muscle  'round  the  clock 


TWO  MEPROSPAN  CAPSULES  IN  THE  MORNtNQ 
RELIEVE  ANXIETY.  TENSION  AND  SKELETAL  MU& 

cle  spasm  throughout  the  day. 


TWO  MEPROSPAN  CAPSULES  AT  SEOTIMg 
PROVIDE  UNINTERRUPTED  SLEEP  THROUGH- 
OUT THE  NIGHT. 


Meprospan* 

MEPROBAMATE  IN  PROLONGED  RELEASE  CAPSULES 

■ maintains  constant  level  of  relaxation 

■ minimizes  the  possibility  of  side  effects 

■ simplifies  patient’s  dosage  schedule 

Dosage : Two  Meprospan  capsules  q.  12  h« 

Supplied : Bottles  of  30  capsules. 

Each  capsule  contains : 

Meprobamate  (Wallace)  200  mg. 

2-methyl*2-n-propyl-l, 3-propanediol  dicarbamate 

Literature  and  samples  on  request. 


I'TftAOE^MAPK 


CMe-6S98*48 


^ WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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CREMOSUXIDINE 

SULFASUXIDINE®  SUSPENSION  WITH  KAOLIN  AND  PECTIN 

CONTROLS  “SUMMER  COMPLAINT” 


For  people  at  work  or  on  vacation,  “summer  complaint”  is  an  annoying  hazard  of 
warm  weather.  Changes  in  routine  or  in  eating  or  drinking  habits  can  cause  diarrhea 
and  ruin  summer  days. 

CREMOSUXIDINE  gives  prompt  control  of  seasonal  diarrhea  by  providing  antibac- 
terial and  antidiarrheal  benefit.  It  detoxifies  intestinal  irritants  and  soothes  inflamed 
mucosa. 

Chocolate-mint  flavored  CREMOSUXIDINE  is  so  pleasant  to  take  too ! 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


CREMOSUXIDINE  and  SULFASUXIDINE 
are  trade-marks  of  Merck  & Co.,  Inc. 
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FOR  FLAGELLATE  AND  FUNGAL  VAGINITIS 


Common  V aginal  Pathogens ; 
y Rebuilds  Normal  Bacterial  Barrier 


Whenever  a woman  complains  of  vaginal  dis- 
charge with  pruritus,  a trichomonal  infection^ 
must  be  suspected.  Moniliasis,  the  second  most 
frequent  cause^  of  leukorrhea,  often  occurs^  in 
conjunction  with  diabetes  mellitus,  pregnancy 
and  estrogen  or  broad  spectrum  antibiotic  ther- 
apy. Commonly  used  douches  wash  away  nor- 
mal acid  secretions  and  protective  Doderlein 
bacilli,  thus  tending  to  aggravate  the  problem. 

Floraquin,  containing  Diodoquin®  (diiodo- 
hydroxyquin,  U.S.P.),  eliminates  infection  and 
provides  boric  acid  and  sugar  to  restore  the 
acidic  pH  which  favors  replacement  of  patho- 
gens by  normal  Doderlein  bacilli.  The  danger 
of  recurrence  is  thus  minimized. 

Pitt  reports®  consistently  good  results  after 
daily  vaginal  insufflation  of  Floraquin  powder 
for  three  to  five  days,  followed  by  acid  douches 
and  the  daily  insertion  of  Floraquin  vaginal  tab- 
lets throughout  one  or  two  menstrual  cycles. 


Intravaginal  Applicator  for  Improved 
Treatment  of  Vaginitis— 

This  smooth,  unbreakable,  plastic  plunger  de- 
vice is  designed  for  simplified  insertion  of  Flora- 
quin tablets  by  the  patient;  it  places  tablets  in 
the  fornices  and  thus  assures  coating  of  the 
entire  vaginal  mucosa  as  the  tablets  disintegrate. 
A Floraquin  applicator  is  supplied  with  each 
box  of  50  tablets. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Re- 
search in  the  Service  of  Medicine. 
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ANTIBIOTIC  • ADSORBENT  • DEMULCENT  • ANTISPASMODIC 


Diarrheas  due  to  neomycin-susceptible  pathogens 
are  effectively  treated  by  the  highly  efficient  in- 
testinal antibiotic  in  Donnagel  with  Neomycin, 
whose  other  ingredients  serve  to  control  toxic,  ir- 
ritative and  emotional  causes.  Result:  Early  re- 
establishment of  normal  bowel  function. 

SUPPLY:  Bottles  of  6 fl.  oz. 

ALSO  AVAILABLE:  DoNNAGEL,  the  original  formula,  for 
use  when  the  antibiotic  component  is  not  indicated. 
Bottles  of  6 fl.  oz. 


Each  30  cc.  (1  f1.  oz.)  of  the  comprehensive  formula 
of  DONNAOEL  WITH  NEOMYCIN  contains: 


Neomycin  sulfate 300  mg. 

(fqual  to  neomycin  base,  210  mg.) 

Kaolin  (90  gr.)  .6.0  Gm. 

Pectin  (2  gr.)  142.8  mg. 

Oihydroxyaluminum  aminoacetate 0.25  Gm. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate  0.0194  mg. 

Hyoscine  hydrobromide  0.006S  mg. 

Phenobarbital  (li  gr.) 16.2  mg. 


BONADOXIN 

stops  morning  sickness  but 


relief  with  BONADOXIN  in  153 If.  patients* 


good  or  excellent 87.8% 

fair  or  moderate 8.6% 

poor  or  none 3.6% 


* Summary  of  published  clinical  studies. 
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BONADOXIN” 


doesn’t 

stop  I 
the  * 
patient 


. tolerance  was  excellent, 
p with  no  drowsiness  resulting."* 

- “No  side  reactions 
were  observed. . . ."* 

Each  pink-and-blue  tablet  contains: 

Pyridoxine  HCl  ....  50  mg. 
Meclizine  HCl 25  mg. 

Bottles  of  25  and  100. 


Now  also  available  as 
BONADOXIN  DROPS 

1.  Weinberg,  A.,  and  Werner,  W.  E.  F.:  Am. 
Pract.  & Digest  Treat.  6:580  (April)  1955. 

2.  Codling,  J.  W.,  and  Lowden,  R.  J.:  North- 
west Med.  57:331  (March)  1958. 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc, 


Investigator 


after  investigator  repon 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  “All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide."  . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 


Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A.. 166:137, 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  ‘The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
<4)  effectiveness  with  •simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


In  "Chlorothiazide;  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  September,  1957. 


MERCK  SHARP  & DOHME  Division  ot  MERCK  & CO.,  Inc.,  Philadelphia  l,  Pa. 


as  simple  as  ^-2>- 3 


1 

2 


INITIATE  THERAPY  WITH  'DIURIL'.  'OIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response,  if  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 

'OIURIL'  is  a trade-mark  of  Merck  & Co..  Inc. 


mooth,  more  trouble-free  management  of  hypertension  with  'DIURIU 


Raise  the  Pain  Threshold 


Three  Strengths  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  V*  gr.(I6.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  V2  gr.  (32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

Also  — 

PHENAPHEN  in  each  capsule 

Acetylsalicylic  Acid  2^^  gr.  . (162  mg.) 

Phenacetin  3 gr.  (194  mg.) 

Phenobarbital  % gr (16.2  mg.) 

Hyoscyamine  sulfate (0.031  mg.) 


ins 


Phenaphen  with  Codeine  provides 
intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1878 
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THE  OTHER  SIDE  OF  THE 
BLUE  SHIELD  COIN 


15 


Scandals,  murders,  and  robberies  nearly  al- 
ways get  bolder  headlines  than  marriages, 
births,  or  philanthropic  donations  — or  the 
professional  achievements  of  modern  med- 
icine. By  the  same  rule  of  human  perversity, 
doctors  often  take  articulate  notice  of  Blue 
Shield  only  when  they  have  some  fault  to 
find  with  it. 

Whenever  four  or  five  colleagues  are  gath- 
ered together  — at  a medical  meeting,  on  the 
golf  course,  or  in  the  hospital  staff  room  — 
someone  is  bound  to  take  out  after  the  Blue 
Shield  Plan.  Very  often  the  complaint  has 
something  to  do  with  the  Plan’s  payments. 
Perhaps  the  allowance  for  a certain  procedure 
seemed  quite  inadequate  for  the  particular 
case  treated  last  month,  or  the  Plan  didn’t 
cover  any  of  the  diagnostic  work  that  was 
done  for  Mrs.  Smith,  or  the  Plan  has  been 
persistently  requesting  a detailed  operative 
report  to  explain  a pending  surgical  claim. 

What’s  good  about  Blue  Shield,  anyway? 

Well,  first  of  all,  haven’t  you  found  that  — 


for  every  single  case  where  the  Plan’s  pay- 
ment has  been  inadequate  for  the  service  re- 
quired, or  delayed  for  further  information,  or 
refused  as  ineligible  — there  have  been  scores 
of  other  cases  for  which  reasonable  payment 
has  been  promptly  received?  After  all,  when 
you  come  to  think  of  it,  isn’t  Blue  Shield’s 
payment  for  an  eligible  claim,  properly  pre- 
sented, about  as  fast  and  dependable  as  any 
source  of  income  you’ve  ever  had  on  your 
books? 

As  for  the  Blue  Shield  payment  in  any 
given  case,  doctors  have  a unique  recourse 
here,  too.  For  the  Blue  Shield  schedule  of 
payments  is  arrived  at  — and  continually 
adjusted  — with  the  advice  or  at  the  request 
of  the  local  profession.  And  if  the  scheduled 
payment  is  out  of  line  with  the  service  re- 
quired in  a particular  case,  you  can  ask  for  a 
review  by  a committee  of  qualified  phys- 
icians. Blue  Shield  is  the  only  prepayment 
program  whose  medical  policies  are  subject 
to  our  guidance  and  control. 
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At  the  last  accounting,!  physicians  throughout  the  coun- 
try had  administered  at  least  one  dose  of  pohomyeUtis 
vaccine  to  64  million  Americans — all  three  doses  to  an 
estimated  34  million.  Undoubtedly,  these  inoculations 
have  played  a major  part  in  the  dramatic  reduction  of 
paralytic  poliomyelitis  in  this  coimtry. 


Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 

vaccine  is  plentiful  for  the  job  remaining 

There  are  still  more  than  45  million  Americans  under 
forty  who  have  received  no  vaccine  at  aU  and  many 
more  who  have  taken  only  one  or  two  doses. 

As  it  was  phrased  in  a public  statement  by  the  Depart- 
ment of  Health,  Education,  and  Welfare: 

will  he  a tragedy  if,  simply  because  of  public 
apathy,  vaccine  which  might  prevent  paralysis  or  even 
death  lies  on  the  shelf  unused”"^ 

Eh  Lniy  and  Company  is  prepared  to  assist  you  and 
your  local  medical  society  to  reach  those  individuals  who 
still  lack  full  protection.  For  information  see  your  Lilly 
representative. 

1.  J.  A.  M.  A.,  165:27  (November  23) , 1957. 

2.  Department  of  Health,  Education,  and  Welfare:  News  Release,  October  10, 
1957, 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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SURGICAL  CARDIAC  ARREST 
CASE  REPORT 

Edmond  J.  McGreevy.  M.D.,  F.A.C.S. 
John  V.  McGreevy.  M.D..  F.A.C.S. 
Sioux  Falls,  South  Dakota 


The  term  “cardiac  arrest”  is  a useful  and 
practical  term.  It  immediately  suggests  some- 
thing that  has  happened  suddenly  and  un- 
expectedly. Drs.  Kelley,  Schairer  and  Car- 
roll,''  limit  the  definition  of  cardiac  arrest  to 
those  situations  in  which  there  is  sudden  ces- 
\ sation  of  effective  circulation  and  in  which 
it  is  necessary  to  use  manual  systole  or  elec- 
tric shock,  or  both,  with  or  without  drug  ther- 
apy, to  restablish  effective  circulation. 

One  cardiac  arrest  has  been  calculated  to 
occur  in  every  3000  patients  under  anesthesia 
— one  in  1000  elderly  or  poor  risk  patients 
and  one  in  5000  young,  healthy,  good  risk  pa- 
tients. In  Hinton’s2  review,  cardiac  arrest 
was  more  common  in  the  first  decade  where- 
as in  Briggs^  series  it  was  more  frequently 
encountered  in  patients  of  advanced  years. 
The  frequency  of  cardiac  arrest  indicates  that 
no  hospital,  large  or  small,  will  long  have  a 
record  unmarred  by  the  occurence  of  this 
emergency. 

A number  of  factors  have  been  studied, 
both  clinically  and  in  experimental  animals, 
which  are  suspected  of  leading  to  cardiac 
arrest.  One  is  led  to  the  conclusion  by  Hos- 
ier'^ that  “almost  without  exception  the  cause 
of  cardiac  arrest  resolves  itself  into  a lack  of 
oxygen  in  the  vital  tissues”  (myocardium  and 
: central  nervous  system).  Potts, 5.  6 on  the 
basis  of  a large  experience  with  congenital 


heart  disease,  believes  that  the  few  deaths 
in  the  operating  room  not  due  to  demon- 
strable causes  are  the  result  of  inadequate 
exchange  of  gases,  too  much  anesthesia  or  a 
combination  of  the  two.  He  has  repeatedly 
emphasized  the  need  for  adequate  oxygena- 
tion in  surgical  patients. 

In  Hinchey’s'7  summary,  90%  of  the  cardiac 
arrests  occurred  in  the  operating  room  in 
anesthetized  patients  and  more  often  at  the 
beginning  or  end  of  the  operation,  either  asso- 
ciated with  intubation  or  extubation  and 
tracheobronchial  aspiration.  Prolonged  as- 
piration of  the  trachea  can  drop  the  oxygen 
saturation  of  periphral  arterial  blood  from 
normal  levels  of  95-97  per  cent  to  levels  of 
70-75  per  cent.® 

Thus  vagal  stimulation  and  hypoxia  are 
both  present  when  extubation  is  accompanied 
by  prolonged  tracheobronchial  aspiration,  and 
this  combination  is  thought  to  be  the  mechan- 
ism of  cardiac  arrest  under  these  circum- 
stances. 

Practically  all  reports  concerning  cardiac 
arrest  include  vagal  stimulation  as  a precipi- 
tating factor,  and  many  mention  the  protec- 
tion atropine  provides  against  noxious  vagal 
reflexes. 

There  are  many  reports  which  appear  to 
support  the  idea  that  atropine  offers  real 
protection  against  the  effects  of  vagal  stimu- 
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lation.  The  failure  to  use  atropine  in  pre- 
medication and  to  repeat  the  preoperative 
dose  when  necessary  to  continue  its  effect  in 
long  operations  may  be  a very  important 
etiological  factor  in  cardiac  arrest  due  to  re- 
flex stimulation.  Atropine  in  adequate  doses, 
has  it’s  maximal  effect  in  15  to  20  minutes, 
adequate  action  lasts  for  45  minutes  and  it 
protects  against  vagal  stimulations  for  90 
minutes.  In  long  procedures  administration 
of  atropine  should  be  repeated. 

With  due  respect  to  the  vast  amount  of 
study  concerning  the  cause  of  cardiac  arrest, 
the  survival  of  the  patients  depends  first  of 
all  on  immediate  diagnosis  and  treatment.  It 
is  universally  agreed  that  interruption  of  the 
circulation  to  the  brain  lasting  more  than 
four  minutes  is  usually  fatal.  Stephenson, 
Reid  and  Hinton®  point  out  in  their  review 
of  1200  cardia  arrest  cases  that  94%  of  the 
patients  who  recovered  had  circulation  re- 
established within  four  minutes,  leaving  only 
6 per  cent  who  recovered  when  circulation 
was  established  after  this  period. 

A limit  of  three  minutes  and  ten  seconds 
without  cerebral  circulation  was  shown  in 
intact  animals  by  the  experiments  of  Wein- 
berger, Gibbon  and  Gibbon.  10 

Adequate  ventilation  with  100%  oxygen  in 
the  first  step  in  cardiac  resuscitation. 

The  most  serious  pitfall  in  cardiac  arrest  is 
the  delay  in  diagnosis.  Valuable  time  is  often 
lost  in  attempting  to  make  the  diagnosis  by 
such  indirect  methods  as  auscultation  of  the 
chest,  examination  of  the  eyegrounds,  or  in- 
spection of  an  electrocardiographic  tracing, 
which  usually  it  not  routinely  available.  Un- 
less a peripheral  pulse  has  been  palpated  con- 
stantly by  the  anesthetist’s  finger  or  a suit- 
able monitoring  system  supplies  constant  in- 
formation, it  is  impossible  to  know  in  most 
cases  the  exact  length  of  time  that  cardiac 
arrest  has  been  present.  Therefore,  there  is 
no  time  to  be  lost  in  attempting  to  make  diag- 
nosis by  indirect  methods  — the  chest  must 
be  opened. 

In  the  patient  in  whom  cardiac  arrest  is 
suspected,  and  immediate  diagnosis  must  be 
made  and,  unless  the  chest  is  already  open,  a 
thoracotomy  must  be  done  promptly  to  make 
the  diagnosis.  The  fear  of  making  an  un- 
necessary inter-costal  incision  undoubtedly  is 
responsible  for  delay  and  indecision,  which 
leads  to  fatal  outcome. 


Only  in  retrospect  can  anyone  use  the  term 
“unnecessary  thoracotomy.”  In  fact,  when 
cardiac  arrest  is  suspected  there  is  no  such 
thing  as  unnecessary  thoracotomy  for  the 
reason  that  above  all  a diagnosis  must  be  es- 
tablished and  thoracotomy  is  the  best  way  to 
do  it. 

There  is  no  substitute  for  a direct  approach 
to  the  heart  through  an  intercostal  incision. 
Compression  of  the  heart  through  the  intact 
diaphragm  to  enter  the  pericardium  for  direct 
compression  of  the  heart  does  not  provide  an 
exposure  which  permits  inspection  of  the 
hearts,  accurate  introcardiac  injection  of 
drugs,  or  the  application  of  electrodes  to  cor- 
rect ventricular  fibrillation.  An  instance  of 
incision  into  the  right  ventricle  when  opening 
the  pericardium  transdiaphragmatically  has 
been  reported. ''  ^ 

The  diagnosis  of  cardiac  standstill  (a  com- 
pletely quiet  heart)  or  ventricular  fibrillation 
(a  squirming  heart)  can  be  made  as  a rule  by 
palpation.  Small  areas  of  fibrillation  may  be 
missed  by  palpation  and  may  require  inspec- 
tion for  their  detection.  In  either  case  the 
heart  should  immediately  be  compressed 
against  the  posterior  surface  of  the  sternum 
six  to  eight  times  to  shorten  the  period  of 
hypoxia  of  the  vital  tissues  (brain  and  myo- 
cardium) as  much  as  possible.  If  cardiac  ac- 
tion is  not  resumed  following  this  maneuver 
and  the  ribs  are  spread  so  that  the  pericar- 
dium is  well  exposed,  it  should  be  opened 
quickly  so  that  more  effective  manual  systole 
can  be  obtained,  defibrillation  can  be  accom- 
plished if  necessary  and  accurate  intercardiac 
injection  of  drugs  done. 

Effective  manual  systole  at  a rate  of  60  to 
80  per  minute  results  in  a palpable  peripheral 
pulse  and  a blood  pressure  reading  of  approx- 
imately 80/60  mm  of  mercury  or  more,  de- 
pending the  tone  of  the  myocardium,  the 
vigor  of  the  cardiac  compression,  the  peri- 
pheral resistance  and  the  blood  volume. 

Normal  action  may  be  restored  to  the  quiet 
heart  by  as  few  as  a half  dozen  effective 
squeezes.  However,  much  longer  periods  of 
manual  cardiac  systole  may  be  necessary  be- 
fore restoring  effective  circulation  and  re- 
establishing sponstaneous  cardiac  action.  If 
the  tone  of  the  heart  muscle  is  satisfactory, 
manual  cardiac  systole  over  a period  of  15 
to  20  minutes  will  bring  about  spontaneous 
activity  in  most  instances. 
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The  recovery  rate  in  cardiac  arrest,  accord- 
ing to  Murray  12  depends  more  on  the 
promptness  of  adequate  treatment  than  any 
other  factor.  The  results  range  from  those 
seen  in  the  patient  who  shows  no  sign  of  his 
experience  except  perhaps  a transient  peri- 
carditis and  a thoractomy  incision  to  the  pa- 
tient who  is  a “vegetable”  and  expires  after 
weeks  or  months  of  this  type  of  existence. 

CASE  REPORT 

Mr.  T.  M.  B.,  a 67  year  old  while  male,  was 
admitted  to  McKennan  Hospital  on  January 
9,  1958.  Mr.  B.,  had  experienced  a gradual 
loss  of  weight  the  past  two  months  and  more 
recently  began  to  vomit  daily  at  about  4 to 
5 P.M.  Repeated  X-Rays  of  the  stomach  and 
gall  bladder  were  normal.  Blood  and  urine 
exams  were  likewise  normal  except  for  the 
Sed.  Rate  which  never  was  below  30  mm. 

A laparotomy  was  deemed  necessary  to  as- 
certain the  cause  of  vomiting  and  so  on  Jan- 
uary 21,  1958  the  patient  was  submitted  to 
surgery.  Skin  incision  was  made  in  the  right 
upper  abdomen.  In  making  this  incision  it 
was  noted  that  there  was  no  bleeding.  At 
this  time  the  anesthetist  spoke  up  and  said 
that  the  patient’s  condition  was  bad  and  that 
she  was  unable  to  get  a pulse.  Drapes  were 
quickly  shifted  to  expose  the  left  chest  and 
incision  was  made  beneath  the  left  nipple  in 
the  intercostal  space.  The  chest  was  opened 
further  with  rib  retractors,  fracturing  one  rib 
in  so  doing.  The  heart  was  now  easily  visible 
and  was  found  to  be  standing  still.  The  heart 
was  then  massaged  and  after  about  five  com- 
pressions the  cardiac  muscle  was  seen  to  be 
squirming.  The  defibrillator  was  then  placed 
upon  the  heart  and  110  volts  for  1/10  second 
administered.  The  heart  resumed  a good 
forceful  beat  but  was  very  rapid,  approx- 
imately 160  beats  per  minute.  This  continued 
for  a few  minutes  only  to  have  the  heart  stop 
again.  This  same  procedure  was  carried  out 
three  times  with  the  same  results  — however, 
the  4th  time  the  heart  was  given  Vz  second 
shock  and  with  good  results.  At  the  time  of 
the  last  shock,  procaine  was  given  I.V.  and 
the  heart  again,  with  massaging,  resumed  a 
nice  forceful  beat.  The  heart  was  then  ob- 
served for  45  minutes  and  the  rhythm  grad- 
ually slowed  down  to  normal  and  never  again 
faltered.  Closure  of  the  chest  was  with  two 
layer  technique  and  a mushroom  catheter  was 


placed  in  the  inferior  pole  of  the  incision  for 
drainage  and  re-expansion  of  the  lung.  The 
laparotomy  skin  incision,  and  that  is  all  it 
was,  was  closed  with  skin  clips. 

Post  surgically  the  patient  did  very  well  — 
the  only  concern  occurring  on  the  third  post- 
operative day  when  he  became  very  confused; 
i.e.  saw  bugs  on  bedding,  etc.  This  frame  of 
mind  persisted  for  48  hours  only  to  gradually 
disappear.  He  was  subsequently  released  on 
February  7,  1958  — just  short  of  one  month 
since  his  admission  and  2V2  weeks  since  his 
surgery.  Since  returning  home  he  has  re- 
gained 10  lbs.  he  lost  prior  to  hospitalization 
and  has  returned  to  work. 


Patient  walking  in  hall  one  week  following  surgery 
(Continued  on  Page  190) 
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DIAGNOSIS  OF  UTERINE  CANCER 
BY  CYTOLOGY 
Robert  K.  Rank,  M.D. 
Laboratory  of  Saint  Luke's  Hospital 
Aberdeen,  South  Dakota 


The  purpose  of  this  paper  is  to  report  on  a 
series  of  3253  cervical  cytology  specimens 
submitted  to  our  Laboratory  for  examination 
during  the  period  1954  to  1957.  The  author  is 
unaware  of  a similar  report  from  this  locality 
and  therefore  feels  that  this  would  be  worth- 
while. 

Material  and  Method 

Usually  two  slides  were  submitted  to  the 
laboratory  for  examination.  The  slides  were 
obtained  from  patients  under  the  care  of 
private  practicing  physicians  and  for  the  most 
part  were  obtained  during  the  course  of  a 
routine  physical  examination.  The  smears,  in 
almost  all  instances,  were  composed  of  cer- 
vical scrapings  obtained  by  a technique 
similar  to  that  advocated  by  Ayre.i  A few 
pooled  vaginal  aspirates  or  endocervical  as- 
pirates were  submitted  but  in  number  totalled 
less  than  10.  All  the  slides  received  had  been 
previously  fixed  in  equal  parts  of  95%  alcohol 
and  ether  for  at  least  30  minutes.  The  slides 
were  processed  and  stained  by  the  Papanico- 
laou technique  and  reviewed  microscopically. 

The  reports  on  cellular  morphology  were 
based  on  a modified  grading  system  similar  to 
that  used  and  reported  by  Birge  and  Carlson. 2 

A.  Class  1:  No  atypical  cells  noted. 

B.  Class  2:  Atypical  cells  consistent  with 

inflamation.  These  cellular 
changes  are  felt  to  be  due  to 
changes  in  inflammation  of  the 
cervix.  Conservative  therapy 


is  suggested  with  repetition  of 
smears  in  3 - 6 months. 

C.  Class  3:  Atypical  cells. 

These  cells  usually  represent, 
cervical  dysplasia  or  neoplasm. 
We  request  that  a cold  cone 
cervical  biopsy  to  taken  for 
histological  verification. 

D.  Class  4:  Positive  for  tumor  cells. 

A cervical  neoplasm  is  felt  to 
be  present  and  cold  cone  cer- 
vical biopsy  is  recommended 
for  confirmation. 

It  is  our  policy  to  request  a cold  cone  cer- 
vical biopsy  on  all  patients  whose  slides  are 
classified  in  categories  3 and  4,  unless  the 
atypical  cytology  conforms  with  origination 
from  the  endometrium.  In  the  latter  instance, 
a D and  C is  requested.  In  many  cases,  a cer- 
vical cone  biopsy  is  performed  followed  by  a 
D and  C.  We  prefer  this  sequence  when  both 
procedures  are  undertaken,  in  order  that  en- 
docervical morphology  is  not  disturbed. 

Results 

The  total  number  of  smears  reviewed  and 
the  number  categorized  in  class  3 and  4 are 
listed  in  Table  1. 

All  cases  in  class  3 and  4 were  confirmed 
by  histologic  technique.  The  material  ex- 
amined was  from  cold  cone  cervical  biopsy, 
four  quadrant  cervical  biopsy,  or  curetted  en- 
dometrial tissue.  Nineteen  cases  categorized 
in  class  3 are  eliminated  from  this  series  be- 


i 
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cause  tissue  confirmation  was  not  obtained. 
TABLE  1 

Summary  of  smears  in  class  3 and  4 
Total  cases  Cases  in  class  3 Cases  in  class  4 
3253  49  13 

In  Table  2 are  listed  the  total  number  and  the 
pathologic  diagnosis  from  biopsy  material  obtained 
from  patients  in  class  3. 

TABLE  2 

Summary  of  smears  in  Class  3 


Total  number  cases  from  class  3 49 

Cervical  dysplasia  19 

X-ray  4 

*Polypi  3 

Cervicitis  10 

Pregnancy  2 

In  situ  cancer  4 

Invasive  cancer  7 

Endometrial  cancer  4 

*Endometrial  and  cervical  polypi 


Table  3 below  lists  the  total  number  and  patho- 
logical diagnosis  from  patients  in  class  4. 

TABLE  3 

Summary  of  Smears  in  Class  4 

Total  In  Situ  Invasive  Adeno  Endo-  Dys- 
Number  Cervical  Cervical  Ca  metrial  plasia  & 
Class  4 Ca  CA  Cervix  Cancer  Cer- 
vicitis 

14  2 6 1 3 2 

The  cases  of  in  situ  carcinoma  and  invasive 
carcinoma  together  number  20.  The  average 
age  of  the  group  was  47  years  with  the  young- 
est patient  32  years  of  age  and  the  oldest 
patient  64  years  of  age.  These  cases,  for  the 
most  part,  were  unsuspected  from  a clinical 
standpoint.  All  cases  were  treated  by  X- 
radiation,  radium,  surgery  or  combinations. 

The  cases  of  cervical  dysplasia  varied  from 
reserve  cell  hyperplasia  to  lesions  of  marked 
atypical  morphology  but  not  consistent  with 
in  situ  carcinoma.  Cervical  cone  biopsy  in 
these  instances  was  considered  to  be  defini- 
tive therapy  with  follow  up  smears  at  6 
months  intervals.  In  some  instances,  an  hys- 
terectomy was  performed  for  other  associated 
gynecological  pathology. 

In  two  instances,  atypical  cells  were  noted 
in  pregnant  women.  One  of  these  patients 
was  followed  by  successive  smears  during 


and  following  pregnancy.  Following  preg- 
nancy, her  smear  reverted  to  normal.  The 
second  case  was  biopsied  in  the  first  trimester 
of  pregnancy.  The  biopsy  specimen  revealed 
squamous  metaplasia.  Successive  smears 
have  revealed  no  atypical  features. 

Seven  cases  of  endometrial  carcinoma  were 
detected.  In  one  case  no  tumor  cells  were 
noted  on  two  successive  occasions  over  a one 
year  period.  The  third  smear  submitted  re- 
vealed atypical  cells.  A cone  biopsy  and  D 
and  C revealed  a highly  malignant  adenocar- 
cinoma invading  the  cervix. 

A second  case  of  adenocarcinoma  of  the  en- 
dometrium was  classified  as  class  4.  A metas- 
tatic adenocarcinoma  to  the  cervix  from  the 
endometrium  was  present  on  gross  and  histo- 
logical examination.  The  remaining  cases 
were  typical  endometrial  carcinoma.  Three 
cases  of  endometrial  carcinoma  have  come 
to  our  attention  which  were  undetected  by 
cytology  and  classified  from  cervical  smears 
as  class  1.  These  cases  were  detected  by  D 
and  C and  appropriately  treated. 

Table  4 shows  a comparison  of  our  series  of 
carcinoma  with  the  larger  series  of  Erickson, 
et  al.3 

TABLE  4 

Per  cent  of 
Cervical 
Carcinoma 
Detected 

0.67% 

0.61% 

CONCLUSION 

The  results  from  3,253  cervical  cytology  smears 
are  presented.  A total  of  20  cervical  carcinomas 
and  7 endometrial  carcinomas  was  detected  by  this 
method.  We  feel  that  this  technique  is  useful  in 
the  detection  of  early  cervical  carcinoma  but  is 
not  useful  in  general,  for  the  detection  of  endo- 
metrial carcinoma. 

1.  Ayre,  J.  E.;  Selective  cyctology  smear  for  diag- 
nosis of  cancer.  Am.  J.  Obst.  & Gynec.  53:609- 
617.  1947. 

2.  Birge,  E.  A.  and  Carlson,  D.  J.:  Experience  with 
cytology  in  diagnosis  of  uterine  carcinomas  in  a 
private  hospital.  Am.  J.  Clin.  Path.,  26:277-28. 
1956. 

3.  Erickson,  C.  C.,  Everett,  B.  E.,  Jr.,  Graves,  L.  M. 
Daiser,  R.  F.  Malgren,  R.  A.,  Rube,  I.,  Schreier, 
P.  C.,  Cutter,  S.  J.,  Sprunt,  D.  H.:  Population 
screening  for  uterine  cancers  by  vaginal  cy- 
tology. 162:  167-153,  1956. 


Endometrial 

Carcinoma 


0.04% 

0.21% 


Erickson,  et  al. 
Our  Series 
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HEARING,  A MEDICAL  PROBLEM 
John  B.  Gregg,  M.DJ 
Paul  H.  Keren,  M.D  2 
Paul  G.  Bunker,  M.D.3 


Doctor,  look  to  your  patients  hearing.  If 
you  don’t,  someone  else  will.  Often  in  routine 
examinations,  evaluation  of  hearing  is  passed 
over  superficially.  Too  often  when  a patient 
complains  of  hearing  difficulty,  he  is  told 
without  careful  preliminary  auditory  evalua- 
tion to  get  a hearing  aid.  Because  of  lack  of 
guidance,  many  patients  purchase  a hearing 
aid  which  they  cannot  use  and  with  which 
their  hearing  is  unimproved. 

Hearing  is  a normal  physiological  function 
found  in  all  higher  animals.  Training  in  the 
anatomy,  physiology  and  pathology  of  hear- 
ing is  included  in  the  curriculum  of  every 
medical  school  today.  Evaluation  of  problems 
in  hearing  and  treatment  of  patients  with 
hearing  losses  should  be  carried  out  under 
the  supervision  of  a physician.  Yet,  unfor- 
tunately, sometimes  this  responsibility  is  not 
shouldered,  either  through  apathy,  disin- 
terest, or  because  there  is  lack  of  knowledge 
concerning  hearing  problems. 

Because  of  the  delay  of  the  medical  pro- 
fession in  assuming  a positive  attitude  con- 
cerning problems  of  hearing,  this  field  has  al- 
ready been  entered  by  the  professional  aud- 
iologist, the  speech  therapist,  the  hearing  aid 
dealer  and  others  who  may  or  may  not  have 
had  any  training  in  problems  concerning 
hearing.  In  too  many  instances,  individuals 

(1)  Sioux  Falls,  S.  Dak.,  (2)  Rapid  City,  S.  Dak. 
(3)  Aberdeen,  S.  Dak. 


who  have  had  very  little  if  any  training  in 
the  fundamentals  of  hearing,  pathology, 
audiology  and  correction  of  hearing  defects 
have  gone  into  the  “hearing  aid  business.”  As 
of  the  present  moment,  there  is  no  legal  re- 
quirement as  to  the  training  or  qualifications 
one  must  have  to  dispense  hearing  amplifying 
instruments,  as  there  is  for  other  handling 
prosthetic  appliances.  This,  in  many  instan- 
ces, has  led  to  commercialism  which  results 
in  a detriment  to  the  patient.  More  recently 
it  was  stated  by  L.  S.  Brown,  1 past  president 
of  the  American  Optometric  Association, 
“The  correction  of  hearing  will  develop  into 
a specialized  profession  which  will  probably 
parallel  the  growth  that  optometry  has  had 
in  the  past  fifty  years.”  He  also  advocated 
that  teamwork  be  developed  between  the  op- 
tometrists and  the  hearing  aid  technicians. 

Each  year  the  otologist  sees  patients  who 
complain  of  decreased  hearing,  in  whom  the 
hearing  loss  is  only  a symptom  of  systemic 
disease.  Examples  of  this  are  acoustic  neu- 
romas, arteriosclerosis,  hypertension,  Men- 
ier’s  disease,  drug  intoxication  (aspirin,  strep- 
tomycin, arsenic  and  quinine),  eustachian 
tubal  obstruction  and  otosclerosis.  It  is  ap- 
parent that  if  persons  unskilled  in  the  phys- 
iology and  pathology  of  hearing  are  to  care 
for  hearing  problems,  many  definitely  med- 
ical problems  will  be  missed. 

Because  of  the  potentially  serious  compli-  i 
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cations  which  may  occur  if  the  diagnosis  and 
treatment  of  problems  relating  to  the  ears 
and  to  hearing  are  handled  by  others  than 
those  specially  trained  in  anatomy,  phys- 
iology and  pathology,  there  must  be  increased 
interest  by  physicians  in  these  problems. 


FREQUENCY  2696  5792  11564 


Figure  1. 

Normal  audiogram,  air  conduction  only.  Stand- 
ard procedure  indicates  the  Right  Ear  as  “X”  (red), 
Left  ear  as  “O”  (blue).  Always  record  date,  name 
of  patient  and  audiometrist  on  audiogram.  Arrows 
at  top  of  graph  indicate  important  speech  fre- 
quency range. 


Figure  2. 

Normal  audiogram  with  bone  conduction.  Right 
ear  (red).  Left  ear  (blue). 
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Figure  3. 

Conduction  hearing  loss,  mild  and  severe.  Note 
discrepancy  between  air  and  bone  conduction. 


The  following  is  presented  as  a resume  of 
the  current  concepts  regarding  hearing 
problems  and  their  treatment. 

Basically,  hearing  losses  are  of  four  major 
types.  (See  Figures  1,  2)  These  are:  I.  Con- 
duction impairment,  (Figure  3),  II.  Inner  ear 
(nerve  and  perceptive  deafness)  (Figures  4, 
5),  III.  Mixed  hearing  loss,  (Figure  6),  IV. 


Figure  4. 

Inner  ear  hearing  loss,  mild.  Both  bone  and  air 
conduction  depressed,  especially  in  high  frequen- 
cies. 
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Figure  5. 

Inner  ear  hearing  loss,  notching  type.  This  type 
loss  is  more  often  produced  by  explosive  noise 
exposure  or  noxious  chemicals. 
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Figure  6. 

Mixed  deafness.  Conduction  loss  in  low  fre- 
quencies. Bone  and  air  conduction  depressed  in 
higher  frequencies. 
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Psychogenic  hearing  loss.  Malingering  is  also 
seen  occasionally,  but  this,  as  with  psycho- 
genic deafness,  is  largely  a problem  in  diag- 
nosis and  does  not  represent  a true  loss  of 
hearing  function.  Treatment  of  these  latter 
two  types  is  largely  psychiatric.  Treatment 
of  the  three  major  hearing  losses  de- 
pends in  large  measure  upon  the  cause.  For 
this  reason,  careful  evaluation  by  detailed  his- 
tory, examination  and  complete  audiometric 
study  are  imperative. 

Conduction  impairment.  This  is  one  of  the 
most  frequent  types  of  hearing  loss,  especially 
in  children.  Recently,  with  the  widespread 
use  of  antibiotics  to  treat  repeated  middle  ear 
infections,  without  other  measures  when  in- 
dicated, this  type  hearing  loss  has  become 
even  more  common  than  it  was,  formerly  (2). 
Fortunately,  it  usually  responds  quite  well 
to  treatment.  In  children  the  potenital  fac- 
tors are:  1)  eustachian  tubal  obstruction  due 
to  colds,  hypertrophied  adenoids  or  accom- 
panying nasal  allergy,  2)  acute  and  chronic 
otitis  media  (catarrhal,  serous,  suppurative), 
3)  residual  changes  in  the  middle  ear  due  to 
old  suppuration,  4)  obstructions  of  the  ex- 
ternal canal,  5)  congenital  anomalies  of  the 
external  ear.  In  adults,  conductive  changes 
are  caused  by  obstructions  to  the  external 
canal  (wax,  foreign  bodies,  tumors),  eustach- 
ian tubal  obstruction,  residual  otitis  media 
and  otosclerosis. 

Inner  ear  deafness.  Nerve  deafness  follows 
degeneration  of  the  sensitive  portion  of  the 
ear  (Organ  of  Corti)  or  the  auditory  nerve. 
It  is  probably  the  commonest  type  of  hearing 
loss.  It  is  seen  most  often  in  adults  and  has 
numerous  causative  factors  of  which  the  fol- 
lowing are  the  most  frequent:  1)  old  age 
(presbycusis)  (3),  2)  noise  traumia,  3)  vascular 
changes  associated  with  arteriosclerosis  and 
hypertension  (4),  4)  noxious  chemicals 

(quinine,  aspirin,  arsenic,  streptomycin),  5) 
head  injury,  especially  associated  with  basal 
skull  fracture,  6)  encephalitis  or  meningitis, 
7)  congenital  hearing  loss  (familial,  German 
measles  in  the  first  trimester  of  pregnancy, 
Rh  abnormality)  and  8)  eighth  cranial  nerve 
tumors. 

A variant  of  inner  ear  deafness  called  per- 
ceptive deafness  occurs  with  an  injury  to  the 
central  nervous  system,  primarily  to  the 
brain.  The  hearing  mechanism  may  be 
functioning,  but  the  cortical  level  is  impaired. 


Vascular  changes  (arteriosclerosis,  stroke, 
thrombosis),  brain  tumors,  cerebral  trauma 
and  cerebral  degenerative  changes  are  all 
important  factors. 

Mixed  hearing  loss.  A hearing  loss  which 
has  components  of  both  conductive  and  nerve 
deafness  is  called  mixed  deafness.  One  of  the 
most  common  examples  is  a person  having  an 
inner  ear  hearing  loss  upon  which  is  super- 
imposed conduction  impairment  due  to 
eustachian  tubal  obstruction  or  ear  wax.  In 
many  instances  a patient  with  a gradually 
progressive  hearing  loss  of  the  inner  ear  type 
will  not  realize  that  his  hearing  is  deficient 
until  it  is  called  to  his  attention  by  incidental 
acute  conductive  deafness. 

Psychogenic  deafness.  This  is  usually  asso- 
ciated with  some  psychic  trauma,  often  in  an 
emotionally  unstable  individual.  It  can  be 
mistaken  for  one  of  the  other  types  of  hearing 
loss  and  demands  constant  awareness.  A var- 
iant of  this  is  malingering,  either  consciously 
or  unconsciously.  Detection  of  malingering 
and  psychogenic  deafness  often  takes  de- 
tailed, time-consuming  workup.  However,  it 
can  often  be  suspected  in  routine  hearing 
evaluation  if  inconsistent  results  are  ob- 
served on  audiograms  or  hearing  tests. 

HEARING  TESTING.  To  evaluate  hearing 
function,  various  methods  of  testing  are  avail- 
able. One  of  the  oldest  and  still  most  widely 
used,  but  one  of  the  least  accurate  methods 
of  testing  hearing  is  by  means  of  the  spoken 
and  whispered  voice.  This  test  has  the  dis- 
advantage that  only  the  grossest  of  hearing 
losses  are  detected. 

Tuning  forks  are  helpful  in  determining 
whether  the  hearing  loss  is  unilateral,  con- 
ductive or  nerve,  which  ear  is  better,  and  as 
a rough  measure  of  the  quantity  of  the  loss.  If 
forks  are  utilized,  at  least  three  different 
frequencies  (512,  1000  and  2000  or  4000  cycles) 
should  be  used.  Various  other  noise  makers 
are  available  and  valuable  in  obtaining  a 
startle  response  in  a suspected  malingerer  or 
in  children. 

Pure  tone  audiometry  provides  a method  of 
eliciting  and  tabulating  the  persons’  responses 
to  given  sound  frequencies  and  controlled 
volume.  This  is  probably  the  easiest  and  most 
commonly  used  accurate  method  of  hearing 
evaluation.  It  provides  a permanent  record 
of  the  performance  at  a given  time  and  can 
be  used  to  determine  the  progression  of  deaf- 
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ness  when  compared  to  subsequent  studies. 
However,  the  pure  tone  audiometry  is  incom- 
plete because  it  only  tests  certain  selected 
frequencies  from  the  entire  sound  spectrum. 
A refinement  of  the  pure  tone  audiometer  is 
the  instrument  developed  by  Von  Bekesey 
wherein  the  patient’s  responses  are  recorded 
and  tabulated  automatically.  Another  refine- 
ment of  the  pure  tone  audiometer  is  the  Psy- 
chogalvanic Skin  Response  (PGSR)  instru- 
ment which  is  similar  to  a lie  detector,  utiliz- 
ing the  principal  of  the  conditioned  reflex. 
It  is  useful  in  children  and  in  persons  simu- 
lating deafness. 

Speech  audiometry  can  be  presented  accur- 
ately either  with  the  human  voice  and  an 
amplifier  or  with  recorded  speech.  By  test- 
ing for  the  speech  reception  threshold,  it  is 
possible  to  obtain  a more  complete  idea  of  the 
social  adequacy  of  the  hard  of  hearing  person. 
In  the  fitting  of  hearing  aids,  speech  audio- 
metry is  invaluable. 

Complete  evaluation  of  hearing  in  a person 
should  include  pure  tone  audiometry  with  air 
and  bone  conduction  and  speech  audiometry. 
In  routine  screen  testing  of  hearing,  pure  tone 
audiometry  with  air  conduction  levels  only 
will  usually  suffice.  If  hearing  loss  is  de- 
tected, complete  testing  should  be  done.  Often 
patients  with  hearing  loss  will  have  to  be 
tested  both  before  and  after  inflation  of  the 
eustachian  tubes  to  determine  the  exact  kind 
and  degree  of  loss. 

Before  attempting  to  interpret  the  results 
of  audiometric  studies,  the  limits  of  the  test- 
ing situation  must  be  understood.  An  audio- 
gram  is  only  as  accurate  as  the  tester,  the 
testee  and  the  audiometer.  It  is  usually  felt 
that  an  audiogram  which  approaches  a pre- 
vious audiogram  within  plus  or  minus  5 db 
(decibels)  on  the  same  individual  within  a 
reasonable  length  of  time,  all  other  factors 
being  equal,  is  within  the  statistical  range  of 
error.  If  the  plus  or  minus  five  rule  is  re- 
membered, many  apparent  changes  in  the 
audiogram  will  be  accounted  for  as  within 
the  range  of  error.  Other  factors  influencing 
the  validity  of  an  audiogram  are:  1)  upper 
respiratory  infection  in  the  testee  (children 
especially),  2)  immaturity  of  the  testee,  3) 
poor  cooperation,  4)  masking  noise  in  the  test 
situation,  5)  calibration  of  the  audiometer, 
6)  shadow  curve  (apparent  hearing  in  a deaf 
or  semi-deaf  ear  due  to  transmission  of  sound 


through  the  head).  For  accurate  results  an 
audiometer  should  be  checked  frequently  by 
the  factory.  In  average  use  this  would  be 
about  every  two  years. 

TREATMENT  OF  HEARING  LOSS.  The 
detection  of  hearing  loss  and  the  treatment 
or  the  prescription  of  therapy  therefore,  are 
in  the  province  of  the  physician.  Therapy  in 
cases  with  hearing  difficulty  depends  largely 
upon  the  source  and  type  of  hearing  loss. 
Before  attempting  any  therapy,  a careful  his- 
tory, examination  and  audiometric  evalua- 
tion must  be  done.  The  treatment  itself  de- 
pends on  one  of  several  methods  (5)  (6)  (7)  (8). 
These  include:  1)  restoration  of  function,  2) 
correction  of  a defect,  3)  replacement  of  a 
useless  mechanism  with  a satisfactory  one, 
4)  rehabilitation  of  the  entire  individual.  To 
accomplish  these  ends  one  or  more  methods 
of  treatment  may  be  necessary. 

Restoration  of  function.  This  form  of  ther- 
apy finds  greatest  use  in  conductive  or  mixed 
hearing  losses.  Foreign  bodies  or  wax  in  the 
external  canals  should  be  eliminated.  The 
presence  of  eustachian  tubal  obstruction  can 
be  shown  by  the  audiometric  studies  with 
pre  and  post  eustachian  tubal  inflation  audio- 
grams.  If  a conduction  type  hearing  loss  is 
not  improved  by  tubal  inflation  and  there  is 
no  evidence  of  external  or  old  middle  ear 
disease,  otosclerosis  must  be  considered.  Eus- 
tachian tubal  obstruction  problems  are 
treated  by  removal  of  the  obstruction  insofar 
as  possible.  In  children  this  is  usually  best 
accomplished  by  careful,  thorough  adenoidec- 
tomy.  Occasionally,  in  refractory  cases,  this 
may  have  to  be  supplemented  by  radiation 
therapy  to  the  nasal  portion  of  the  eustachian 
tubes.  Also,  in  refractory  cases,  nasal  allergy 
must  be  constantly  suspected  and  eliminated. 
Only  occasionally  adenoidectomy  and  radia- 
tion will  not  restore  function.  In  these  cases, 
a series  of  tubal  inflations  may  be  necessary. 
In  adults,  if  repeated  tubal  inflations  do  not 
produce  relief  of  tubal  obstruction,  radiation 
to  the  nasopharynx  may  have  to  be  resorted 
to,  if  allergy  has  been  ruled  out. 

When  acute  otitis  media  occurs  in  a child 
or  adult,  the  ears  must  be  observed  carefully. 
If  there  is  evidence  of  serous  or  purulent  fluid 
in  the  middle  ear  cavity,  careful  myringo- 
tomy is  strongly  recommended.  Myringotomy, 
which  formerly  was  used  routinely  in  middle 
ear  suppurations,  has  fallen  into  disuse,  to  the 
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detriment  of  the  patient.  It  has  been  found 
that  in  patients  who  had  frequent  ear  infec- 
tions, treated  with  antibiotics  alone,  there  is 
a greater  incidence  of  residual  changes  in  the 
middle  ear  cavity  with  hearing  loss.  The 
chance  of  non-healing  of  the  carefully  done 
myringotomy  wound  is  practically  nil.  With 
repeated  middle  ear  suppurations  the  chance 
of  residual  scar  changes  or  perforation  of  the 
tympanic  membrane  are  significant.  Because 
of  the  potential  hearing  sequelae  of  middle 
ear  disease,  many  of  these  cases  should  be 
examined  by  an  otologist.  Simple  treatment 
at  this  stage  will  restore  hearing  to  normal 
and  prevent  secondary  fibrotic  changes. 

When  antibiotic  therapy  is  necessary  to 
treat  infection  in  ears  or  anywhere  in  the 
body,  care  must  be  exercised  if  streptomycin 
or  its  compounds  are  used  because  of  the  po- 
tential oto-toxic  effects  of  this  drug.  It  has 
been  shown  that  bilateral  deafness  can  de- 
velop after  5 to  6 grams  of  streptomycin,  and 
that  complete  destruction  of  the  labyrinth 
function  may  occur  after  a total  dosage  of 
only  6 to  8 grams,  given  over  a two  week 
period  (6).  Indiscriminate  large  doses  of  sali- 
cylate drugs  over  a period  of  time  also  may 
produce  cochlear  damage.  Their  long  con- 
tinued use  should  be  discouraged. 

In  patients  with  chronic  residual  changes 
in  the  middle  ear  structures  resulting  from 
previous  suppuration,  the  hearing  loss  may 
be  purely  conductive  or  it  may  be  combined 
type  loss  due  to  degeneration  in  the  cochlea. 
Elimination  of  eustachian  tubal  obstruction 
and  possibly  a series  of  tubal  inflations  may 
produce  improvement.  If  suppuration  is  still 
present  it  must  be  treated,  possibly  by  sur- 
gical means.  When  treatment  does  not  pro- 
duce significant  improvement,  or  if  the  hear- 
ing loss  is  of  great  magnitude,  treatment  may 
have  to  be  supplemented  by  amplification. 
However,  if  the  hearing  loss  is  unilateral  with 
good,  usuable  hearing  in  the  other  ear,  ampli- 
fication is  usually  not  indicated. 

Restoration  of  function  in  otosclerosis  can 
be  accomplished  by  the  stapes  mobilization 
operation,  the  purpose  of  which  is  to  renew 
the  mobility  of  this  ossicle.  The  stapes  mo- 
bilization can  be  done  successfully  in  otoscler- 
osis with  degeneration  of  the  cochlea  which 
would  preclude  the  fenestration  operation. 
The  fenestration  operation  for  otosclerosis  is 
based  on  the  principal  of  short  circuiting  the 


defective  middle  ear  structures  by  creating  a 
new  opening  through  which  sound  enters  the 
inner  ear.  A tiny  window  is  made  in  the  bone 
over  the  lateral  semi-circular  canal  so  that 
sound  waves  impact  directly  on  this  inner  ear 
structure  rather  than  being  transmitted  by 
the  ossicles.  This  operation  has  a high  degree 
of  success  in  selected  cases.  Hearing  aids  also 
usually  produce  definite  improvement  in 
patients  with  otosclerosis. 

Correction  of  a defect.  Malformations  of 
the  external  canal,  the  result  of  congenital 
anomaly,  trauma,  infection  or  neoplasm  can 
be  corrected  by  plastic  surgery.  Many  per- 
forations of  the  tympanic  membrane  can  be 
closed  by  appropriate  therapy,  with  definite 
improvement  in  the  hearing.  Chronic  sup- 
purations in  the  middle  ear  or  the  mastoid 
often  respond  to  appropriate  therapy.  How- 
ever, in  resistant  cases,  radical  or  modified 
radical  mastoidectomy  may  be  necessary  to 
stop  the  suppuration. 

In  persons  with  inner  ear  hearing  loss, 
especially  an  older  individual,  the  hearing 
loss  may  not  be  recognized  until  it  is  drawn 
to  his  attention.  This  may  occur  during  an 
upper  respiratory  infection  with  eustachian 
tubal  obstruction.  Inflation  of  the  tubes  is 
usually  helpful  but  will  not  correct  the  inner 
ear  loss.  In  inner  ear  deafness  which  accom- 
panies arteriosclerotic  changes  in  the  vascular 
system,  occasionally  some  improvement  will 
be  seen  by  using  vasodilating  drugs  such  as 
Nicotinic  acid.  In  younger  individuals  with 
inner  ear  loss,  the  drugs  usually  have  very 
little  effect. 

Replacement  of  a useless  mechanism  with 
a satisfactory  one.  Patients  in  whom  the  hear- 
ing mechanism  has  been  damaged  beyond 
hope  of  restoration  of  function  must  be 
treated  by  replacing  the  defective  structures 
with  other  means.  The  simplest  and  most 
readily  available  means  for  this  is  lip  reading. 
An  individual  with  average  intelligence  who 
has  the  desire  to  understand  communications 
with  others,  despite  a hearing  handicap,  can 
learn  to  lip  read  quite  easily.  Instruction  in 
lip  reading  will  facilitate  this  ability  and 
should  be  used  whenever  possible.  Personal 
instruction  is  desirable  whenever  possible, 
but  correspondence  courses  are  offered  by 
the  John  Tracy  Foundation  and  the  American 
League  for  the  Hard  of  Hearing. 

In  patients  with  certain  types  of  hearing 
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loss  it  is  possible  to  restore  excellent  func- 
tion by  using  some  form  of  amplification  of 
sound.  This  can  be  with  portable  or  desk 
model  amplifiers,  special  telephones  and 
special  radios.  The  various  hearing  aids  find 
best  use  in  patients  with  conductive  and 
mixed  types  of  hearing  losses.  As  a general 
statement,  the  flatter  the  pure  tone  audio- 
metry curve,  the  better  the  result  which  can 
be  expected  from  amplification.  In  patients 
with  mixed  hearing  losses,  the  greater  the  de- 
gree of  inner  ear  component,  the  poorer  will 
be  the  response  which  can  be  anticipated. 
Cases  having  pure  inner  ear  hearing  loss 
usually  obtain  poorer  the  response  with  hear- 
ing aids.  The  greater  the  degree  of  this  type 
deafness,  the  poorer  responses  which  may 
usually  be  anticipated.  It  is  unfortunate  that 
the  majority  of  the  patients  with  hearing  loss 
which  are  seen  fall  into  this  category. 

The  human  ear  is  capable  of  hearing  the 
frequency  range  of  20  to  16,000  vibrations 
per  second.  The  speech  range  includes  the 
256  through  the  4000  cycle  frequencies.  A 
potential  hearing  aid  user  must  have  de- 
creased acuity  in  these  frequencies  to  the 
extent  that  amplification  will  enable  him  to 
understand  speech  better. 

Hearing  aids  amplify  sounds.  Their  main 
purpose  is  to  enable  the  wearer  to  live  in  a 
hearing  world  and  to  understand  the  spoken 
language.  Their  true  value  to  the  users  can- 
not be  minimized  when  the  hearing  aid  is 
properly  fitted  and  the  usage  is  properly 
understood  in  a logical  and  common  sense 
manner. 

Hearing  aids  do  not  restore  hearing  any 
more  than  glasses  will  restore  vision.  They 
are  a means  to  utilize  the  residual  hearing  to 
a more  normal  degree.  The  adjustment  to  a 
hearing  aids  is  an  individual  problem  involv- 
ing emotional,  physical  and  psychological 
aspects. 

The  primary  importance  of  hearing  aids  is 
to  increase  the  intelligibility  of  speech.  The 
ability  to  hear  speech  and  noises  louder  does 
not  do  this.  It  is  essential  to  have  compre- 
hension of  what  is  heard  before  it  can  be  un- 
derstood. Children  with  congenital  deafness 
or  acquired  severe  hearing  losses  before 
speech  has  developed  will  not  learn  speech 
merely  through  the  use  of  a hearing  aid. 
Special  auricular  training  and  speech  develop- 
ment are  essential.  The  same  thing  is  true  in 


adults  who  have  residual  hearing  which  has 
never  been  trained  in  usage,  as  is  seen  in  in- 
dividuals who  have  been  taught  in  schools 
without  auricular  training.  Following  grad- 
uation some  of  these  people  have  been  sold 
hearing  aids  because  hearing  aid  dealers 
found  them  to  have  residual  hearing.  They 
were  unable  to  use  the  hearing  aids  because 
the  sounds  they  heard  had  no  meaning  to 
them.  Speech  amplified  became  an  unbear- 
able noise. 

The  rationale  of  recommending  a hearing 
aid  which  distorts  speech  more,  “because  the 
user  is  hearing  sounds  which  he  has  not  pre- 
viously heard,”  is  questionable.  How  ac- 
curately one  can  hear  each  sound  articulated 
is  unimportant  if  it  interferes  with  the  un- 
derstanding of  running  speech.  Each  sound 
of  speech  is  influenced  by  the  sound  pre- 
ceding and  following  it.  Therefore,  no  single 
speech  sound  has  a true  and  consistent  value. 

Dealers  who  inform  their  prospective  cus- 
tomers that  the  use  of  their  hearing  aid  will 
prevent  further  loss  of  hearing  are  in  error. 
It  is  also  erroneous  of  them  to  state  that  the 
use  of  any  other  instrument  except  theirs 
will  damage  the  residual  hearing. 

Rehabilitation  of  the  entire  individual.  A 
person  with  a hearing  loss  soon  becomes  af- 
fected by  this  disability.  If  the  loss  is  slight 
there  may  be  few  or  no  symptoms.  Often 
they  complain  of  tiredness,  nervousness, 
headaches,  excessive  fatigue  and  irritability, 
especially  if  they  have  to  listen  attentively. 
Vague  somatic  complaints  may  also  appear. 
With  greater  degrees  of  hearing  loss,  person- 
ality changes  may  appear.  The  seriously  deaf 
person  is  often  suspicious  and  frequently  be- 
comes withdrawn  and  unsocial.  Every  effort 
must  be  made  to  help  this  individual  to  take 
his  place  in  society.  In  prior  days  the  “deaf 
mute”  was  sent  to  a special  school  and  taught 
to  speak  and  talk  with  his  hands.  This  made 
him  a special  individual  and  he  had  difficulty 
adapting  to  others  than  his  own  kind.  The 
modern  philosophy  embodies  an  attempt  to 
make  the  hard  of  hearing  person  as  much  a 
part  of  the  community  as  possible.  Lip  read- 
ing, oral  training  with  and  without  ampli- 
fication and  hearing  training  help  the  deaf 
individual  make  the  adjustment  to  society. 

Any  correctable  defect  in  the  hearing  me- 
chanism should  be  attended  to  as  soon  as 
possible.  Even  if  the  hearing  can  be  only 
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partially  restored  by  therapy,  this  therapy  is 
indicated.  Residual  defect  can  be  alleviated 
in  many  cases  by  proper  training  and  ampli- 
fication. In  instances  of  noticeable  deafness, 
any  residual  hearing  becomes  increasingly 
important  to  the  patient.  For  this  reason, 
measures  designed  to  preserve  remaining 
hearing  function  are  equally  important  as 
those  to  improve  hearing  (9)  (10). 

In  patients  with  inner  ear  type  hearing 
loss,  many  of  whom  are  elderly,  treatment 
revolves  largely  around  helping  them  adjust 
to  their  trouble.  These  individuals  are  usually 
desirous  of  obtaining  some  easy  cure  for 
troubles.  Many  of  them  will  have  bought  or 
tried  one  or  more  hearing  aids  and  found 
them  unsatisfactory  or  noisy.  In  general, 
they  are  very  poor  candidates  for  amplifica- 
tion and  should  be  informed  so,  carefully  and 
tactfully.  Drug  therapy  with  vasodilators 
proves  helpful  in  some  instances. 

In  younger  individuals  with  inner  ear  hear- 
ing loss,  a careful  history  must  be  taken, 
looking  for  any  possible  factors  causing 
trouble.  Noise  trauma,  exposure  to  noxious 
chemicals,  cerebral  affectation  and  eighth 
nerve  lesions  must  be  investigated  and  con- 
sidered as  possible  causes.  In  the  midwest, 
where  many  of  the  patients  seen  are  farming, 
one  of  the  commonest  causes  of  inner  ear 
deafness  is  acoustic  trauma  produced  by  long 
exposure  to  the  noise  of  a tractor  engine.  In 
view  of  the  fact  that  this  type  of  hearing  loss 
will  not  be  improved  to  a very  great  extent 
by  therapy,  it  often  will  have  to  be  explained 
to  the  affected  person  that  he  must  choose 
between  his  occupation  and  his  hearing.  It 
can  usually  be  predicted  with  a reasonable 
degree  of  accuracy  that  a young  person  with 
inner  ear  deafness  may  become  progressively 
worse  if  he  continues  to  have  constant  noise 
exposure.  The  noise  trauma  can  be  reduced 
somewhat  by  occluding  the  external  canals, 
but  this  is  not  a guarantee  that  further  hear- 
ing loss  will  not  occur. 

Children  with  inner  ear  deafness  may  have 
to  obtain  special  schooling.  With  lesser  de- 
grees of  hearing  loss,  special  seating  in  school 
may  be  helpful. 

Hearing  testing  programs  in  schools,  fac- 
tories, and  in  surveys,  looking  for  persons 
with  early  or  minimal  defects  are  to  be  en- 
couraged. Audiometric  evaluation  of  persons 
working  in  noisy  environments  should  be 


made  before  starting  work  and  at  intervals 
thereafter.  If  evidence  of  hearing  loss  ap- 
pears, this  person  should  be  transferred  or 
encouraged  to  do  another  type  of  work,  in  a 
less  noisy  environment.  Insofar  as  possible, 
noise  threshold  in  industry  should  be  care- 
fully controlled  to  prevent  hearing  loss  (11) 
(12)  (13).  Corrective  measures  for  hearing 
problems  must  be  instituted  in  children  who 
are  found  in  routine  school  hearing  testing. 

The  physician  should  be  active  in  helping 
and  sponsoring  community  hearing  testing 
projects  and  be  available  for  advice  regarding 
treatment  of  problems  which  may  be  en- 
countered (14).  The  evaluation  of  a hearing 
problem  should  not  be  entrusted  to  a tech- 
nician. All  hearing  problems  should  be  in- 
terviewed and  examined  by  the  physician 
and  any  therapy  which  may  be  instituted 
should  be  at  his  direction  and  under  his 
supervision.  Corrective  treatment  should  be 
carried  out  by  him  or  under  his  supervision. 
If,  after  careful  workup,  it  becomes  apparent 
that  restoration  of  function  is  not  possible 
and  amplification  is  required,  such  a device 
should  be  advised  by  the  physician.  The  de- 
cision as  to  whether  a given  person  will  bene- 
fit from  a hearing  aid  should  be  made  by  the 
physician.  Only  a person  who  has  no  finan- 
cial interest  in  the  sale  of  an  expensive  hear- 
ing aid  device  can  remain  completely  im- 
partial regarding  the  recommendation  for  or 
against  such  an  instrument.  It  is  only  if  the 
physicians  in  each  community  take  an  active 
interest  and  participate  in  hearing  testing 
programs  and  in  the  treatment  of  hearing 
problems  that  this  phase  of  medicine  can  be 
advanced  to  the  highest  degree. 
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INTRODUCTION 

Sir  F.  Macfarlane  Burnet,  F.R.S.,  on  being 
awarded  the  second  R.  E.  Dyer  Lecture  in 
1952,  spoke  of  experimental  investigations 
with  influenza  viruses  and  their  activities  in 
the  presence  of  host  cells.  i In  his  closing  re- 
marks, however,  he  warned,  “It  would  not  be 
fitting,  however,  to  end  this  lecture  without 
reminding  you  that  influenza  virus  is  also  an 
important  agent  of  disease.  It  is  a virus  which 
even  in  1951  killed  heavily  amongst  the  old 
people  of  Europe  and  in  1918-19  generated  the 
third  great  plague  of  recorded  history.” 
. . . “But  no  one  yet  can  say  whether  or 
when  we  shall  see  another  pandemic  out- 
break of  influenza.  Until  we  know  the  answer 
to  that  question  we  should  not  be  too  com- 
placent about  our  powers  to  deal  with  infec- 
: tious  disease.”  In  this  same  lecture  Burnet 
' referred  to  the  ability  of  influenza  viruses  to 
survive  through  the  years  as  being  directly 
concerned  with  their  ability  to  undergo  fre- 
quent variations  to  new  immunologic  pat- 
terns. 

The  appearance  of  new  immunologic  var- 
iants of  influenza  virus  may  presumably  re- 
I suit  from  the  interaction  of  several  factors 
between  the  virus  and  its  environment,  but 
one  possibility  would  appear  quite  important 
i as  regards  the  epidemiology  of  influenza. 

V 
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Experimental  evidence^-  3 has  recently 
pointed  up  that  influenza  virus  can  survive 
in  an  “immune”  environment  by  evolving 
variants  which  possess  some  antigenic  sim- 
ilarity to  the  parent  strain  of  virus,  but  which 
differ  sufficiently  from  the  parent  strain  to 
enable  it  to  overcome  or  surmount  the  “im- 
mune barrier”  with  which  it  is  confronted. 
Such  variations  may  in  fact  be  looked  upon  as 
forced  mutations  brought  about  by  various 
degrees  of  immunologic  stress  on  the  part  of 
the  host. 4 The  appearance  and  isolation  of 
new  influenza  virus  strains  should  be  ade- 
quate proof  that  the  forced  mutation  phen- 
omenon is  constantly  at  work  in  the  natural 
infection. 

Of  the  four  known  immunologic  types  of  in- 
fluenza virus.  A,  B,  C and  D,  the  major  epi- 
demics and  pandemics  have  been  associated 
with  types  A. 5-  6 Within  type  A,  three  fam- 
ilies or  sets  of  viruses  have  been  successively 
responsible  for  type  A influenza  for  a period 
of  years.  Serologic  evidence  has  been  ob- 
tained that  strains  of  the  antigenic  nature  of 
the  Swine  set  probably  caused  pandemic 
influenza  in  1917-1919.  The  second,  the  PR8 
set,  was  isolated  during  the  years  1933-43. 
The  third,  the  FM-1  set  (the  so-called  A-prime 
viruses),  completely  replaced  the  earlier  sets 
and  were  first  isolated  in  1946—47. 

The  first  evidence  that  a new  fourth  set  or 
family  of  type  A influenza  viruses  is  emerg- 
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ing  was  obtained  in  the  spring  of  19577  The 
world-wide  spread  of  Asian  influenza  has 
been  quite  well  publicized  and  need  not  be 
reiterated  for  purposes  of  this  presentation. 

All  Collaborating  Laboratories  of  the  World 
Health  Organization  Influenza  Study  Pro- 
gram were  alerted  in  May,  1957  to  the  possi- 
bility of  an  influenza  outbreak  in  the  very 
near  future.  Accordingly,  physicians  in  the 
vicinity  of  Vermillion,  South  Dakota  were 
given  this  information  and  their  cooperation 
solicited.  Cases  clinically  resembling  influ- 
enza were  first  observed  in  this  vicinity  in 
June,  1957,  and  paired  serum  specimens  were 
obtained  from  several  of  these  early  cases. 

Evidence  was  presented  from  this  labora- 
tory in  19538  which  indicated  the  presence  of 
A-prime  influenza  in  South  Dakota  during  an 
epidemic  of  that  year.  In  a similar  vein  it  is 
the  purpose  of  the  present  communication  to 
indicate  that  Asian  influenza  first  made  its 
appearance  in  South  Dakota  in  June,  1957  and 
shortly  became  widespread  throughout  the 
state. 
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MATERIAL  AND  METHODS 
Isolation  of  influenza  virus.  Although  em- 
phasis was  not  placed  upon  isolation  of  virus, 
a few  selected  specimens  consisting  of  nose 
and  throat  washings  were  successfully  cul- 
tured in  10-day  embryonated  chicken  eggs. 
In  all  instances  of  confirmed  isolations,  virus 
was  identified  by  at  least  the  second  egg  pas- 
sage. Identification  was  made  with  known 
antisera  prepared  against  Asian  influenza 
viral  antigen. 

Paired  serum  speciments.  At  the  time  of 
this  writing  135  serum  pairs  representing 
acute  and  convalescent  phase  sera  have  been 
examined.  In  most  instances  the  convalescent 
serum  was  obtained  within  sixteen  days  of 
the  acute  specimen,  but  a few  were  obtained 
as  long  as  one  month  after  the  acute  serum. 

Hemagglutination-inhibition  test.  The 
standard  pattern  test  as  described  in  the  First 
Report  of  the  Expert  Committee  on  Influenza 
of  the  World  Health  Organization  was  used. 9 
Asian  influenza  viral  antigen  was  used  for 
this  particular  method,  strain  A/Jap/305/57, 


and  was  supplied  by  the  Influenza  Strain 
and  Collection  Center  in  Montgomery,  Ala- 
bama. 

Complement  fixation  test.  The  technique 
of  the  California  State  Viral  and  Rickettsial 
Disease  Laboratory, ''o  under  the  direction  of 
Dr.  E.  H.  Lennette,  was  adopted  and  used 
throughout  the  testing  period.  Complement 
fixing  antigens  were  prepared  from  an  Asian 
influenza  virus  isolated  in  this  laboratory, 
strain  A/USD/3/57. 

RESULTS 

As  attention  has  already  been  called  to  the 
fact  that  strains  of  Asian  influenza  virus  were 
isolated  in  this  laboratory  during  the  recent 
outbreak  of  influenza,  vide  infra,  emphasis 
will  be  placed  upon  results  obtained  from 
serological  studies  of  paired  sera. 

Of  the  two  types  of  serological  tests  em- 
ployed in  these  studies,  hemagglutination- 
inhibition  and  complement  fixation,  the 
former  is  considered  to  be  strain-specific  and 
the  latter  type-specific.  Both  tests  are  inter- 
preted on  the  basis  of  a specific  rise  in  anti- 
body titer  between  the  acute  and  convales- 
cent phases  of  illness.  They  are  indirect 
methods  of  laboratory  diagnosis  by  which  an 
attempt  is  made  to  establish  an  immunologic 
relationship  between  unknown  antibody  in 
the  patient’s  serum  with  known  influenza 
viral  antigens  on  hand  in  the  laboratory. 

Hemagglutination-inhibition  (HI)  studies. 
From  June  through  October,  1957,  sixty-six 
paired  serum  specimens  were  submitted  and 
tested  by  the  HI  method  for  evidence  of 
Asian  influenza  infection.  Results  obtained 
during  this  period  confirmed  that  Asian  in- 
fluenza was  indeed  present  in  South  Dakota 
(Clay  county)  as  early  as  the  month  of  June, 
1957.  During  this  some  period  it  became  in- 
creasingly evident  that  the  HI  test  was  not 
indicating  an  accurate  percentage  of  the  posi- 
tive sera  in  the  total  number  examined.  It  is 
shown  in  Table  I that  of  the  sixty-six  serum 
pairs  examined  by  the  HI  test,  23  or  34.8% 
were  positive.  However,  when  the  43  HI 
negative  sera  were  checked  later  by  the  com- 
plement fixation  technique  (CF),  12  of  these 
or  27.9%  were  found  to  be  positive.  Results 
from  both  methods  indicated  that  35  or  53.0%  { 
of  the  66  sera  were  positive.  As  this  appeared  [ 
to  be  a rather  general  problem  in  a majority  ) 
of  the  Collaborating  Influenza  Laboratories  ' 
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TABLE  I 


Summary  of  Studies  on  Paired  Sera  From  Patients 
With  Influenza-like  Illness 
(June,  1957  through  mid-February,  1958) 


Serological  Method 

No.  of 

HI* 

CF** 

Period 

Represented 

Sera 

Tested 

Positive 

Negative 

% 

Positive  Positive 

Negative 

% 

Positive 

June,  1957 
through 
mid- 
October 

66 

23 

43 

34.8  — 

— 

— 

HI  nega- 
tive sera 
from 
above 
period 

43 

— 

43 

- 12t 

31 

27.9 

Mid-Oct., 

1957 
through 
mid-Feb., 

1958 

69 

— 

— 

— 48 

21 

69.5 

*Hemhagglutination-inhibition  test 
**  Complement  fixation  test 
tNot  counted  in  positive  CF  total.  See  Table  II. 


throughout  the  United  States,  it  was  recom- 
mended by  the  central  laboratory  in  Mont- 
gomery , Alabama  that  either  the  CF  test  be 
used  alone  or  that  all  sera  be  studied  by  both 
CF  and  HI  techniques. 

Complement  fixation  studies.  During  the 
four  month  period  from  mid-October,  1957  to 
mid-February,  1958,  sixty-nine  paired  serum 
specimens  from  patients  with  influenza-like 
illness  were  received  and  examined  by  the 
complement  fixation  technique.  It  is  shown 
in  Table  I that  48  or  69.5%  of  these  sera  were 
positive,  indicating  a recent  experience  with 
Type  A influenza  virus.  Rises  in  convalescent 
serum  titers  were  detected  by  the  CF  test 
ranging  from  a minimum  four-fold  increase 
up  to  and  including  a 128-fold  increase,  with 
the  average  increase  being  32-fold. 

Distribution  of  positive  findings  in  South 
Dakota.  Although  the  results  presented  in 
this  paper  do  not  represent  the  complete  pic- 
ture of  Asian  influenza  in  South  Dakota,  they 
do,  nevertheless,  point  up  that  the  disease 
became  wide-spread  throughout  the  state. 
In  Table  II  it  is  shown  that  positive  serum 
specimens  were  obtained  from  14  counties  in 
South  Dakota,  and  that  71  confirmatory  re- 
sults were  obtained.  This  total  does  not  take 
into  account  the  12  attitional  cases  which 


were  identified  by  retrospective  CF  tests 
carried  out  upon  the  43  Hl-negative  sera 
earlier  in  the  study  period.  In  order  to  present 
a more  vivid  picture  of  Asian  influenza  in 
South  Dakota,  the  number  of  positive  find- 
ings have  been  entered  on  the  map  (see  Fig- 
ure I)  to  indicate  those  counties  from  which 

Figure  I 

Geographic  Spread  of  Confirmatory 
Serological  Findings  on  Paired  Sera  From 
Patients  With  Influenza-like  Illness 


the  specimens  were  obtained.  It  can  readily 
be  seen  that  many  areas  of  the  State  were 
affected  by  the  influenza  outbreak  that  swept 
across  the  United  States  and  became  pan- 
demic shortly  thereafter. 
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SUMMARY 

Data  have  been  presented  which  indicate 
that  Asian  influenza  was  present  in  South 
Dakota  as  early  as  June,  1957.  The  CF  test 
identified  more  significant  rises  in  convales- 
cent antibody  titer  than  did  the  HI  test. 
Seventy-one  confirmatory  results  were  ob- 
tained from  135  paired  serums  tested. 

TABLE  II 

Confirmatory  Serological  Findings  on  Paired 
Sera  From  Patients  With  Influenza-like 
Illness  in  Fourteen  South  Dakota  Counties 


County 

Serological  Method 
HP  CF** 

Total 

Cases 

Beadle 

1 

1 

Bon  Homme 

3 

3 

Brown 

1 

1 

Clay 

5 

8 

13 

Codington 

1 

1 

2 

Davison 

2 

2 

Douglas 

2 

4 

6 

Gregory 

1 

2 

3 

Lake 

1 

1 

Lawrence 

1 

1 

Minnehaha 

1 

5 

6 

Pennington 

2 

15 

17 

Perkins 

2 

2 

Yankton 

10 

3 

13 

Totals 

23 

48 

71 

*Hemagglutination-inhibition  test 
** Complement  fixation  test 
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Being  President  of  the  South  Dakota  State  Medical  Association  was  something  to  which 
I never  aspired.  It  is  an  honor  bestowed  on  relatively  few  during  the  working  lifetime  of  any 
one  of  us,  an  honor  for  which  we  are  each  deeply  appreciative  and  one  which  we  accept  in  all 
humility. 

This  Presidency  is  also  a challenge.  Ours  is  a service  profession.  Our  only  real  reason 
for  existence  is  to  help  provide  ‘better  health’  with  all  its  attendant  ramifications  to  the  individ- 
ual and  the  community.  We  each  owe  our  profession  more  than  simple  care  to  the  ill.  Many 
recognize  their  obligation  to  help  the  profession  in  the  guiding  of  its  general  course  — that 
accounts  for  our  advances  in  the  past.  In  these  times  of  rapid  and  radical  change  the  help  of 
many  more  is  badly  needed  and  sincerely  sought. 

Times  are  changing.  The  American  people  are  demanding  greater  and  greater  security 
against  devastating  illness  with  its  attendant  financial  crises;  against  the  ravages  of  old  age; 
security  against  many  other  items  of  lesser  magnitude.  Many  are  willing  to  lose  some  or  most 
of  their  individuality  for  promises  of  ‘pie  in  the  sky.’  Real  problems  are  presented  by  such 
items  as  the  Forand  Bill,  Workmen’s  Compensation,  indigent  care.  Medicare. 

; Our  problems  are  legion,  our  answers  are  often  controversial.  Our  need  for  concerted  think- 

I ing  from  the  profession  is  very  real. 

i 

I Again  may  I say  this  Presidency  is  an  honor  for  which  I am  deeply  appreciative.  It  is 

If  also  a challenge  for  our  problems  are  real.  With  your  continued  help  may  we  together  be 
i closer  to  some  solutions  a year  from  now. 

I Thank  you. 

A.  A.  Lamport,  M.D. 

Rapid  City,  S.  Dak. 


— 223  — 


PAGE 


THE  GRIEVANCE  COMMITTEE 

Senority  on  a Grievance  Committee  cer- 
tainly does  not  qualify  one  to  estimate  the 
worth  of  his  committee  or  the  value  it  has 
for  his  fellow  physicians,  or  to  the  people  of 
the  community  being  served.  Consider  this, 
then,  an  explanation  of  the  work  being  done 
rather  than  an  evaluation. 

The  Grievance  Committee  idea  has  become 
pretty  well  accepted  by  physicians.  This  is 
not  surprising  when  it  is  recalled  that  our 
legal  brothers  have  had  grievance  committees 
for  a long  time.  No  doubt  the  effectiveness  of 
the  Bar  Association  Grievance  Committee  is 
much  greater  than  is  necessary  or  desirable 
in  medicine.  Membership  in  the  Bar  Associa- 
tion is  the  lawyers  license  to  practice,  and  loss 
of  membership  is  a threat  that  has  a very  real 
deterrant  effect  on  barristers  that  might 
otherwise  get  out  of  line.  Doctors  do  not  serve 
their  patients  by  arguing  with  each  other,  but 
by  collaborating.  This  tends  toward  a chari- 
table attitude  to  each  other,  or  perhaps  it  is  a 
fear  of  sometime  being  on  the  receiving  end 
of  a complaint  that  tends  to  keep  most  doctors 
from  open  criticism  of  another. 

South  Dakota  physicians,  in  organizing  a 
Grievance  Committee  felt  that  certain  near 
axioms  should  govern  the  formation  of  such  a 
committee,  the  granting  of  powers  to  it,  and 
the  selection  of  its  members: 

1.  Our  State  Medical  Membership  is  small, 
and  consequently  a numerically  large  com- 
mittee was  not  believed  necessary. 

2.  While  not  true  that  only  Past  Presidents  of 
the  State  Association  have  qualities  fitting 
them  to  serve  on  the  Committee,  it  was  felt 


that  the  years  of  active  service  in  organized 
Medicine  would  acquaint  them  with  problems 
of  ethics,  and  dealing  with  recalcitrant  phys- 
icians; and  their  years  of  dealing  with  often 
unreasonable  patients,  would  make  for  a good 
combination  temperamental  qualification  for 
membership.  Further,  a past-president  has 
been  given  the  highest  honor  his  fellows  can 
grant,  and  so  would  have  no  reason  to  temper 
his  decisions  with  political  expediency. 

3.  It  was  believed  that  our  Grievance  Com- 
mittee should  investigate  complaints  but  that 
any  action  other  than  persuasion  should  be 
left  to  the  Council  of  the  Association.  So  it 
is  that  our  State  Committee  is  composed  of 
five  past-presidents,  serving  staggered  terms 
of  five  years.  Complaints  are  investigated 
from  both  sides  and  a solution  concurred  in 
by  the  Committee  is  offered.  Usually  this  is 
satisfactory  to  both  parties.  Very  few  have 
had  to  be  referred  to  the  Council.  Usually  the 
complaint  understands  when  things  are  ex- 
plained, and  is  satisfied  that  his  grievance 
was  solisitously  aired. 

The  Committee  has  been  of  questionable 
worth  in  matters  of  personal  quarrels 
between  physicians,  usually  competitors  in  a 
small  town.  Too  often,  despite  the  logical 
suggestions  by  the  Committee,  the  feud  con- 
tinues to  be  enjoyed  by  the  participants. 

Various  types  of  complaints  have  been  filed 
with  us.  Some  were  most  legitimate,  most  of 
which  were  satisfactorily  mediated.  A few 
resented  our  office  and  refused  to  accede  to 
the  Committee’s  suggestions,  but  so  far,  the 
Council  has  seen  fit  to  support  and  enforce 
the  Committee  recommendations. 
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A few  have  brought  complaints  admittedly 
to  embarrass  a physician  not  attentive  or  def- 
erential enough.  Some  few  have  been  ob- 
viously trying  to  avoid  payment  of  a legit- 
imate fee,  and  others  have  tried  to  secure  the 
sympathy  of  the  Committee  as  support  of  a 
threatened  suit  hoping  for  a cash  settlement. 
None  of  these  have  been  successful. 

Often  our  concilliatory  efforts  have  ended 
with  a grateful  and  commendatory  letter 
from  a person  who  realizes  that  the  profes- 
sion is  represented  by  doctors  who  care  about 
their  problems,  finances  and  feelings. 

Misunderstandings  between  physicians  and 
insurance  companies  have  been  mediated, 
sometimes  favoring  the  physician  and  some- 
times the  insurer.  Some  of  these  rulings  have 
become  policies  for  insurers. 

Most  grievances  could  be  avoided  if  we  as 
physicians  remembered  and  acted  according 
to  our  Code  of  Ethics.  Read  your  diploma. 
You  are  apt  to  find  that  you  were  granted 
your  M.D.  “with  all  the  rights,  honors  and 
privileges,  as  well  as  the  responsibilities  and 
obligations  thereunto  appertainging.”  Of  the 
most  important  of  those  responsibilities  and 
obligations  is  that  while  “the  labourer  is 
worthy  of  his  hire”  and  “the  workman  is 
worthy  of  his  meat,”  yet  he 
“who  gives  himself  with  his  alms  feeds  three- 
Himself,  his  hungering  neighbor,  and  Me.” 
which  means  that  altho  the  practice  of  med- 
icine is  our  livlihood,  the  knowledge  and  skill 
we  may  have  is  a God-given  trust  given  us 
to  use  in  such  a manner  as  to  justify  ourselves 
for  being. 

Grievance  Committees  are  here  to  stay,  and 
are  occasionally  necessary,  but  the  members 
of  the  Committee  do  not  like  the  work  in- 
volved nor  need  the  experience  of  undoing 
your  mistakes  and  thoughtlessness. 

L.  J.  Pankow,  M.D. 


THE  ROLE  OF  THE  MEDICAL 
PROFESSION  IN  EYE  CARE 

Many  physicians  are  in  doubt  and  have 
expressed  concern  at  the  misunderstanding 
and  confusion  of  the  public  regarding  eye 
care.  Very  little  attention  has  been  given  by 
medicine  in  the  past  to  the  subject  of  public 
education  relating  to  medical  eye  care. 

The  National  Medical  Foundation  for  Eye 
Care  was  organized  by  nationally  recognized 

Reprinted  from  the  Cincinnati  Journal  of  Med- 
icine, March  1958. 


leaders  in  ophthalmology  and  is  supported  by 
American  ophthalmologists  for  the  purpose 
of  gathering,  studying  and  disseminating  in- 
formation to  the  medical  profession  and  the 
public  concerning  the  essentials  of  scientific 
eye  care.  The  Foundation  will  prepare  litera- 
ture and  lectures  for  the  public  explaining 
the  basic  scientific  standards  of  good  medical 
eye  care,  the  qualifications  of  ophthalmolo- 
gists and  the  training  and  functions  of  related 
technical  personnel  in  the  field  of  ocular 
therapy. 

It  should  be  emphasized  that  it  is  not  the 
purpose  of  the  Foundation  to  curtail  the  ac- 
tivities of  licensed  optometrists  in  the  field 
of  eye  examination  for  the  purpose  of  pres- 
cribing and  fitting  glasses,  either  by  legisla- 
tion or  publicity. 

It  is  unfortunate,  however,  that  there 
should  exist  so  much  misunderstanding  in  the 
public  mind  concerning  the  terms  ophthal- 
mologist, optician,  and  optometrist.  For  a 
better  understanding  of  these  terms  the  Na- 
tional Medical  Foundation  for  Eye  Care  pub- 
lished a pamphlet  of  definitions*  (free  copies 
available  upon  request)  which  is  quoted  as 
follows: 

An  ophthalmologist  is  a physician  — a Doc- 
tor of  Medicine  — who  specializes  in  the  care 
of  the  eye  and  all  the  related  structures.  He 
diagnoses  and  treats  defects  of  focus,  dis- 
orders of  function,  and  all  other  diseases  of 
the  eye,  prescribing  whatever  is  required,  in- 
cluding glasses.  He  is  often  concerned,  as  a 
consultant  member  of  the  medical  team,  with 
diseases  of  other  systems  of  the  body  or  gen- 
eral diseases  which  manifest  themselves  in 
the  eyes  — diabetes,  toxomia  of  pregnancy, 
cancer,  multiple  sclerosis,  tuberculosis  and 
other  infections  hypertension,  muscular  dys- 
trophy, brain  tumor  and  heart  disease,  among 
others.  Ophthalmology  is  a branch  of  med- 
icine and  the  ophthalmologist  is  an  eye  phys- 
ician and  usually  also  an  eye  surgeon. 

An  ophthalmologist  has  first  completed  the 
full  course  of  medical  studies  received  the 
degree  of  M.D.,  (Doctor  of  Medicine),  served 
an  internship  in  general  medicine  and  sur- 
gery in  an  approved  hospital,  and  has  then 
taken  special  training  in  ophthalmology.  Like 
the  family  physician,  the  ophthalmologist  and 
all  other  medical  specialists  are  licensed  to 
* One  hundred  free  copies  may  be  obtained  by 

writing  to  The  National  Medical  Foundation  For 

Eye  Care,  250  West  57th  Street,  New  York  19, 

New  York. 
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practice  all  branches  of  medicine  and  surgery. 

Oculist  is  less  commonly  used  name  for 
ophthalmologist. 

An  optician  is  a skilled  technician,  auxil- 
iary to  medicine,  who  supplies  and  fits  glasses 
in  the  prescription  of  a physician.  He  is 
trained  to  make  the  necessary  facial  measure- 
ments; to  formulate  the  specifications  neces- 
sary, and  to  make  the  glasses  or  other  ap- 
pliances; and  to  adapt  them  to  the  patient, 
placing  them  properly  in  relation  to  the  eyes. 
He  supplies  glasses  or  other  appliances  only 
on  the  doctor’s  authorization. 

An  opiometrist  is  a person  who  has  met 
certain  legal  and  educational  requirements 
and  is  licensed  by  the  state  to  engage  in  the 
practice  of  optometry.  He  is  not  a physician 
or  doctor  of  medicine.  The  word  optometry 
comes  from  two  Greek  words  — opto,  mean- 
ing “eye”  and  meter,  “measure.”  The  op- 
tometris  measures  the  focus  of  the  eye  for 
glasses.  He  is  not  qualified  or  permitted  to 
use  drugs  for  these  tests  or  for  any  other  pur- 
pose. He  is  not  qualified  or  permitted  to  diag- 
nose or  to  treat  ocular  disease.  He  may  supply 
glasses  on  his  own  prescription.  In  most  states 
he  is  also  permitted,  like  the  optician,  to  fill 
the  ophthalmologist’s  prescription  for  glasses. 

Early  diagnosis  in  cases  of  defective  vision 
is  of  the  utmost  importance  if  we  are  to 
achieve  the  ultimate  objective  — “Prevention 
of  Blindness.”  This  can  only  be  accom- 
plished by  helping  the  general  public  and  the 
medical  profession  to  understand  the  basic 
professional  and  scientific  standards  of  good 
eye  care. 


SURGICAL  CARDIAC  ARREST 
CASE  REPORT— 

(Continued  from  Page  173) 

SUMMARY  and  CONCLUSION 

The  term  “cardiac  arrest”  is  a useful  and  prac- 
tical one.  It  emphasizes  the  features  of  urgency 
and  action  which  are  paramount  in  its  diagnosis 
and  treatment.  The  incidence  of  cardiac  arrest 
and  the  circumstances  under  which  it  occurs  in- 
dicate that  no  hospital,  large  or  small,  will  long 
have  a record  unmarred  by  the  occurence  of  this 
emergency. 

Since  it  is  generally  believed  that  hypoxia  is  the 
most  important  condition  leading  to  cardiac  arrest, 
oxygen  want  must  be  avoided  by  adequate  prep- 
aration of  the  patient,  skillful  anesthesia  and  care- 


ful surgery.  Undoubtedly  reflex  vagal  stimulation 
is  a factor,  particularly  in  hyposic  patients.  Ade- 
quate atropine  dosage  may  have  a more  important 
role  in  preventing  cardiac  arrest  from  reflex  causes 
than  has  been  generally  believed. 

When  cardiac  arrest  is  suspected,  no  time  is  to  be 
lost  by  indirect  means  of  arriving  at  the  diagnosis. 
The  chest  is  opened  through  a left  intercostal  in- 
cision so  that  the  heart  can  be  palpated  and  in- 
spected. It  is  universally  agreed  that  the  brain 
will  not  survive  interruption  of  the  circulation  for 
more  than  four  minutes.  In  most  patients  there  is 
a degree  of  cerebral  hypoxia  preceding  the  cessa- 
tion of  circulation  so  that  four  minutes  is  not  a 
safe  margin. 

The  tissues  of  the  myocardium  and  tissues  of  the 
central  nervous  system  must  be  oxygenated  by 
restoration  of  the  oxygen  transport  system.  Ven- 
tilation of  the  lungs  with  100  per  cent  oxygen  and 
restoration  of  circulation  by  direct  manual  com- 
pression of  the  heart  are  necessary.  Ventricular 
fibrillation  must  be  stopped  by  electric  shock  after 
which  manual  systole  is  resumed  to  restore  spon- 
taneous cardiac  action. 
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MEDICAL  SCHOOL  HISTORY 

(continued  from  the  last  issue) 

A recent  letter  from  Dr.  Lyle  Hare  of 
Spearfish,  together  with  some  articles  from 
the  Volante  add  a few  more  details  to  the 
sparse  material  on  the  early  beginnings  of  the 
Medical  School. 

Classes  were  held  in  the  rooms  at  the  north 
end  of  the  second  floor  of  the  old  Science 
Hall  (now  condemned  and  vacated)  with  the 
laboratory  in  the  largest  of  these  rooms.  In 
the  “Medic  Notes”  of  the  Volante,  November 
12,  1907,  the  statement  is  made  that  “Dean 
Lommen  has  insured  the  cleanliness  of  his 
department  by  placing  towel  and  soap  in  the 
Botanical  Laboratory.  Young  and  Hare  will 
see  that  the  towel  is  kept  clean.” 

The  Volante  for  October  20,  1908,  mentions 
some  of  the  new  apparatus  received  in  the 
medical  school;  for  bacteriology,  an  autoclave, 
an  incubator,  and  several  microscopes  with 
oil  immersion  lenses;  for  physiology  labora- 
tory, a d’Arsonval  galvanometer,  several 
kymographs,  and  various  pieces  to  be  used  in 
blood  work  and  optics. 

Dr.  Hare  states  that  Iver  Stoland  was  the 
other  “50%  ” of  the  first  class.  He  finished  at 
Rush  Medical  School  in  1911  and  practiced 
with  a clinic  as  an  orthopedic  surgeon  in  Eau 
Clair,  Wisconsin  until  his  death  five  years 
ago. 

Many  honors  have  come  to  Dr.  Hare  who 
received  his  M.D.  from  the  University  of  Ill- 
inois in  1911  and  who  has  practiced  medicine 
in  Spearfish  for  many  years.  In  1948,  he  was 
chosen  by  the  Council  of  the  State  Medical 
Association  as  the  General  Practitioner  of  the 
year.  The  athletic  field  at  Black  Hills  Teach- 


ers College  is  named  the  “Lyle  Hare  Field.” 

In  1908,  the  need  was  felt  for  a medical 
library.  The  Volante  for  November  3,  1908 
mentions  the  founding  of  the  library.  “The 
room  formerly  utilized  by  Dean  Lommen  for 
his  office  is  being  fitted  up  as  a library  for 
medical  students.  Racks  for  current  journals 
have  been  provided  as  well  as  cabinets  for 
the  valuable  books  of  the  department.”  A 
number  of  books  that  now  have  historical 
value  were  gifts  of  Dr.  Spafford  who  was  a 
member  of  the  Board  of  Regents  at  the  time 
of  the  founding  of  the  Medical  School.  The 
book  plate  on  volume  1 of  the  Collection  of 
Papers  published  previous  to  1909  by  William 
and  Charles  Mayo  and  autographed  by  them 
was  presented  to  the  Medical  Library  by  Dr. 
Spafford.  After  his  death,  his  daughter  gave 
the  library  many  of  the  books  in  his  private 
collection. 

The  Volante  for  October  1,  1907  gives  a 
“thumb  nail  sketch’  of  Dr.  French  who  joined 
the  medical  staff  in  that  year  as  instructor 
in  Anatomy  and  Physiology:  “Dr.  E.  French 
is  a native  of  Indiana  who  grew  up  and  re- 
ceived most  of  his  public  school  and  college 
training  on  the  Pacific  Coast.  He  has  his  B.A. 
from  Washington  State  College  at  Pullman. 
Before  and  after  finishing  his  literary  course 
he  spent  several  years  as  a teacher  in  the 
public  schools  of  Washington  and  Idaho,  his 
last  position  in  the  West  being  that  of  in- 
structor of  science  in  the  high  school  in  Walla 
Walla,  Washington.  His  medical  course  was 
taken  at  Northwestern  Medical  School  (old 
Chicago  Medical  School)  where  he  received 
the  Doctor  of  Medicine  ...  In  Chicago  he 
acted  as  assistant  in  physiology  for  three 
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years  and  then  left  hospital  work  to  come  to 
U.  S.  D.” 

Dr.  French  headed  the  Department  of 
Anatomy  and  Physiology  for  four  years  (1907- 
1911)  when  he  resigned  and  became  Dean  of 
the  Medical  School  at  the  University  of  North 
Dakota.  He  is  now  Dean  Emeritus  and  lives 
in  Grand  Forks.  The  Medical  Library  there  is 
named  the  Harley  E.  French  Medical  Library 
in  honor  of  him. 

The  medical  school  progressed  and  de- 
veloped under  the  able  direction  of  Dean 
Lommen  from  1907  to  1926.  His  death  at  61 
was  partly  attributed,  according  to  the 
Volante,  to  overwork  in  the  interests  of  the 
University  where  from  1891  to  1926  he  gave 
continuous  service  with  the  exception  of  1896 
which  he  spent  in  study  at  the  University  of 
Berlin  and  the  summer  of  1907  when  he  re- 
ceived his  Ph.D.  from  the  University  of 
Chicago. 

During  his  administration  the  school  was 
given  an  “A”  rating  by  a committee  repre- 
senting the  A.M.A.  and  the  Association  of 
American  Medical  Colleges.  He,  together 
with  Dr.  Spafford  were  influential  in  having 
the  State  Health  Laboratory  located  on  the 
campus.  Much  benefit  was  derived  by  the 
Medical  School  by  the  use  of  materials  sent 
for  diagnostic  purposes. 

Dean  Lommen  was  born  in  Spring  Grove, 
Minnesota  on  January  30,  1865.  His  wife  is 
an  alumna  of  this  University  receiving  her 
B.A.  degree  in  1907  and  M.A.  in  1911.  Their 
four  sons  are  all  graduates  of  U.  S.  D.  and 
two  are  now  doctors,  one  a research  chemist 
and  one  a lawyer  in  Edgemont,  South  Dakota. 

At  the  death  of  Dean  Lommen,  the  pro- 
fessor of  anatomy  who  succeeded  Dr.  French, 
Dr.  George  R.  Albertson  was  appointed  as 
dean. 

(to  be  continued) 


BOOK  REVIEW 

There  are  few  books  in  the  field  of  med- 
icine with  illustrations  in  color.  One  received 
recently  with  superior  reproductions  from 
photographs  in  color  is  Henry  C.  G.  Semon’s 
An  Atlas  of  the  Commoner  Skin  Diseases, 
Williams  and  Wilkins,  edition  5,  1957. 

Dr.  Semon  is  a prominent  dermatologist 
and  ex-president  of  the  Dermatologist  Section 
of  the  Royal  Society  of  Medicine,  London. 
The  Atlas,  with  its  collection  of  dermatoses 


most  frequently  seen  in  the  routine  of  out 
patient  practice  with  its  153  plates  repro- 
duced by  direct  color  photography  from  the 
living  subject  would  be  a useful  addition  to 
any  practitioner’s  library.  As  the  author 
states  in  his  introduction,  “abbreviated  clin- 
ical descriptions,  the  differential  diagnoses 
where  considered  essential,  and  the  outlines 
of  treatment  are  presented  in  an  easily  acces- 
sible position  in  regard  to  each  plate.  These 
should  be  considered  as  necessary  to,  and  not 
substitutes  for,  the  detailed  study  of  actual 
cases,  and  it  is  believed  that  if  employed 
with  this  reservation,  they  will  afford  val- 
uable help  in  diagnosis.” 

The  commoner  skin  diseases  such  as  acne, 
alapecia  areata,  many  of  the  contact  type  of 
dermatitis  are  included  as  well  as  a number 
of  the  less  common  ones  such  as  sarcomatosis, 
leprosy,  lupus  pernio  and  others. 

Mrs.  Esther  Howard 

Medical  Librarian 
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These  ideas  may  help  your  elderly  patient 
enjoy  a belter-balanced  diet 

The  Geriatric  Diet 


• Meat  is  as  important  for  elderly  people  as  it 
is  for  the  young.  Fish  steaks,  chicken  parts, 
chops  or  cutlets  can  be  bought  in  small  portions. 
Plenty  of  good  frmts  and  vegetables  mean  vita- 
mins in  proper  balance.  Chopped  or  strained 
vegetables  and  caimed  fruits  are  easy  to  chew. 
And  salads  need  no  cooking.  A one-dish  casserole 
gives  free  rein  to  the  imagination.  The  flavor 


can  be  perked  up  with  spices  and  herbs. 

Be  sure  the  fluid  intake  is  liberal.  And  remind 
your  patient  that  it  need  not  necessarily  be 
water.  A glass  of  beer*  before  dinner  often  leads 
to  improved  appetite.  And  another  glass  at  bed- 
time may  induce  a better  night’s  sleep. 

*Sodium  17  mg..  Calories  104/8  oz. 
glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

If  you'd  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N,  Y. 
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REHAB  CONFERENCE 
IN  SASKATCHEWAN 

Doctors,  administrators  and 
others  working  in  the  field  of 
rehabilitation  and  special 
education  are  invited  to  at- 
tend an  International  Nor- 
thern Great  Plains  Confer- 
ence on  Rehabilitation  and 
Special  education  in  Saska- 
toon at  the  University  of 
Saskatchewan  on  August  20- 
22. 

A special  institute  on  the 
problems  and  developments 
in  the  field  of  physical  med- 
icine will  be  a feature  of  the 
three  day  meeting. 

Oustanding  speakers  in  the 
field  will  participate  in  the 
program  and  act  as  resource 
leaders.  The  area  covers 
Alberta,  Saskatchewan,  Man- 
itoba, Montana,  North  Da- 
kota, Wyoming,  and  South 
Dakota. 


7th  DISTRICT  MEETS 
IN  SIOUX  FALLS 

The  Seventh  District  Med- 
ical Society  met  at  Giavannis 
in  Sioux  Falls,  Tuesday,  May 
6th  for  their  final  monthly 
meeting  before  a summer  re- 
cess. 

Dr.  Donald  Mulder  of  the 
Mayo  Clinic  spoke  on,  “Psy- 
chiatric Syndromes  Asso- 


ciated with  Cronic  Brain  Di- 
seases.” 

Applications  for  member- 
ship were  received  from  Dr’s. 
Alexandria  and  Frost  of 
Sioux  Falls. 

During  the  business  ses- 
sion a resolution  was  adopted 
to  endorse  a legislative  pro- 
posal protecting  survey  in- 
formation that  would  reduce 
morbidity  or  mortality  from 
subpoena.  The  District  also 
endorsed  Dr.  Robert  Van 
Demark  for  Editor  of  the 
Journal. 


WHETSTONE  GROUP 
MEETS  IN  MAY 

The  Whetstone  Valley  Dis- 
trict Medical  Society  met  at 
Webster  on  May  6th. 

Dr.  Jana  vs  of  Milbank  was 
accepted  as  a transfer  from 
the  2nd  District  and  Dr. 
Zeidaks  from  the  10th  Dis- 
trict. 

Dr.  E.  A.  Johnson  was 

recommended  by  the  District 
to  another  three  years  term 
as  Councillor. 

Drs.  Theodore  and  Ruih 
Czajkowskyj  of  Veblen  were 
voted  into  membership.  After 
a lively  business  session,  two 
films  were  presented,  one  on 
“The  Action  of  Oral  Vari- 
dose,”  the  other,  “The 
Techique  of  Vein  Stripping.” 


NEWS  NOTES 

Dr.  Leslie  Becher  has  been 
transferred  from  the  V.A. 
Hospital  at  Hot  Springs  to 
become  Chief  of  Urology  at 
the  Center  in  Wadsworth, 

Kansas. 

* * * 

Drs.  Hagin  and  DeGeest  of 

Miller  have  arranged  to  give 
two  days  a week  office  cover- 
age to  Highmore  in  the  Hyde 
County  Medical  Clinic,  closed 
since  Dr.  Roman  Bilak  left 
over  a year  ago. 

* * * 

Dr.  Donald  Scheller  held 
an  open  house  the  first  week 
of  May  to  officially  open  his 
new  clinic  building  in  Arling- 
ton. 

* 

The  Clinic  Managers  of 
South  Dakota  met  in  Water- 
town  in  the  Bartron  Clinic 
during  the  last  week  in  April. 
Dr.  Robert  Bartron  and  John 
C.  Foster  were  speakers. 

* * * 

Dr.  R.  G.  MacDonald, 

Gackle,  North  Dakota  has  an- 
nounced his  locating  at  Lem- 
mon in  association  with  Dr. 
F.  C.  Totten. 
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ACHROMYCIN-V 

Tetracycline  and  Citric  Acid  Lederle 

A Decision  of  Physicians 

When  it  comes  to  prescribing 
broad-spectrum  antibiotics,  physicians 
today  most  frequently  specify 
Achromycin  V. 

Tbe  reason  for  this  decided  preference 
is  simple. 

For  more  than  four  years  now,  you  and 
your  colleagues  bave  bad  many 
opportunities  to  observe  and  confirm 
the  clinical  efficacy  of  Achromycin 
tetracycline  and,  more  recently, 
Achromycin  V tetracycline  and 
citric  acid. 

In  patient  after  patient,  in  diseases 
caused  by  many  invading  organisms. 
Achromycin  achieves  prompt  control 
of  the  infection — and  with  few 
significant  side  effects. 

The  next  time  your  diagnosis  calls  for 
rapid  antibiotic  action,  rely  on 
Achromycin  V— the  choice  of 
physicians  in  every  field  and  specialty. 


LEDERLE  LABORATORIES 

a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


EDUCATION  AND  RESEARCH  IN  THE 
FRENCH  PHARMACEUTICAL 
PROFESSION* 
by 

Rene  Fabre** 

Paris,  France 


French  law  has  provided  for  a series  of 
regulations  clearly  defining  the  rights  and 
duties  of  the  practicing  pharmacist  in  all 
fields  where  his  activity  can  be  directed 
toward  the  protection  of  public  health. 

The  pharmacist’s  primary  mission  is,  to  be 
sure,  the  preparation  and  control  of  med- 
icines, a task  which  has  increased  consid- 
erably because  of  the  prodigious  development 
of  modern  therapeutics.  Since  the  dispensary 
has  perhaps  become  less  important  for  the 
preparation  of  prescriptions  as  the  result  of 
the  development  of  industrial  pharmaceutical 
laboratories,  French  legislators  have  brought 
the  preparation  and  control  of  medicines  on 
the  industrial  plane  within  the  scope  of  the 
registered  pharmacist’s  authority.  This  regu- 
lation has  enabled  students  to  find  openings 
in  industrial  laboratories  and  also  created  the 
necessity  of  adopting  the  teaching  of  phar- 
macy to  this  wider  form  of  activity  of  the 
practitioners.  Thus,  in  addition  to  the  funda- 
mental sciences  directly  related  to  Galenic 
pharmacy,  students  also  study  technology, 
pharmaceutical  technology  and  pharmaco- 

*Reprinted with  the  permission  of  the  Cultural 
Counselor  and  Representative  of  French  Univer- 
sities in  the  United  States  of  the  French  Embassy 
from  the  “French  Bibligraphical  Digest”  No.  24 
Series  11,  December,  195^7. 

**Dean  of  the  Faculty  of  Pharmacy  of  the  Univer- 
sity of  Paris,  Membre  de  I’lnstitut. 


dynamics  in  order  to  prepare  for  the  positions 
which  they  can  rightfully  hold  in  industry. 
Such  training  evidently  implies  more  ad- 
vanced preparation  in  the  physiocochemical 
and  biological  science  which  serve  as  a foun- 
dation for  these  applied  sciences. 

There  has  been  rapid  progress  in  the  field 
of  medicine  since  the  beginning  of  the  twen- 
tieth century  and  diagnosis  is  based  more  re- 
liably on  laboratory  analysis,  particularly 
physical,  chemical,  biological,  microbiological, 
parasitological  and  hemotologic  analysis.  Con- 
sidering that  a pharmaceutical  education  pro- 
vides the  graduate  with  a very  thorough 
theoretical  and  practical  background  in  these 
fields,  French  legislation  grants  the  phar- 
macist the  right  to  operate  laboratories  for 
medical  analysis  as  physicians  do.  In  these, 
they  may  demonstrate  their  ability  not  only 
as  excellent  technicians  but  also  as  trained 
biologists,  experienced  in  semeiology,  and 
capable  of  providing  physicians  with  very 
valuable  information  for  their  diagnoses. 

In  other  respects,  the  pharmacist’s  ana- 
lytical and  biological  experience  can  be  used 
advantageously  in  the  practice  of  medico- 
legal or  industrial  toxicology  as  well  as  in 
bromatologic  investigation.  The  study  of 
poisons  complements  the  pharmacists  knowl- 
edge of  chemistry  and  enables  our  graduates 
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to  perform  very  useful  work  in  the  protection 
of  crops  from  parasites. 

French  pharmacy  can  be  proud  of  such 
great  scientists  as  Pelletier  and  Caventou,  the 
discoverers  of  quinine;  Berthelot,  one  of  the 
initiators  of  organic  synthesis;  Moissan,  dis- 
coverer of  fluorine;  Balard,  bromine;  Cour- 
tois,  iodine;  Guignard,  who  demonstrated  the 
double  fecundation  of  plants;  Behai  and 
Moureu,  the  great  scientists  in  the  field  of  or- 
ganic chemistry  to  whom  the  chemothera- 
peutic industry  owes  so  much;  Bourquelot, 
who  demonstrated  enzymic  reversibility,  etc. 
Thus  it  is  not  surprising  to  find  that  young 
pharmacists,  to  perpetuate  the  achievements 
of  these  famous  pioneers,  must  show  them- 
selves worthy  of  their  predecessors. 

These  are  the  reasons  why  our  pharmaceu- 
tical program,  keeping  pace  with  the  evolu- 
tion of  human  knowledge  applied  to  thera- 
peutics, analysis  and  biology  has  considerable 
importance  and  is  constantly  being  modern- 
ized in  independent  Faculties  connected  with 
the  French  University  system  on  a plane  with 
the  Faculties  of  Medicine,  Law  or  Science. 
This  is  why  a prospective  pharmacist  must 
also  study  many  sciences  related  to  his  field; 
these  include  physics,  chemistry,  biochem- 
istry, vitaminology,  enzymology,  animal  and 
vegetable  biology  as  well  as  the  relationship 
of  these  sciences  to  the  manufacturing  and 
supervision  of  drugs,  and  laboratory-tests  for 
medical  analysis. 

Therefore,  it  will  not  be  surprising  to  find 
in  the  abstracts  of  French  pharmaceutical 
publications,  many  examples  of  research,  re- 
lated to  all  the  above-mentioned  sciences, 
carried  out  by  pharmacists  in  university  or 
private  laboratories. 

Since  my  purpose  is  to  cite  examples  of 
these  scientific  contributions  which  are  the 
pride  of  French  pharmacists,  I have  listed 
only  those  works  that  have  appeared  during 
the  past  three  years.  Their  excellence  and 
their  number  will  bear  testimony  to  the  ac- 
tivity of  French  pharmacy  in  scientific  re- 
search. 

Curriculum  of  Pharmaceutical  Study  in 
France 

In  France,  the  teaching  of  pharmacy  is 
largely  autonomous.  Contrary  to  the  existing 
situations  in  many  other  countries,  general 
subjects  such  as  physics,  chemistry,  botany, 
zoology  are  taught  in  the  Faculties  of  Phar- 


macy. From  the  beginning,  students  orient 
their  studies  towards  application  in  the  var- 
ious pharmaceutical  activities. 

It  should  also  be  pointed  out  that  the  selec- 
tion of  the  teaching  staff  follows  the  same 
procedure  used  in  appointing  professors  to 
the  Faculties  of  Medicine,  Science,  Law  or 
Letters.  The  “Maitres  de  conferences”  (lec- 
turers) are  appointed  after  a competitive  ex- 
amination, taken  only  by  those  who  hold  a 
State  Doctorate  (Doctorat  d’  Etat),  which  is 
used  to  evaluate  the  teaching  ability  and 
scientific  knowledge,  as  well  as  the  original 
work,  qualifications  and  experience  of  each 
candidate.  From  the  “Maitres  de  conferences” 
and  upon  recommendation  of  the  Advisory 
Committee  of  the  Universities  and  the  Fac- 
ulty Councils,  the  Minister  of  Education 
selects  the  professors  in  the  various  fields.  As 
civil  servants,  these  professors  cannot  engage 
in  commercial  activity.  They  dedicate  their 
academic  life  to  teaching  and  scientific  re- 
search. 

The  teaching  staff  (laboratory  instructors, 
assistants)  is  recruited  from  licensed  phar- 
macists with  scientific  degrees,  that  is  a 
“Licence”  in  physics  or  the  natural  sciences 
or  holders  of  the  State  Doctorate. 

The  Faculty  of  Pharmacy,  which  is  headed 
by  a Dean  elected  by  his  fellow  professors,  is 
maintained  by  government  subsidies.  A 
special  budget  is  submitted  by  the  University 
Council  and  approved  by  the  Ministry  of  Na- 
tional Education. 

Besides  strictly  independent  Faculties  as  in 
the  Universities  of  Paris,  Montpellier,  Nancy 
and  Strasbourg,  there  are  also  joint  Faculties 
of  Medicine  and  Pharmacy  in  the  following 
French  Universities:  Algiers,  Bordeaux,  Cler- 
mont-Ferrand, Lille,  Lyon,  Marseille,  Nan- 
tes, Rennes  and  Toulouse.  These  joint  facul- 
ties have  the  privilege  of  granting  the  license 
of  Pharmacist.  Moreover,  the  ten  National 
Schools  of  Medicine  and  Pharmacy,  located 
throughout  metropolitan  France,  enable  stu- 
dents to  begin  their  studies  in  their  native 
regions  until  they  can  complete  them  in  the 
“mother”  Faculties  from  which  they  will 
graduate.  In  these  schools  the  curriculum  is 
identical  and  courses  are  taught  by  a staff 
with  the  qualifications  specified  above.  Only 
students  who  hold  the  “Baccaulaureat”  are 
permitted  to  enroll  in  a Faculty  and  work  for 
the  pharmaceutical  degree. 
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Pharmaceutical  studies  begin  with  a one 
year  probationary  term  in  a prescription 
laboratory  of  a pharmacist  who  has  been  ac- 
cepted by  the  Rector  of  the  University  on 
account  of  his  professional  and  scientific 
qualifications  and  his  modern  equipment. 

The  purpose  of  this  prescholastic  probation- 
ary period  is  to  bring  the  young  student  into 
close  contact  with  the  practical  and  human 
side  of  the  profession.  He  becomes  aware  of 
his  responsibility  in  the  compounding  and  dis- 
pensing of  medicines  and  familiarizes  him- 
self with  the  various  aspects  of  the  prescrip- 
tion laboratory.  During  this  probationary 
term  in  the  pharmacy,  the  student  compounds 
chemical,  galenical,  and  prescribed  prepara- 
tions; studies  posology,  legislation,  and  the 
organoleptic  characteristics  of  the  drugs  he 
will  be  called  upon  to  identify  and  handle. 
This  probationary  term  is  supplemented  by 
elementary  lectures  to  which  students  are 
invited  in  Faculties  or  Schools  and  is  super- 
vised by  a group  of  Inspectors  selected  from 
Professors  of  Pharmacy.  At  the  end  of  this 
term,  students  must  take  an  examination 
which  tests  their  theoretical  and  practical 
knowledge.  The  board  of  examiners,  chosen 
by  the  Dean,  consists  of  Professors  and  Phar- 
macists who  have  been  approved  to  receive 
and  train  “probationary”  students  of  phar- 
macy. 

This  prescholastic  probationary  term  has 
been  accused  of  causing  a split  between  sec- 
ondary school  education  taught  in  the  French 


lycee  and  work  at  the  university  level.  Ac- 
tually, experience  has  indicated  that  a pro- 
bationary period  (in  the  laboratory  of  a care- 
fully selected  pharmacist  who  can  supervise 
the  training  of  his  future  colleagues)  is  very 
useful  to  the  student  and  can  help  him  to 
understand  the  importance  of  the  role  played 
by  the  pharmacist  today  in  protecting  public 
health. 

Furthermore,  students  who  have  acquired 
this  kind  of  pharmaceutical  training  will  be 
able  during  their  studies  to  replace  phar- 
macists in  prescription  laboratories  or  seek 
posts  as  resident  students  in  hospitals.  Such 
positions  can  provide  the  student  with  an  in- 
come and,  at  the  same  time,  enable  him  to 
gain  practical  experience  in  a professional 
manner. 

After  the  student  receives  credit  for  his 
probationary  term,  he  may  enroll  in  a Phar- 
maceutical Study  Center  in  order  to  pursue 
four  years  of  theoretical  and  applied  work 
according  to  the  following  curriculum. 

At  the  end  of  each  school  year,  a student  must 
pass  a written,  oral  and  laboratory  examina- 
tion which  enables  him  to  continue  his  studies 
the  following  year. 

In  his  fourth  year,  a student  takes  three 
probative  examinations  in  the  physiocochem- 
ical,  natural,  and  applied  sceinces.  After  he 
has  passed  these  various  examinations,  the 
license  of  pharmacist  is  awarded.  A graduate 
can  then  practice  pharmacy  if  he  is  twenty- 
five  years  old. 


Subjecis 

First  Year 

Mineral  Chemistry — Organic  Chemistry 

Analytical  Chemistry  (qualitative  and  quantitative  analysis), 
properties  of  salts 
Mineralogy — Physics 
Botany — Zoology 

Second  Year 

Mineral  Chemistry — Organic  Chemistry 
Analytical  Chemistry,  Pharmaceutical  Chemistry 
Physics — Galenic  Pharmacy 

Materia  Medica 


Third  Year 

Analytical  Chemistry — Pharmaceutical  Chemistry 
Pharmaceutical  Biology — Toxicology 
Galenic  Pharmacy 

Materia  Medica — Pharmacodynamics 
Fourth  Year 

Biochemistry — Hydrology 

Hygiene — Microbiology — Pharmaceutical  Legislation 
History  of  Pharmacy 


Laboratory  Work 

General  Chemistpr 
Analytical  Chemistry 
(properties  of  salts) 
Physics 

Botanical  field  trips 


Analytical  Chemistry 
Physics 

Micrography  and  Botanical 
field  trips 
Zoology-Botany 
Elements  of  Histology 


Analytical  Chemistry 
Micrography 

Parasitology — Hematology 


Microbiology 
Toxicology 
Drug  Testing 
Hydrology,  Biochemistry 
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IMPLIED  WARRANTY  WORRIES 
INDUSTRY 


Implied  warranties,  as  illustrated  by  the 
California  case  in  which  a pharmaceutical 
manufacturing  company  was  successfully 
sued  for  damages  because  live  vaccine  was 
included  in  a shipment  of  its  polio  “shots,” 
recently  received  the  worried  attention  of 
top  industry  leaders  gathered  for  the  51st  an- 
nual meeting  of  the  American  Pharmaceu- 
tical Manufacturers’  Association. 

Wallace  E.  Sedgwick,  a partner  in  a San 
Francisco  law  firm,  cited  the  Cutter  Labora- 
tories case  as  an  example  of  a special  and 
unique  set  of  rules  applicable  only  to  the  drug 
and  food  industry,  but  not  to  manufacturers 
of  other  products. 

“It  seems  essentially  unfair  to  single  out 
your  industry  (and  food  processors)  for 
special  treatment,”  he  said. 

In  the  California  case,  the  jury  found  that 
the  laboratory  was  not  guilty  of  any  negli- 
gence and  had  complied  to  the  fullest  extent 
with  the  regulations  and  tests  governing  the 
production  of  the  Salk  vaccine.  At  the  same 
time  the  jury  awarded  heavy  damages  to  the 
plaintiff. 

Mr.  Sedgwick  quoted  the  U.  S.  Public 
Health  Service  itself  as  recognizing  the  risk 
involved  to  the  introdiiction  of  new  treatment 
and  pharmaceuticals.  He  quoted  the  Health 
Service  as  saying; 

“Throughout  the  history  of  medicine  and 
public  health  most  advances  have  been  made 
step  by  step,  with  each  new  and  unforeseen 
obstacle  overcome  as  it  is  encourtered.  This 
has  always  involved  a certain  amount  of  risk, 
trial  and  error,  discovery  of  new  knowledge 


in  production  and  clinical  use,  and  resump- 
tion of  forward  movement.  As  in  all  scientific 
and  medical  endeavor  we  must  weigh  poten- 
tial benefits  against  possible  hazards.” 

Industry  leaders  attending  the  meeting 
here  view  the  matter  this  way:  If  the  Cali- 
fornia verdict  awarding  damages  is  upheld 
by  the  higher  court  to  which  has  been  ap- 
pealed progress  in  pharmaceutical  and  med- 
ical research  will  be  slowed  to  a walk. 

“Who  will  dare  to  introduce  new  products 
with  the  threat  of  implied  warranties  — and 
damage  suits  — constantly  a jeopardy  to  such 
advances?”  one  industry  leader  asked. 

A side  effect  of  the  California  case,  Mr. 
Sedgwick  said,  is  that  pharmaceutical  manu- 
facturers are  being  viewed  as  askance  by  in- 
surance companies. 

“Top  insurance  executives  are  already  con- 
cerned about  this  type  of  risk  and  one  has  ex- 
pressed doubt  to  me  personally  that  his  com- 
pany can  continue  to  insure  pharmaceutical 
manufacturers  if  a threat  toward  absolute 
warranty  liability  develops,  thus  making  the 
extent  of  the  risk  unpredictable.  Many  sub- 
stantial underwriters  have  placed  serious  re- 
strictions upon  the  writing  of  certain  classes 
of  product  liability  insurances,”  he  said. 

Mr.  Sedgwick  said  that  from  his  knowledge 
of  the  pharmaceutical  industry  he  felt  that 
its  attitude  in  the  matter  is  this.  “It  (the  in- 
dustry) wants  the  laws  to  be  interpreted 
fairly  for  both  consumer  and  manufacturer. 
If  the  manufacturer  is  careless  in  manufac- 
turing a product  (the  court  found  the  Cali- 
fornia company  was  not)  the  industry  agrees 
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there  should  be  a liability.  If  for  any  reason 
a product  is  not  properly  manufactured  or 
tested  there  should  be  a liability  for  any  harm 
that  results. 

“But  where  a product  is  manufactured 
without  negligence  and  is  properly  developed 
and  tested  in  accordance  with  the  best  scien- 
tific knowledge  then  available  and  all  ap- 
plicable government  regulations  are  fulfilled, 
the  manufacturer  should  not  be  held  to  blame 
solely  by  the  application  of  implied  warran- 
ties.” 


MANUFACTURERS'  ASSOCIATION 
MERGE 

The  American  Pharmaceutical  Manufac- 
turers’ Association  recently  voted  approval 
of  the  merger  of  the  organization  with  the 
American  Drug  Manufacturers  Association 
subject  to  similar  approval  by  members  of 
the  A.D.M.A.  at  a meeting  scheduled  for  May 
26-29.  The  new  organization  will  be  called 
the  Pharmaceutical  Manufacturers’  Associa- 
tion and  will  maintain  offices  in  Washington, 
D.  C.,  and  New  York  City  in  the  present 
headquarters  of  the  two  groups. 

Members  attending  A.P.M.A.’s  51st  and 
final  annual  meeting  at  the  Boca  Raton  Club 
elected  William  B.  Graham,  president  of  Bax- 
ter Laboratories,  Inc.,  of  Chicago  as  president 
to  serve  until  the  merger  is  completed.  He 
succeeds  Francis  C.  Brown,  president  of 
Sobering  Corporation  of  Bloomfield,  N.  J. 
Except  for  the  presidency  all  other  officers 
were  reelected. 


PHARMACEUTICAL  "SPUTNIKS" 
UNLIKELY 

The  U.  S.  pharmaceutical  industry  was  as- 
sured that  its  government-owned  Soviet 
counterpart  is  unlikely  to  produce  any  phar- 
maceutical “Sputniks”  to  embarrass  the  West 
as  did  the  first  man-made  satellite. 

Thomas  P.  Whitney,  an  authority  on  Russia 
both  because  of  long  residence  and  intensive 
study,  recently  stated  that  the  probabilities  of 


any  Russian  pharmaceutical  “miracles”  was 
being  balked  by  over-emphasis  on  rocketry 
and  nuclear  weapon  research.  As  a result,  he 
said,  pharmaceutical  research  has  a low 
priority. 

“Because  of  the  de-emphasis,”  Mr.  Whitney 
said,  “Soviet  pharmaceutical  research  con- 
sists largely  of  selecting  products  already  dis- 
covered and  produced  by  the  West  which 
they  can  manufacture  themselves.” 

Mr.  Whitney  reported  that  the  largest 
Soviet  pharmaceutical  research  institute  is 
“comparable  to  what  one  might  have  found 
in  any  American  pharmaceutical  house  25 
years  ago.” 

Whereas  large  American  houses  may  each 
be  simultaneously  running  down  100  different 
compounds,  the  All-Union  Institute  in  Mos- 
cow is  perhaps  running  down  only  five.  An- 
other five  are  being  run  down  by  the  research 
institute  in  Leningrad  — and  these  two  insti- 
tutes make  up  the  bulk  of  research  now  being 
carried  on. 

“It  is  true,”  he  said,  “they  may  run  into 
something  startling  but  statistically  speak- 
ing their  chances  are  small  compared  to  those 
of  U.  S.  pharmaceutical  manufacturers  or 
those  of  Western  Europe.” 

“To  the  best  of  my  knowledge,  there  is  no 
major  pharmaceutical  which  was  developed 
in  its  initial  or  later  stages  in  a Russian  lab- 
oratory.” 

Mr.  Whitney  warned  that  America’s  ob- 
vious lead  in  the  pharmaceutical  field  “is  not 
necessarily  eternal.” 

“We  can  expect  the  Russians  to  make  major 
efforts  to  catch  up  with  us  and  should  they 
succeed  it  would  be  more  disastrous  than  the 
early  satellite  success.  Just  imagine  the  po- 
litical advantage  and  prestige  that  would 
accrue  to  Russia  if  it  were  the  first  to  con- 
quer cancer. 

“Only  the  most  intense  and  sustained  effort 
will  assure  us  continued  leadership  in  the 
pharmaceutical  field.” 

Three  hundred  industry  executives  and 
their  guests  heard  the  talk  during  the  first  of 
three  days  of  business  sessions  being  held  by 
the  American  Pharmaceutical  Manufacturers’ 
Association. 
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It  has  been  reliably  estimated  that  the 
number  of  men  and  women  pharmacists  that 
must  be  graduated  annually  to  replace  those 
who  die  or  retire  is  3.5%  of  the  number  cur- 
rently engaged  in  practice.  The  profession 
must  be  assured  of  a sufficient  number  of 
pharmaceutically  trained  persons  to  meet  all 
of  its  needs  — retail,  sales,  industry,  hospital, 
research,  government  and  teaching  positions. 

A recent  compilation  by  the  National  Asso- 
ciation of  Boards  of  Pharmacy  has  shown  that 
a sufficient  number  of  trained  persons  to 
meet  these  professional  needs  is  not  being 
graduated.  Also,  the  number  of  under- 
graduate students  enrolled  in  the  76  colleges 
of  pharmacy  in  this  country  for  the  1957  fall 
term  showed  a decrease  of  3.2%  from  the  1956 
figure. 

According  to  the  NABP  Census  and  License 
Data  Compilation  for  1957,  there  are  110,688 
registered  pharmacists  engaged  in  practice  as 
of  January  1,  1957.  The  annual  replacement 
need  based  on  the  3.5%  figure  is  3,900.  In 
June  1957  approximately  3,700  men  and  wo- 
men entered  the  profession.  When  pharmacy 
student  mortality  records  are  compared  with 
the  present  enrollments  it  appears  that  the 
total  number  graduated  from  all  colleges  of 
pharmacy  each  year  prior  to  1961  will  be  less 
than  the  number  needed  annually  as  replace- 
ments. Coupled  with  this  fact  is  the  increase 
in  the  number  of  positions  available  for  reg- 
istered pharmacists  across  the  nation. 

If  present  trends  continue,  the  demand  for 
pharmacists  will  continue  to  exceed  the  sup- 
ply. This  will  happen  in  spite  of  the  increase 
in  the  number  of  students  applying  for  en- 


rollment in  the  colleges  and  universities  of 
our  nation  over  the  last  few  years  since  there 
has  not  been  a corresponding  increase  in 
pharmacy  student  enrollment. 

Here  in  South  Dakota  we  have  been  more 
fortunate  than  many  other  states  in  finding 
qualified  replacements  for  positions  open. 
However,  with  some  severe  shortages  de- 
veloping in  neighboring  areas  coupled  with 
significantly  higher  starting  salaries  we  too 
may  find  ourselves  in  the  midst  of  a shortage 
of  well-trained  men  and  women. 

The  introduction  of  scholastically  capable 
youth  to  a possible  career  in  pharmacy  is  a 
responsibility  not  only  of  pharmaceutical 
educators  but  of  each  member  of  the  profes- 
sion. 


BIG-CITY  LIFE  GETTING  HEALTHIER 

Contrary  to  a still-popular  belief,  America’s 
big  cities  are  almost  as  healthy  to  live  in  as 
are  rural  areas  according  to  the  Health  Infor- 
mation Foundation. 

In  its  statistical  bulletin.  Progress  in  Health 
Services,  the  Foundation  noted  that  the 
typical  New  Yorker  in  1901  could  expect  to 
live  seven  years  less  than  the  average  Amer- 
ican. Today  New  Yorkers  have  practically 
the  same  life  expectancy  as  the  rest  of  the 
population. 

Big  cities  in  the  past  had  a deservedly  bad 
reputation  for  disease  and  death,  the  Founda- 
tion stated.  Plagues  and  epidemics  took  a 
heavier  toll  of  city  dwellers,  and  infectious 
diseases  flourished  in  the  cities  even  in  nor- 
mal times. 

“Over  the  years,  however,  medical  advan- 
ces and  improvements  in  the  general  stand- 
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ard  of  living  here  greatly  reduced  the  mortal- 
ity from  these  diseases,  and  life  in  the  cities 
has  become  healthier,”  the  report  said.  This 
gain  has  been  made  despite  such  growing 
health  problems  as  overcrowding,  air  pollu- 
tion, and  the  hectic  pace  of  modern  city  life. 

In  evaluating  improvements  in  urban 
health,  the  Foundation  said,  “It  is  important 
to  give  due  credit  in  the  cities  to  a much 
greater  availability  of  physicians,  hospitals, 
and  other  diagnostic  and  treatment  re- 
sources . . .” 

“Rural  populations  have  not  yet  developed 
the  habit  of  consulting  physicians  and  using 
resources  as  have  city  dweller  . . . Moreover, 
voluntary  health  insurance  is  more  concen- 
trated in  the  cities  because  coverage  has  been 
most  feasible,  where  breadwinners  are  mem- 
bers of  large  employed  or  organized  groups. 

“Success  in  further  raising  rural  health 
levels,  then,  depends  increasingly  on  a greater 
realization  by  the  rural  resident  of  his  ad- 
vantage in  making  wider  use  of  the  health 
services  available  to  him  and  in  enrolling  in 
voluntary  health  insurance.” 


Currently,  the  Foundation  said,  “Regional 
differentials  far  overshadow  rural-urban.” 
It’s  true  that  the  heavily  urban  Middle  At- 
lantic states  had  the  highest  regional  death 
rate,  8.7  per  1,000,  in  1957,  and  that  the  pre- 
dominantly rural  West  North  Central  region 
had  the  lowest  mortality,  7.5.  But  another 
rural  region,  the  East  South  Central  states, 
had  a high  death  rate  — 8.4,  against  the  rate 
of  8.1  for  the  nation  as  a whole.  These  figures 
suggest  that  other  factors,  such  as  composi- 
tion of  the  population  and  economic  con- 
ditions may  be  more  important  than  rural- 
urban  makeup  in  determining  a region’s  mor- 
tality rate. 

The  South-rural  states  had  the  highest  mor- 
tality for  both  mothers  and  children  at  birth, 
and  for  infants,  children,  and  young  adults. 
The  Atlantic-urban  states  had  the  highest 
rates  for  the  middle  and  upper  ages,  with 
death  rates  from  heart  disease  and  cancer 
well  above  the  national  average.  This  area 
and  the  North-rural  states  had  low  mortality 
rates  from  communicable  disease  at  all  age 
levels,  while  the  South-rural  had  high  rates 
from  these  diseases. 
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VACATION  RULES 
for  DRUGGISTS 


Take  The  Whole  Family  Along 

Druggists  as  a rule  don’t  have  enough  time  to 
spend  with  their  families.  Half  the  fun  of  a 
vacation  is  planning  and  preparing  for  it.  So 
make  it  fun  — for  the  whole  family. 


Take  3 Weeks  If  Possible 

You  are  only  kidding  yourself,  and  taking  it  out 
of  yourself,  if  you  think  you  can  escape  tension 
on  a series  of  long  week-ends. 


Exercise,  But  Within  Limits 

Better  stick  to  recreational  sports  like  fishing, 
sailing,  golf,  hiking,  swimming.  Don’t  get  too 
vigorous.  Don’t  try  to  race  your  son  out  to  the 
float. 


Forget  Your  Usual  Schedules 

Your  vacation  is  not  the  time  to  start  a diet  or 
obey  a time-table.  Relax.  Don’t  call  the  store 
every  day  by  long  distance.  Don’t  worry  about 
how  they’re  getting  along  without  you. 

Try  To  Be  Moderate 

Eat  moderately.  Get  fresh  air  and  enough  sun- 
shine. Avoid  a series  of  hang-over.  Only  excep- 
tion to  this  rule  is:  get  all  the  sleep  you  feel 
you  need. 

Check  Your  Insurance  Before  Leaving 

Have  peace  of  mind  — make  sure  there  are  no 
‘loose  ends’  on  your  Insurance  coverage.  A call 
or  card  to  Druggists’  Mutual  will  enable  us  to 
take  care  of  any  insurance  problem  you  may 
have. 


• If  You  Drive,  Please  Drive  Carefully 


HOME  OFFICES 
ALGONA,  IOWA 

All  Policies  Non-Assessoble 


Medache 

Description:  Each  tablet  contains  phenylto- 
loxamine  dihydrogen  citrate,  44  mg.  (equiv. 
to  25  mg.  phenyltoloxamine);  salicylamide, 
150  mg.;  acetophenetidin,  150  mg.;  and  caf- 
feine, 32  mg. 

Use:  Medache  is  indicated  for  the  relief  of 
pain  and  anxiety  of  non-vascular  (tension) 
headaches;  fever,  pain  and  discomfort  of 
colds  and  upper  respiratory  infections;  neu- 
ralgia, dysmenorrhea;  sinusitis;  hay  fever 
and  other  allergic  reactions;  and  dental 
pain. 

Dosage:  For  immediate  relief  of  tension  and 
other  non-vascular  headaches,  two  Medache 
tablets  should  be  taken,  followed  by  two 
tablets  in  one  hour  if  necessary;  for  relief 
of  upper  respiratory  distress,  Medache  is 
recommended  in  a dose  of  two  tablets  three 
times  a day. 

Dosage  Form:  Bottles  of  100  tablets. 

Source:  Organon  Inc. 

Furadex  Veterinary 

Description:  Furadex,  containing  50  mg. 
Furacin  (brand  of  nitrofurazone)  and  dex- 
trose, is  a blue  green  oval  tablet  stamped 
with  the  Eaton  logo. 

Use:  An  enteric  antibacterial  agent  used  in 
dogs  for  the  peroral  treatment  of  bacterial 
and  non-specific  diarrheas  and  as  an  aid 
in  controlling  diarrheas  associated  with 
other  diseases  such  as  distemper  and  hepa- 
titis. 

Dosage:  Furadex  is  administered  to  provide  1 
to  2 mg.  of  Furacin  per  pound  of  body 
weight.  Treatment  should  be  repeated  at 
8 to  12  hour  intervals  for  a total  of  3 to  5 
days  depending  on  the  severity  of  the  infec- 
tions and  the  response  obtained. 


Caution:  If  no  improvement  is  noted,  diag- 
nosis should  be  redetermined  and  adequate 
measures  taken. 

Dosage  Form:  Bottle  of  100  scored  tablets,  50 
mg.  each.  Through  professional  veterinary 
distributors. 

Source:  Eaton  Laboratories. 

Pediatric  Pen-Vee 

Description:  When  reconstituted  with  water, 
each  teaspoonful  (5  cc.)  of  Pediatric  Pen- 
Vee  oral  suspension  contains  250  mg.  (400,- 
000  units)  penicillin  V,  as  benzathine  salt,  in 
a pleasantly  flavored  base,  with  sodium 
citrate  as  buffer  and  0.5%  sodium  benzoate, 
0.014%  propylparaben  and  0.12%  methly- 
paraben  as  preservatives. 

Use:  Pediatric  Pen-Vee  oral  suspension  is 
recommended  alone  or  in  conjunction  with 
parenteral  penicillin  for  most  infections 
due  to  organisms  susceptible  to  penicillin, 
including  pneumococcal,  hemolytic  strep- 
tococcal, and  susceptible  staphylococcal 
and  gonorrheal  infections.  Pediatric  Pen- 
Vee  may  be  used  in  the  prevention  of  bac- 
terial endocarditis  after  tonsillectomy  and 
tooth  extraction  in  cases  with  a history  of 
rheumatic  fever,  in  rheumatic  heart  disease, 
in  congenital  heart  disease  and  in  many 
other  conditions  where  secondard  infection 
is  likely  to  occur. 

Dosage:  In  pneumococcal  infections  and 
streptococcal  pneumonia,  375  mg.  (600,000 
units)  initially,  continuing  with  a dose  of 
250  mg.  (400,000  units)  every  6 to  8 hours 
until  the  temperature  has  been  normal  at 
least  48  hours.  For  hemolytic  streptocaccal 
infections,  250  mg.  every  8 hours,  and  in 
acute  gonorrheal  vulvo-vaginitis  or  con- 
junctivitis 375  mg.  repeated  in  6 to  8 hours. 
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In  susceptible  staphylococcal  infections 
(with  bacteremia  absent),  250  mg.  every  6 
to  8 hours,  increasing  the  dose  if  clinical 
response  is  slow.  For  prophylaxis,  three 
doses  of  250  mg.  at  4-hour  intervals  daily 
and  from  one  to 

four  days  after  the  operation.  Iffeasible, 
administer  375  mg.  aqueous  penicillin  with 
375  mg.  procaine  penicillin  intramuscularly 
shortly  before  surgery. 

Dosage  Form:  As  a dry  powder  to  be  recon- 
stituted to  2 fluidounces. 

Source:  Wyeth  Laboratories. 

Pen-Vee  K 

Description:  Each  Pen-Vee  K tablet  contains 
125  mg.  (200,000  units)  or  250  mg.  (400,000 
units)  of  penicillin  V as  potassium  salt. 

Use:  Pen-Vee  K is  indicated  for  the  treatment 
of  all  bacterial  infections  caused  by  organ- 
isms susceptible  to  oral  penicillin,  including 
many  formerly  requiring  parenteral  peni- 
cillin. It  has  been  shown  to  be  effective  in 
the  prophylaxis  and  treatment  of  strep- 
tococcal and  pneumococcal  infections  and 
those  caused  by  sensitive  strains  of  staphy- 
lococci, as  well  as  in  the  treatment  of  gono- 
coccal infections.  It  is  also  recommended 
for  the  prophylaxis  of  rheumatic  fever  in 
patients  with  a previous  history  of  this 
disease. 

Dosage:  Hemolytic  streptococcal  and  suscep- 
tible staphyloccal  infections,  one  250  mg. 
(400,000  units)  three  times  daily;  pneumon- 
coccal  infections  (pneumonias),  one  250  mg. 
tablet  every  6 to  8 hours  for  5 or  6 days; 
gonococcal  infections  (in  acute  gonorrheal 
urethritis),  one  250  mg.  tablet  every  4 to  6 
hours  for  2 or  3 doses.  To  prevent  recurrent 
attacks  of  rheumatic  fever,  one  250  mg. 
tablet  daily;  to  prevent  bacterial  endo- 
carditis after  tonsillectomy  and  tooth  ex- 
traction in  cases  with  a history  of  rheu- 
matic fever,  in  rheumatic  heart  disease,  in 
congenital  heart  disease  and  in  any  other 
conditions  where  secondary  infection  is 
likely  to  occur,  one  250  mg.  tablet  every  8 
hours  daily  from  one  day  before  to  4 days 
after  the  operation. 

Dosage  Form:  Tablets,  125  mg.  (200,000  units) 
and  250  mg.  (400,000  units),  in  vials  of  36. 

Source:  Wyeth  Laboratories. 

Furoxone  Liquid 

Description:  Furoxone  Liquid  is  a finely  di- 
vided suspension  with  a pleasant  organge- 


mint  flavor,  containing  Furoxone  (brand  of 
furazolidone)  50  mg.  per  15  cc.,  with  kaolin 
and  pectin. 

Use:  Bactericidal  rather  than  bacteriostatic, 
Furoxone  Liquid  perorally  is  effective 
against  a wide  range  of  enteric  bacteria  in- 
cluding common  pathogenic  species  and 
strains  of  Escherichia,  Shigella,  Salmonella, 
Proteus,  Streptococcus,  and  Staphylococcus, 
and  those  strains  resistant  to  antibiotics  and 
sulfonamides.  Does  not  induce  develop- 
ment of  significant  bacterial  resistance,  or 
predispose  to  monilial  or  staphylococcal 
overgrowth. 

Dosage:  Average  adult:  2 tablespoonfuls  (100 
mg.)  q.i.d.  Average  child  of  5 yrs.  or  older: 
1 tablespoonful  (50  mg.)  q.i.d.  Children 
from  1 to  4 yrs.:  IVa  to  2 teaspoonfuls  q.i.d. 
Under  1 yr.:  V2  to  1 teaspoonful  q.i.d.  (May 
be  mixed  with  infant  formulae;  passes 
through  standard  nursing  nipple.) 

Side  Reactions:  Minor  and  infrequent  at  clin- 
ical dosage  levels.  A very  small  percentage 
of  patients  may  experience  nausea,  head- 
ache, malaise,  or  emesis.  Mild  sensitization 
in  the  form  of  vesicular  or  morbiliform  rash 
has  occurred  in  a few  cases. 

Dosage  Form:  Bottle  of  240  cc. 

Source:  Eaton  Laboratories,  Norwich,  N.  Y. 

Pyridium  Tri-Sulfa 

Description:  A combination  of  the  prime 
urinary  tract  analgesic  Pyridium  (150.0  mg., 
brand  of  phenylazodiumino-pyridine  HCl) 
and  the  classic  triple  sulfa  formula  (167.0 
mg.  each  of  sulfadiazine,  sulfamerazine  and 
sulfamethazine) . 

Use:  A complete  urinary  antibacterial- 
analgesic  combination  for  the  treatment  of 
acute  urinary  tract  infections.  . 

Dosage:  Adult  dose  — 1 tablet  4 times  daily. 

Contraindictions:  Chronic  glomerulonephritis, 
especially  when  accompanied  by  low 
phthalein  output;  phylonephritis  of  preg- 
nancy with  gastrointestinal  disturbance; 
severe  hepatitis  where  excretion  is  low;  and 
uremia. 

Dosage  Form:  In  bottles  of  30  tablets. 

Source:  Warner-Chilcott  Laboratories. 

New  Package:  Gantrisin  Cream 

Description:  Gantrisin  Cream  contains  10% 
Gantrisin  sulfisoxazole  in  a vanishing 
cream  base.  Now  packaged  with  18  dispos- 
able applicators. 
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Use:  Provides  the  wide  antibacterial  range  of 
Gantrisin  in  a form  especially  suited  for  the 
treatment  of  vaginal  and  cervical  infec- 
tions. Indicated  in  the  treatment  of  cer- 
vicitis, vaginitis,  vulvitis  and  related  gyne- 
cological disorders.  The  PH  of  Gantrisin 
Cream  is  approximately  4.6,  thus  providing 
an  acid  reaction  of  therapeutic  significance. 
Incidence  of  irritation  is  approximately  1%. 
New  package  with  disposable  applicators 
provides  greater  convenience  for  patients. 

Dosage:  One  half  to  one  applicatorful  twice 
daily,  in  the  morning  and  upon  retiring. 

Dosage  Form:  In  packages  containing  3 oz. 
tube  of  Gantrisin  Cream  and  18  disposable 
applicators. 

Source:  Roche  Laboratories,  Division  of  Hoff- 
mann-La  Roche,  Inc. 

'Sudafed'  Syrup 
(New  Dosage  Form) 

Description:  ‘Sudafed’  Syrup  is  pleasantly 
flavored  and  red  in  color.  Each  5 cc.  teas- 
poonful contains  30  mg.  of  Pseudoephe- 
drine  Hydrochloride. 

Use:  Acute  coryza,  vasomotor  rhinitus,  aller- 
gic rhinitis,  acute  and  subacute  sinusitis, 
acute  otitis  media,  acute  eustachian  sal- 
phigitis,  serous  otitis  media  with  eustachian 
tube  congestion,  barotitis  (aerotitis)  media 


and  asthma. 

Dosage:  Older  children  and  adults,  2 tea- 
spoonfuls three  or  four  times  daily;  Chil- 
dren 4 months  to  6 years  of  age  1 teaspoon- 
ful three  or  four  times  daily;  Infants  up  to 
3 months  of  age,  V2  teaspoonful  three  or 
four  times  daily. 

Dosage  Form:  Bottles  of  1 pint. 

Source:  Burrough  Wellcome. 


ARMY  COLLEGE  PROGRAM 

The  Army  has  announced  that  it  will  offer 
to  finance  4 years  of  college  education  for 
soldiers  who  agree  to  stay  in  the  service  12 
years.  The  program  for  enlisted  personnel  — 
soldiers  or  WAC  — will  be  similar  to  that 
carried  out  in  the  education  of  officers  in  past 
years.  It  will  encourage  career  service  in  the 
Army  while  at  the  same  time  making  select 
soldiers  better  educated.  Participation  will 
be  on  strictly  voluntary  basis,  and  a soldier 
who  wants  to  get  into  the  program  will  not 
have  to  sign  up  for  the  whole  12  years  enlist- 
ment at  the  start. 

Soldiers  in  college  will  remain  on  active 
duty  with  their  GI  pay  and  allowances  and 
the  government  will  pay  the  education  costs. 
Applications  for  the  first  year  will  be  made 
this  spring,  and  about  300  enlisted  personnel 
are  expected  to  take  part. 


EDUCATIONAL  RESEARCH  IN  THE 
FRENCH  PHARMACEUTICAL 
PROFESSION— 


(Continued  from  Page  198) 


After  obtaining  his  diploma,  a student  can 
attend  advanced  lectures  which  will  enable 


him  to  acquire  a more  thorough  knowledge  of 
the  field  in  which  he  intends  to  practice. 

This  theoretical  and  applied  post  graduate 
work  is  followed  by  examinations  which  lead 
to  diplomas  corresponding  to  the  following 
subjects: 


Applied  Biochemistry 
Microbiology 
Serology 
Parasitology 
Hematology 
Toxicology  and 
Industrial  Hygiene 
Accounting 


Industrial  Pharmacology 
Pharmacy  Technology 
Pharmacodynamics 
Pharmaceutical  Control 
Phytopharmacology 
Applied  Optics  and 
Audiology 

Analytical  Chemistry 
Applied  to  Specialists’ 
Report 


Furthermore,  a licensed  student  can  prepare 
a thesis  for  the  Doctor’s  degree  in  the  labora- 
tories of  various  Professors  of  the  Faculty. 
This  Doctor’s  degree  of  the  University  is  open 


to  foreign  pharmacists  who  have  had  the 
same  preparation  as  the  French  licensed  phar- 
macist. 

French  pharmacists,  especially  those  who 
intend  to  select  a university  career,  can  pre- 
pare a State  Doctor’s  Degree  if,  besides. their 
license  of  pharmacist,  they  have  previously 
attained  “secondary  studies  certificates”  con- 
ferred after  they  have  passed  the  advanced 
studies  mentioned  above. 

Pharmaceutical  education  in  France,  there- 
fore, is  most  thorough  and  complete.  It  en- 
ables Bachelors  of  secondary  education  to 
obtain  theoretical  and  practical  knowledge 
which  allows  them  to  utilize  their  license  of 
pharmacist  in  various  branches  of  the  pro- 
fession where  they  can  cooperate  with  Doc- 
tors of  Medicine  in  safeguarding  public 
health. 
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Graduate  Assistant 
Appointed 

Paul  Allen  has  been  ap- 
pointed graduate  assistant  in 
pharmacy  at  South  Dakota 
State  College,  Dean  Floyd  J. 
LeBlanc  announced  follow- 
ing approval  of  the  Regents 
of  Education. 

A graduate  of  the  Owa- 
tonna,  Minnesota  schools,  he 
received  his  Bachelor  of 
Science  degree  with  honor 
from  State  College  in  phar- 
macy. 

Mr.  Allen  will  assist  in  the 
instruction  of  students  in  the 
department  of  pharmacy 
while  studying  for  a Master 
of  Science  in  Pharmacy  de- 
gree with  a major  in  phar- 
macy. He  will  also  assist  as 
a registered  pharmacist  with 
the  operation  of  the  State 
College  Dispensary. 


Student  A.Ph.A.  Elects 

At  the  final  meeting  of  the 
Student  Branch  of  the  Amer- 
ican Pharmaceutical  Associa- 
tion at  State  College  officers 
for  the  coming  year  were 
elected. 

Chosen  President  was  Gene 
Erickson,  senior  pharmacy 
student  from  Rapid  City. 


Larry  Cartwright,  Ortonville, 
Minnesota  was  elected  Vice- 
President;  James  Grosenick, 
Ortonville,  Minnesota  was 
elected  Treasurer;  and 
Martha  Ostrem,  Sioux  Falls 
was  selected  as  Secretary. 


Pharmascoops 

1st  Lt.  Richard  Haisch, 
SDSC  1956  will  be  separated 
from  active  service  July  5. 
Lt.  Haisch  has  been  Phar- 
macy Officer  at  the  U.  S. 
Army  Hospital,  Sandia  Base, 
Albuquerque,  New  Mexico 
for  two  years. 

Warren  H.  Enguland,  a 

Parke,  Davis  & Company 
sales  representative  in  Wis- 
consin and  Minnesota  since 
1943,  has  been  appointed  field 
manager  for  the  world-wide 
pharmaceutical  firm. 

N.  L.  Yarbrough,  manager 
of  U.  S.  sales  operations,  said 
Enguland  would  headquarter 
in  Minneapolis  and  be  re- 
sponsible for  development  of 
sales  in  parts  of  Minnesota, 
Wisconsin,  Montana  and 
South  Dakota.  Enguland  re- 
ceived his  bachelor  degree  in 
pharmacy  from  the  Univer- 
sity of  Minnesota. 


PHARMACY  NEWS 
Pharmacy  Scholastic 
Honors  Awarded 
Four  outstanding  senior 
pharmacy  students  were 
honored  for  scholastic 
achievement  by  the  Division 
of  Pharmacy  faculty. 

Merck  awards  for  high 
honor  were  awarded  to  Merle 
Amundson,  Colton  and 
Dewey  Folkestad,  Monte- 
video, Minnesota.  These 
awards  each  consisted  of 
copies  of  the  Merck  Manual 
and  Merck  Index. 

The  Lehn  and  Fink  Gold 
Medal  was  awarded  to  Mrs. 
Hildegard  Lastau,  Sioux 
Falls,  the  Kenneth  Weber  of 
Murdo  received  the  Bristol 
Award  — a copy  of  the  Mod- 
ern Drug  Encyclopedia. 


Record  Graduating  Class 
Fifty-seven  seniors,  a rec- 
ord graduating  class  in  phar- 
macy, received  diplomas 
June  2 at  the  72nd  annual 
commencement  exercises  of 
South  Dakota  State  College. 

The  new  pharmacists  were 
granted  the  Bachelor  of 
Science  degree  upon  comple- 
tion of  the  regular  curri- 
culum. In  addition  some  of 
the  graduates  have  com- 
pleted the  required  year  of 
pharmacy  internship. 
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the  clinical  results  are  positive  when 


NILEVAR 


restores  positive  nitrogen  balance 


The  anabolic  effects  of  Nilevar  are  quickly  manifest  both  to  the  patient 
and  to  the  attending  physician. 


When  loss  of  nitrogen  delays  postsurgical  recovery  or  stalls 
convalescence  after  acute  illness  and  in  severe  burns  and  trauma, 
Nilevar  has  been  found  to  effect  these  responses: 


• Appetite  improves  • The  patient  feels  better 

• Weight  increases  • The  patient  recovers  faster 

Similarly  Nilevar  helps  correct  the  “protein  catabolic  state”  associated 
with  prolonged  bed  rest  in  carcinomatosis,  tuberculosis,  anorexia  nervosa 
and  other  chronic  wasting  diseases. 

Nilevar  is  unique  among  anabolic  steroids  in  that 
androgenic  side  action  is  minimal  or  absent  in  appropriate  dosage. 

Nilevar  (brand  of  norethandrolone)  is  supplied  as  tablets  of  10  mg.  and 
ampuls  (1  cc.)  of  25  mg.  The  dosage  of  both  forms  is  from  10  to  50  mg.  daily. 


s 


Research  in  the  Service  of  Medicine. 

G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS 
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OranO 


POLYMYXIN  B-BACITRACIN  OINTMENT 


(A 


For  topical  use:  in  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  ’/s  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC  Tuckahoe,  N.  Y» 
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'flavor -timed”  dual-action 

CORONARY  VASODILATOR 


ORAL  (tablet  swallowed  whole) 

for  dependable  prophylaxis 

SUBLINGUAL.ORAL 

for  immediate  and 

sustained  relief 


TRADEMARK 


Of  ANGINA  PECTORIS 


NITROGLYCERIN - 

0.4  mg.  (1/150  grain)  — acts  quickly 

CITRUS  "FLAVOR-TIMER"- 

signals  patient  when  to  swallow 

PENTAERYTHRITOL  TETRANITRATE- 

15  mg.  (1/4  grain)  — prolongs  action 


For  continuing  prophylaxis  patient  swallows 
the  entire  Dilcoron  tablet. 

Average  prophylactic  dose: 

1 tablet  four  times  daily. 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 

Bottles  of  100. 


LABORATORIES  NEW  YORK  il.  N.  v. 


1247M 


CLINICAL  CONFERENCE 
MISSISSIPPI  VALLEY  MEDICAL  SOCIETY 

(The  Mid-West’s  Greatest,  Intensive  Post-Graduate  Medical  Assembly) 

23rd  ANNUAL  MEETING 
HOTEL  MORRISON,  CHICAGO,  SEPT.  24-25-26,  1958 

OVER  40  CLINICAL  SPEAKERS 

PROGRAM  GEARED  TO  GENERAL  PRACTITIONERS  AND  GENERAL 

SURGEONS 

PANELS  ON  TIMELY  TOPICS 
BIG  SGIENTIEIC  AND  TECHNICAL  EXHIBIT  HALL 
MEETING  and  MEMBERSHIP  OPEN  TO  ALL  STATE  SOCIETY  MEMBERS 
SOCIETY  IS  NON-PROFIT  WITH  NO  PAID  OFFICERS 
Plan  now  to  attend  and  make  reservations  at  Hotel  Morrison. 

Write  for  preliminary  program  to 

MISSISSIPPI  VALLEY  MEDICAL  SOCIETY  (Est.  1935) 

(Post-Graduate  Medical  Society  of 
ILL.,  lA.,  KAN.,  MINN.,  MO.,  NEB.,  N.  D.,  S.  D.,  WIS.) 

Harold  Swanberg,  M.D.,  Secretary,  W.C.U.  Bldg.,  Quincy,  111. 
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there  is  one  tranquilizer  clearly  indicated  In  PBptlC  UlCCr... 


*Tests  in  a series  of  25  patients  show  that 
there  is  “a  definite  and  distinct  lowering 
[of  both  volume  of  secretions  and  o£  free 
hydrochloric  acid]  in  the  majority  of 
patients.  . . . No  patients  had  shown  any 
increase  in  gastric  secretions  following  ad- 
ministration of  the  drug.”^ 

Now  you  have  4 advantages  when 
you  calm  ulcer  patients  with  atarax  ; 

1.  ATARAX  suppresses  gastric  secretions; 
others  commonly  increase  acidity. 

2.  ATARAX  is  “the  safest  of  the  mild  tran- 
quilizers.”® (No  parkinsonian  effect 
or  blood  dyscrasias  ever  reported.) 

3.  It  is  effective  in  9 of  every  10  tense 
and  anxious  patients. 

4.  Five  dosage  forms  give  you  maximum 
flexibility. 

supplied;  lO,  25  and  100  mg.  tablets,  bottles  of 
100.  Syrup,  pint  bottles.  Parenteral  Solution, 
10  cc.  multiple-dose  vials. 

references:  1.  Strub,  I.  H. : Personal  commu- 
nication. 2.  Ayd,  F.  J.,  Jr.:  presented  at  Ohio 
Assembly  of  General  Practice.  7th  Annual 
Scientiiic  Assembly,  Columbus,  September  18- 
19,  1957. 


New  York  17,  New  York 

Division,  Chas.  Pfizer  & Co.,  Inc. 
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BUY 
QUALITY 
IN  YOUR 
PRINTING 


An  old  adage  says  "Clothes  make  the  man."  Per- 
haps this  is  not  true  in  a very  strict  sense,  but 
nevertheless  a well-groomed  man  makes  a better 
impression  than  one  who  is  not.  This  same  reason- 
ing may  well  apply  to  the  printed  forms  which 
leave  your  office.  A dignified,  well-printed  state- 
ment or  envelope  can  lend  a great  deal  of  prestige 
to  your  practice,  it  costs  no  more  to  get  QUALITY 
printing  than  poor  printing. 

We've  had  many  years  of  printing  experience  and 
would  like  to  help  you  with  your  printing  require- 
ments. 


MIDWEST-BEACH  COMPANY 

222  South  Phillips  Ave.  • Sioux  Foils,  S.  Dok. 


and  inflammation 

With  BUFFERir 

m ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.^) 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference:  1.  J.A.M.A.  158:386  (June  4)  1955. 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 
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The  non-narcotic  analgesic  with  the  potency  of  codeine 

DARVON  (Dextro  Propoxyphene  DARVON  COMPOUND  (Dextro 
Hydrochloride,  Lilly)  is  equally  as  Propoxyphene  and  Acetylsalicylic 
potent  as  codeine  yet  is  much  better  Acid  Compound,  Lilly)  combines  the 
tolerated.  Side-effects,  such  as  nau-  antipyretic  and  anti-inflammatory 
sea  or  constipation,  are  minimal.  benefits  of  'A.S.A.  Compound’*  with 
You  will  find  'Darvon’  helpful  in  the  analgesic  properties  of  'Darvon.’ 

any  condition  associated  with  pain.  Thus,  it  is  useful  in  relieving  pain  as- 

The  usual  adult  dose  is  32  mg.  sociated  with  recurrent  or  chronic  dis- 

every  four  hours  or  65  mg.  every  ease,  such  as  neuralgia,  neuritis,  or 

six  hours  as  needed.  Available  in  arthritis,  as  well  as  acute  pain  of  trau- 
32  and  65-mg.  pulvcdes.  matic  origin.  The  usual  is  1 

or  2 pulvules  every  as  nel^jied. 

Each  Pulvule  ‘Darvon  Compound’  provides: 

^Darvon’ 

Acetophenetidin 

'A.S.A.’  {Acetylsalicylic  Acid,  Lilly)  \ vQ  ^ 

Caffeine  . . . . .\-^OV  .32 

*'A.S.A.  Compound'  (Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly)  \ 

ELI  LILLY  AND  COMPANY  • INDIANA  LIS  6,  INDIANA,  U. 


S.  A. 

620320 


BOYS 


BRUISES 


yC 


BURNS 


BACTERIA 


INDICATED: 

NEO-MAGNACORT 

TOPICAL  OINTMENT 


neomycin  and  hydrocortamate 


The  first  water-soluble  dermatologic  corticoid  plus  neomycin,  for  consistently 
outstanding  control  of  contact  dermatitis  and  other  inflammatory  dermatoses 
complicated  by  or  threatened  by  infection.* 

In  1/2-oz.  and  1/6-oz.  tubes,  0.6%  neomycin  sulfate  and  0.6%  hydrocortamate  hydrochloride  (hydro- 
cortisone diethylaminoaeetate  hydrochloride)  - Magnacort. 

also  available;  Magnacort®  Topical  Ointment  - in  t/2-oz.  and  1/6-oz.  tubes,  0.6%  hydrocortamate 
hydrochloride  (hydrocortisone  diethylaminoaeetate  hydrochloride). 


*HowclI.  C.  M..  Jr. : Am.  Pract.  & Digest  Treat.  8:1 928,1957. 

PFIZER  LABORATORIES  DIVISION.  CHAS.  PFIZER  & CO..  INC,,  BROOKLYN  6,  NEW  YORK 


long  day  ahead 

morning  sun  glare  — eyes  irritated 
can’t  read  — coach  smoky 
leave  the  work  — let’s  lunch 
back  to  work  — eyes  worse 
take  afternoon  off  — see  doctor 
pick  up  VISINE— home  again 
let’s  try  the  drops 
nice  dinner  — read  the  paper 
eyes  comfortable  — good  TV  play 
use  VISINE- bed  11:30 


new  VISINE*  EYE  DROPS 

BHAXD  OF  TKTIIAHYDHOZOLINE  HYDRO<'HLOHII)K 

"an  excellent  ophthalmic  decongestant . . 


almost  immediate  relief  of  hyperemia,  soreness,  itching,  burning,  tearing  — no  rebound 
vasodilatation,  mydriasis,  photophobia  or  systemic  ejects,  f supplied : in  112  oz.  bottles, 
0.05%  tetrahydrozoline  hydrochloride  in  a solution,  containing  sodium  chloride,  bone 
acid,  sodium  borate;  with  sterile  eye  dropper. 


^Trademark 

J^flZei^  PFIZER  LABORATORIES 


1.  Grossmann,  E.  E.,  and  Lehman,  R.  H.;  Am.  J.  Ophlh.  42:121,  1956. 
Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


"Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles."'  "Pairt 
in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  'muscle  spasm.’ 


rheumatoid  arthritis 
involves  both 
joints  and 
muscles 

only 


MEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  bottles  of  100,  in  three 
formulas: 

MEPROLONE-5— 5.0  mg.  prednisolone, 
400  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-2— 2.0  mg.  prednisolone, 
200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-1— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2. 


1.  Comroe’s  Arthritis:  Hollander,  J.  L.,  p.  149  (Fifth 
Edition,  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E.,  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


THE  FIRST  MEPROBAMATE  PREDNISOLONE  THERAPY 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 

relieves  both 


muscle  spasm 
and  joint  inflammation 


MERCK  SHARP  & DOHME  Philadelphia  1,  Pa. 
Division  of  MERCK  & CO.,  INC. 
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PRESTIGE 

PRESCRIPTION 

PRODUCTS 


WE  ARE  A 


DISTRIBUTOR 


What  M mean 
when  we  say . . . SERVICE 

Ordinarily,  “service”  means  that  your  orders  are  filled 
correctly,  billed  properly,  and  delivered  without  delay. 
However,  our  use  of  the  word  implies  more  than  the  mere 
handling  and  supplying  of  merchandise.  It  entails  keen 
interest  in  your  problems  . . . willingness  to  help  you 
become  a better  operator  . . . sincere  desire  to  assist  you 
in  conserving  your  working  capital  . . . and  eagerness  to 
provide  merchandising  techniques  which  insure  maximum 
turnover  on  minimum  investment.  That’s  what  we  mean 
when  we  say  “service.”  For  these  added  values,  send  your 
orders  to  us. 

BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


Of  course, 


women  like  “Premarin” 


Therapy  for  the  menopause  syndrome 
should  relieve  not  only  the  psychic 
instability  attendant  the  condition,  but 
the  vasomotor  instability  of  estrogen 
decline  as  well.  Though  they  would  have 
a hard  time  explaining  it  in  such  medi- 
cal  terms,  this  is  the  reason  women 
like  “Premarin.” 


Doctors,  too,  like  “Premarin,”  because 
it  really  relieves  the  symptoms  of  the 
menopause.  It  doesn’t  just  mask  them  — 
it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

“PREMARIN^’ 

conjugated  estrogens  (equine) 


Ayerst  Laboratories 


New  York  16,  New  York 


Montreal,  Canada 


5640 
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for  *'the  butterfly  stomach” 


Pavatrine^  with  Phenoborbital 

125  mg.  15  mg. 

• is  an  effective  dual  antispasmodic 

• combining  musculotropic  and  neurotropic  action 
with  mild  central  nervous  system  sedation. 

dosage:  one  tablet  before  each  meal  and  at  bedtime.  SEARLE 


Make  sparkling  radiographs... 

order  fresh  SUPERMIX  ^ TODAY 


STAIN-LESS 

SPEED 

SUPERMIX  LIQUIDS 

DEVELOPER 

REFRESHER 

FIXER* 

FIXER  ^ 

26  oz.  makes  1 gal..... 

......$1.42  .... 

$1.42  .... 

.......$1.22  

$1.27 

1 

12  or  more,  each 

1.28  .... 

1.28  ... 

1.10  

1.14  ‘ 

o 

80  oz.  makes  3 gal 

3.84 

3.52 

4 or  more,  each 

3.46 

3.17 

1 gal.  makes  5 gal 

5.07  .... 

5.07  ... 

4.25  

4.61  1 

4 or  more,  each 

4.56  .... 

4.56  ... 

3.83  

4.15 

*Comes  in  1 and  5 qt.  only,  to  make  1 and  5 gal.  of  solution. 

• Stainless-steel  processing  tanks  are  no  longer  a luxury  . . . Ask  us 
for  details  on  economical  G-E  “5-15-5”  models. 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


DIRECT  FACTORY  BRANCHES 


MINNEAPOLIS 

808  Nicollet  Ave.  • FEderal  6-1643 

OMAHA 

1617  Dodge  St.  • ATlantic  6049 


RESIDENT  REPRESENTATIVE 

SIOUX  FALLS 
A.  G.  TROSTAD 

2501  South  Blauvelt  Ave.  • Phone  2-3066 
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Triaminic  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 

first— ^ to  4 hours  of  relief 
from  the  outer  layer 


then—%  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open~and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

*Tradomark . 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  H Triaminic 
Tablet  or  1/2  Triaminic  Juvelet. 


Triaminic 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  •Peterborough,  Canada 
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NEW  published  reports 
of  clinical  studies  show: 


Decisive 

skeletal  muscle  relaxation 


Methocarbamol  Robins  U.S.  Pat.  No,  2770649 


“Excellent,’"^  -‘marked,”^  ‘‘pronounced”^  or  “sig- 
nificant”” results  in  75.3%  of  cases  of  acute  skeletal 
muscle  spasm,  and  moderate  results  in  20.3%  — or 
an  over-all  beneficial  response  in  95.6%.  Other 
important  advantages: 


• Highly  potent  and  long  acting.^'^  '’*'^'® 

• Relatively  free  of  adverse  side  effects.’'^'®'® 

• In  ordinary  dosage  does  not  reduce  normai 
muscle  strength  or  reflex  activity.® 


BNAf 


>iOt  HX\I 


Wnij'w 


HUTE  SKELETAL  MUSCLE  SPASM 


RESPONSE 


1 iarked‘ 


moderate 


none 


Mouncecf' 


ce/Zent' 


i nificant" 


(20.3%) 


Gastric  distress  accompanying  “predni-steroid” 
therapy  is  a definite  clinical  problem  —well 
documented  in  a growing  body  of  literature. 


view  of  the  beneficial  re- 
s observed  when  antacids 
nd  diets  were  used  concom- 
vith  prednisone  and  predni- 
we  feel  that  these  measures 
be  employed  prophylacti* 
offset  any  gastrointestinal 
sets.” — Dordick,  J.  R.  et  al.: 
ate  J.  Med.  57:2049  (June 
(7. 


5l:“It  is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  D.  C.:  J.  Kentucky 
State  M.  A.  54:771  (Sept.)  1956. 


^“The  apparent  high  inci- 
dence of  this  serious  [gastric) 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.”— 
Bollet,  A.  J.  and  Bunim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid”  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  co-deltra  or  co-hydeltra. 


oDeltra. 

PREDNISONE  BUFFERED 

iple  compressed  tablets 


provide  all  the  benefits 
of  “Predni-steroid”  therapy- 
plus  positive  antacid  protection 
against  gastric  distress 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30,  100,  500. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO..  Inc.,  Philadelphia  l,  Pa. 
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Established  location  for  doctor,  New  Hilltop 
Heights  addition,  Sioux  Falls,  S.  Dak.  Two  rooms, 
new  bldg.  No  other  physicians  office  in  immediate 
locality.  Write  Journal  Ad,  300  First  National 
Bank,  Sioux  Falls,  S.  Dak. 


t the  instrument  — it 

a^d  ready  to  use.  Re 

t . light  goes  out. 

tvro  instruments- 

lA'luent  cha»g.«6  <>' 
"'I'o'ldTng 

without  jYieostat 

ps  last  longer. 


. cords  on  es 


ptv/eight^Jeach  handle 

8'  coiled  wr***  g without 

'It  extent- 

(01  cord  tips. 

,0 

ss.ru5-hov.Ac. 

...  ....$60.00 
No*  * * 


KREISER  SURGICAL  Inc. 

Sioux  Falls,  S.  D.  Rapid  City,  S.  D. 

1220  S.  Minnesota  528  Kansas  City  St. 


POISON  CENTER 
ACTIVATED 

A poison  information  cen- 
ter has  been  established  at  the 
University  of  South  Dakota 
Medical  School  for  utilization 
of  all  South  Dakota  phys- 
icians. The  program  was  set 
up  in  cooperation  with  the 
U.  S.  Public  Health  Service 
and  the  South  Dakota  State 
Medical  Association. 

If  a physician  should  need 
sudden  access  to  current  in- 
formation as  to  the  diagnosis, 
prognosis  and  therapy  of 
poisoning,  there  is  now  the 
24  hour  telephone  service  set 
up  with  a substantial  collec- 
tion of  reference  works  deal- 
ing with  this  subject. 

The  United  States  Public 
Health  Service  is  furnishing 
a card-index  file  of  poisons, 
old  and  new,  and  to  which  is 
added  new  cards  as  new 
poisons  come  into  general 
use.  There  are  also  available 
encyclopedic  works  and  texts 
on  the  subject. 

Every  attempt  will  be 
made  to  keep  sources  up  to 
date  and  to  satisfy  inquiries 
promptly.  Doctors  should 
phone:  Day  — Market  4-4411, 
Extension  359  and  night  — 
Market  4-3348  and  if  no 
answer  call  Market  4-2611. 


PHARMACY 

EXAMINATIONS 

The  State  Board  of  Phar- 
macy written  and  practical 
examination  were  given  June 
3,  4 and  5.  Those  graduates 
who  had  completed  intern- 
ship requirements  took  both 
examinations  while  those 
who  had  not  completed  their 
internship  will  take  the  prac- 
tical examinations  next  year. 
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The  purity,  the 
wholesomeness, 
the  quality  of 
Coca-Cola  as 
refreshment  has  helped 
make  Coke  the 
best-loved  sparkling 
drink  in  all  the  world. 


DRINh 

SIGN  OF  GOOD  TASTE 


m 


itli/wb  u 


ANESTHETIC  - Pontocaine®  HCI  (lOmg.) 

— prolongs  surface  analgesia 
without  irritation. 

DECONGESTANT  - Wieo-Synephrine®  HCI  (5  mg.) 

— reduces  swelling  and  engorgement 
promptly — for  extended  periods. 

ANTI-INFECTIVE  - Sulfamylon®  HCI  (200mg.) 

— is  effective  against  both  gram- 
positive and  negative  bacteria. 

— Supplied  in  boxes  of  12  — 


PNS,  Ponlocoine  (brand  of  lelrocoine),  / 

■ 

' > 'jv  ■*! 

Neo  Synephfine  (brand  of  phenylephrine)  | 

[■H 

ond  Sulfomylon  (bfond  of  mofenld®), 

■ li 

trodcmorks  reg.  U.S.  Pot.  Off.  ' 

m 

LABORATORIES 

N:EW  YORK  ia,  N' 


with  new 


(PENTAERYTHRITOL  TETRANITRATe)  (bRANO  OF  HYOROXYZINe) 


why  PETN? 


For  cardiac  effect:  petn  is  . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.”^  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two  ? 


NEW  YORK  17.  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


‘Trademark 


For  greater  therapeutic  success:  In  clinical  trials,  CARTRAX 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 

1.  Russek,  H.  I.:  Postgrad.  Med.  79:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  CARTRAX  “10” 
tablets  (10  rag.  petn  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  CARTRAX 
“20”  tablets  (20  mg.  petn  plus  10  mg.  atarax.)  For  convenience, 
write  “CARTRAX  10”  or  “CARTRAX  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  PETN  preparations  with  caution 
in  glaucoma. 


iikgx^ 


age 


candidate 

for  ORINASE"  insulin — * 

now  more  than  250,000 
diabetics  enjoy  oral  therapy 

In  the  presence  of  a functional 
pancreas, Or inase  effects  the  production 
and  utilization  of  native  insulin  via 


normal  channels. 


[Ijplelin 


OFF  — tolbutamide  , UPJOHN 


Unusual  Antibacterial  and  Anti -infective  Properties.  More  rapid  ab- 
sorption . . . higher  and  better  sustained  plasma  concentrations  . . . more 
soluble  in  acid  urine  than  other  sulfonamides  . . . freedom  from  crystal- 
luria  and  absence  of  significant  accumulation  of  drug,  even  in  patients 
with  azotemia.  ^ 


Unprecedented  Low  Dosage.  Less  sulfa  for  the  kidney  to  cope  with  . . . 
yet  fully  effective.  A single  daily  dose  of  0.5  to  1.0  Gm.  (1  to  2 tablets) 
maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfonamides 
— a notable  asset  in  prolonged  therapy.  2 

New  Control  Over  Sulfonamide-sensitive  Organisms.  Kynex  maintains 
the  prolonged,  high  tissue  concentrations  of  primary  importance  in  treat- 
ment of  urinary  infections ...  a therapeutic  asset  toward  preventing 
manifest  pyelonephritis  as  a complication  of  persistent  bacteriuria  during 
pregnancy  and  puerperium.  Maintenance  of  sterile  urine  in  such  patients 
was  accomplished  with  1 tablet  of  Kynex  daily.  3 


Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day, 
followed  by  0.5  Gm.  (1  tablet)  every  day  thereafter,  or  1 Gm.  every  other 
day  for  mild  to  moderate  infections.  In  severe  infections  where  prompt, 
high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours.  Dosage  in  children,  according  to  weight;  i.e.,  a 
40  lb.  child  should  receive  ]/i  of  the  adult  dosage.  It  is  recommended  that 
these  dosages  not  be  exceeded. 


KYNEX -WHEREVER  SULFA  THERAPY  IS  INDICATED 


Tablets:  Each  tablet  contains  0.5  Gm.  (7)^  grains)  of  sulfamethoxypyri- 
dazine.  Bottles  of  24  and  100  tablets. 

Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250 
mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 


References:  1.  Grieble,  H.  C.  and  Jackson,  G.  G.:  Prolonged  Treatment  of  Urinary-Tract  Infections 
with  Srdfamethoxypyridazine.  New  England  J.  Med.  258:1-7, 1958. 2.  Editorial  New  England  J.  Med. 
258:48-49,1958. 3.  Jones,  W.  P.,  Jr.  and  Finland,  M.,  Sulfamethoxypyridazine  and  Sulfachloropyridarine. 
Atm.  New  York  Acad.  Sc.  60:473-483,  1957. 

*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES 

a Division  of 

AMERiCAN  CYANAMiD  COMPANY 
Pearl  River,  NewYork 
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N0W...A  NEW  TREATMENT 

CARDILATE’ 


'Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . , the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


*“CardiIate’  brand  Erythrot  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahot,  New  York 
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ominal  with  Rauwolfia  serpentina) 


meets 


WEST 


FO/f  ESSENTtAL  HYPERTENSION 

RAUWOLFIA  SERPERTIRA  — used  medicinally  for  centuries  in  India  and  Malaya 
-f-  THEOM INAL  — prescribed  by  American  physicians  for  several  decades. 

THEOMfNAL  H.  S Each  fabhf  contains  320  mg.  theobromine,  JO  mg.  Luminal,'^ 

1.5  mg.  purified  Rauwolfia  serpentina  alkaloids  (alseroxylon). 


ADVANTAGES: 

1.  Gradual  but  sustained  reduction  of  blood  pressure 

2.  Diminution  of  emotional  tension,  anxiety  and  insomnia 

3.  Alleviation  of  congestive  headache,  vertigo,  dyspnea 

4.  Improvement  in  orientation  and  social  behavior  in  the  aged 


Dose;  1 tablet  two  or  three  times  daily. 
Supplied:  Bottles  of  100  and  500  tablets. 


LABORATORIES 

NEW  YORK  18,  N.  Y. 


Theominal  and  luminal  (brand  of  phenobarbital],  trademarks  reg.  U.  S.  Pat.  Off. 


(CHLOROTHIAZII 


FORD,  R.  V.,  Rochelle,  J.B.III,  Handley,  C.  A.,  Moyer,  J.  H.  and  Spurr,  C.  L: 
J.A.M.A.  166:129,  Jan.  11, 1958. 

. . in  premenstrual  edema,  convenience  of  therapy  points  to  the  selection  of 
chlorothiazide,  since  it  is  both  potent  and  free  from  adverse  electrolyte 
actions.”  In  the  vast  majority  of  patients,  'DIURIL'  relieves  or  prevents  the  fluid 
“build-up”  of  the  premenstrual  syndrome.  The  onset  of  relief  often  occurs 
within  two  hours  following  convenient,  oral,  once-a-day  dosage.  'DiURiL'  is  well 
tolerated,  does  not  interfere  with  hormonal  balance  and  is  continuously 
effective— even  on  continued  daily  administration. 

DOSAGE:  one  500  mg.  tablet  'DIURIL'  daily— beginning  the  first  morning  of 
symptoms  and  continuing  until  after  onset  of  menses.  For  optimal  therapy, 
dosage  schedule  should  be  adjusted  to  meet  the  needs  of  the  individual  patient. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL'  (chlorothiazide); 
bottles  of  100  and  1,000. 


DtURiL  is  a trade-mark  of  Merck  & Co.,  Inc; 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO..  iNC.,  Philadelphia  1,  Pa. 


(EDEIViA) 


luickly  relieves 
listress 
listention 
liscomfort 


AKY  INDICATION  FOR  DIURESIS  IS  AN  INDICATION 


FOR  'DIURIL' 
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FIRST— clinically  confirmed  for  better  management 
of  psychotic  patients 

NOW— clinically  confirmed  as  an  improved 
antiemetic  agent 


PROMPT,  POTENT  and  LONG-LASTING  ANTIEMETIC  ACTIVITY 


Clinical  investigators*  report  that  in  clinical  studies 


Post- 

operatively 

After 

Nitrogen 

Mustard 

Therapy 

In  Chronic 

Nausea  and 

Vomiting 

In  Infections, 

Intra-abdominal 

Disease,  and 

Carcinomatosis 

In 

Neurosurgical 

Diagnostic 

Procedures 

In 

Pregnancy 

When  Vomiting 

is  Persistent 

VESPRIN 

■ showed  potent  antiemetic  action 

■ completely  relieved  nausea  and  vomiting  in  small 
intravenous  doses 

■ showed  a prolonged  antiemetic  effect 

■ caused  little  or  no  pain  at  injection  site 

■ controlled  chronic  nausea  and  vomiting  in 
orally  administered  doses 

R produced  relief  in  certain  cases  refractory  to  other  antiemetics 

R often  markedly  depressed  or  abolished  the  gag  reflex 

H effectively  terminated  the  hard-to-control  nausea  and 
vomiting  common  to  nitrogen  mustard  therapy 

R provided  prophylaxis  against  the  nausea  and 
vomiting  associated  with  pneumoencephalography 

•Reports  to  the  Squibb  Institute  for  Medical  Research 


antiemetic  dosage:  Intravenous  route  — 8 mg.  average  single  dose;  dosage  range  5 to  10  mg. 

Intramuscular  route  — 15  mg.  average  single  dose;  dosage  range  5 to  15  mg. 
Oral  route  — 10  to  20  mg.  initially,  subsequently  10  mg.  t.i.d. 


supply:  Parenteral  Solution— 1 cc.  ampuls  (20  mg./cc.) 

Oral  Tablets— 10  mg.,  25  mg.,  50  mg.,  in  bottles  of  50  and  500 


Squibb 


Squibb  Qiiality-the  Priceless  Ingredient 


•VESPRIN'  IS  A S0UIB6  TRAOCMARK 


Many  snch 
hypertensives  have 
been  on  Rauwiloid 
for  3 years 
and  more* 


for  Rauwiloid  IS  better  tolerated . . . 
“alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive  agent  of  equal  thera- 
peutic efficacy  to  reserpine  in  the 
treatment  of  hypertension  but  with 
significantly  less  toxicity.” 

*Ford,  and  Moyer,  J.H,:  Ran- 

wolfia  Toxicity  in  the  Treatment  of 
Hypertension,  Postgrad,  Med, 23:41 
(Jan.)  1958, 


Enhances  safety  when  more  potent  drugs 
are  needed. 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension. 
Initial  dose,  1 tablet  t.i.d.,  p.c. 


Just  two  tablets 
at  bedtime 

After  full  effect 
one  tablet  suffices 


Rauwiloid®  + Hexamefhonium 

alseroxylon  1 mg.  and  hexamethonium  chloride 
dihydrate  250  mg. 

in  severe,  otherwise  intractable  hyper- 
tension. Initial  dose,  Y%  tablet  q.i.d. 

Both  combinations  in  convenient 
single-tablet  form. 


LOS  ANGELES 


premenstrual  tension 

responds  very  well  to  Compazine* 


• agitation  and  apprehension  are  promptly  relieved 

• emotional  stability  is  considerably  improved 

• nervous  tension  and  fatigue  are  greatly  reduced 

• appetite  and  sleep  patterns  improve 

• depression  often  disappears 


For  prophylaxis:  ‘Compazine’  Spansulet  capsules  provide  aU-day  or 
all-night  relief  of  anxiety  with  a single  oral  dose.  Also  available:  Tablets, 
Ampuls,  Multiple  dose  vials,  Syrup  and  Suppositories. 


Smith  Kline  & French  Laboratories^  Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules.  S.K.F. 
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Therapy  which  includes 

ULTRAN 


(Phenaglycodol,  Lilly) 


improves  82%  of  patients 
with  insomnia  due  to  anxiety 


300-mg.  pulvules;  usually  1 t.i.d. 
200-mg.  tablets;  usually  1 q.i.d. 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIAN 


both 


provide 


potent 

corticosteroid 


therapy. . . 


PARACORT 


* 


PREDNISONE,  PARKE-DAVIS 

3 to  5 times  the  activii 


or  hydrocortisone 


supplied:  paracort  and  paracortol  are  available  as  5-mg. 
and  2. 5-mg.  scored  tablets;  bottles  of  30, 100,  and  1,000. 


C ^ ^ 


H) 


r PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


'ARACORTOL 

DNISOLONE,  PARKE-DAVIS 

f cortisone 
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*‘Since  weVe  had  him  on  NEOHYDRIN  he  can  walk 
without  dyspnea.  I wouldn’t  have  believed  it  possible 
a month  ago.” 


oral 

organomercurial 

diuretic 


TAB  LET 

NEOHYDRIN^ 


LAKESIDE 


BRAND  OF  CHLORMERODRIN 
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CHEMOTHERAPY  PLUS  FLORA  CONTROL 


T1-g  • © 

Floraqum 


Destroys  Vaginal  Parasites 
Protects  Vaginal  Mucosa 


Vaginal  discharge  is  one  of  the  most  com- 
mon and  most  troublesome  complaints  met 
in  practice.  Trichomoniasis  and  monilial 
vaginitis,  by  far  the  most  common  causes 
of  leukorrhea,  are  often  the  most  difficult  to 
control.  Unless  the  normal  acid  secretions 
are  restored  and  the  protective  Ddderlein 
bacilli  return,  the  infection  usually  persists. 

Through  the  direct  chemotherapeutic  ac- 
tion of  its  Diodoquin®  (diiodohydroxyquin, 
U.S.P.)  content,  Floraquin  effectively  elimi- 
nates both  trichomonal  and  monilial  infec- 
tions. Floraquin  also  contains  boric  acid  and 
dextrose  to  restore  the  physiologic  acid  pH 
and  provide  nutriment  which  favors  re- 
growth  of  the  normal  flora. 

Method  of  Use 

The  following  therapeutic  procedure  is 
suggested:  One  or  two  tablets  are  inserted 
by  the  patient  each  night  and  each  morning; 
treatment  is  continued  for  four  to  eight 
weeks. 


Intravaginal  Applicator  for  Improved 
Treatment  of  Vaginitis 

This  smooth,  unbreakable,  plastic  device  is 
designed  for  simplified  vaginal  insertion  of 
Floraquin  tablets  by  the  patient.  It  places 
tablets  in  ihe  fornices  and  thus  assures  coat- 
ing of  the  entire  vaginal  mucosa  as  the  tab- 
lets disintegrate. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  tablets.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service 
of  Medicine. 


(CHLOROTHIAZI 


FORD,  R.  V.,  Rochelle,  J.B.III,  Handley,  C.  A.,  Moyer,  J.  H.  and  Spurr,  C.  L: 
J.A.M.A.  166:129,  Jan.  11,  1958. 

. . in  premenstrual  edema,  convenience  of  therapy  points  to  the  selection  of 
chlorothiazide,  since  it  is  both  potent  and  free  from  adverse  electrolyte 
actions.”  In  the  vast  majority  of  patients,  'DIURIL'  relieves  or  prevents  the  fluid 
“build-up”  of  the  premenstrual  syndrome.  The  onset  of  relief  often  occurs 
within  two  hours  following  convenient,  oral,  once-a-day  dosage.  'DIURIL'  is  well 
tolerated,  does  not  interfere  with  hormonal  balance  and  is  continuously 
effective— even  on  continued  daily  administration. 

DOSAGE:  one  500  mg.  tablet  'DIURIL'  daily— beginning  the  first  morning  of 
symptoms  and  continuing  until  after  onset  of  menses.  For  optimal  therapy, 
dosage  schedule  should  be  adjusted  to  meet  the  needs  of  the  individual  patient. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL'  (chlorothiazide); 
bottles  of  100  and  1,000. 

DiURIL  is  a trade-mark  of  Merck  & Co.,  InC; 


MERCK  SHARP  & DOHME  Division  of  1VIERCK&CO..Inc., Philadelphia  TPa.fflK 


[ 

(EDEiVlA) 


uickly  relieves 
listress 
listention 
liscomfort 


ANY  INDICAIIOH  FOR  DIURESIS  IS  AN  INDICATION 


FOR  ‘OIURIL* 


8 


S.DJ.O.M.  JULY  1958  - ADV. 


Unusual  Antibacterial  and  Anti-infective  Properties-— More  soluble  in  add  urine’ . . . higher  and 
better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.’’ 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona. 
mides — a notable  asset  in  prolonged  therapy.” 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYNEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (7)/^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

references : 

1 Grieble,  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J.  Med. 
258:1-7,  1958 

2.  Editorial : New  England  J.  Med.  258  :48-49,  1958. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
*Reg.  U.S.  Pat.  Oft. 
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How 


*f ri en d s . . . 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
25 fS  Bottle  of  48  tablets  (IH  grs.  each). 


We  will  be  •pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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Mazola®  Corn  Oil... a palatable  food 


effective  in  the  management  and  control 
of  serum  chpl^erol  levels 


Extensive  clinical  tests  show  that  when  the 
diet  contains  an  adequate  amount  of  Mazola 
Corn  Oil,  serum  cholesterol  levels  tend  to  be 
normal . . . high  blood  cholesterol  levels  are 
lowered,  normal  levels  maintained. 

Fortunately  for  both  physician  and  patient, 
Mazola  Com  Oil  is  not  only  rich  in  unsatu- 
rated fatty  acids,  it  is  also  a delicious  food. 
It  becomes  an  enjoyable  and  normal  part  of 
the  patient’s  daily  meals— no  complicated  or 
special  diet  is  required. 

Here  is  a therapy  easy  for  you  to  prescribe, 
easy  and  pleasant  for  your  patients  to  follow. 

Nutritional  authorities  generally  recom- 
mend that  fats  should  provide  no  more  than 
30%  of  the  total  calories.  In  cholesterol -low- 
ering diets  from  one-third  to  one-half  of  these 
fats  should  be  unsaturated,  such  as  in  Mazola 
Corn  Oil. 


j COOiCiWo'oiRrSAI..AOS*^ 

Mazola  Corn  Oil  is  a superlative  cooking 
oil  as  well  as  a delicious  salad  oil. 
Adequate  amounts  can  be  eaten  daily — 
in  a wide  variety  of  salad  dressings  and 
in  a great  number  of  fried  and  baked 
foods. 


Pure,  clear,  bland  and  odorless.  Mazola 
Corn  Oil  is  stable  and  dependable,  pro- 
viding the  full  measure  of  cholesterol- 
lowering unsaturated  fatty  acids  char- 
acteristic of  corn  oil. 

Mazola  Corn  Oil  is  sold  in  grocery  stores 
throughout  the  country,  is  available 
everywhere.  Its  comparatively  low  cost 
makes  it  as  economical  as  it  is  effective. 


CORN  PRODUCTS 
REFINING  COMPANY 


MAZOLA*  CORN  OIL  is  a rich  source  of  un- 
saturated fatty  acids.  It  can  form  a regular 
part  of  the  diet  without  major  changes  in 
eating  habits  to  provide  an  effective  un- 
saturated  oil  as  a part  of  the  daily  meals. 

EACH  TABLESPOONEUL  OF  MAZOLA  CORN 
OIL  PROVIDES  NOT  LESS  THAN: 

Linoleic  Acid  , 7.4  Gm. 

Sitosterols 130  mg. 

Natural  Tocopherols 15  mg. 

TYPICAL  AMOUNTS  PER  DIET 

For  a 3600  calorie  diet  3 tablespoonsful 
For  a 3000  calorie  diet  S.6  tablespoonsfut 
For  a 2000  calorie  diet  1.5  tablespoonsful 

*Reg.  t»,  S.  Pat.  Off. 


q.l2  h. 


Two  capsules  on  arising  last  all  day 
Two  capsules  at  bedtime  last  all  night  j 

relieve  nervous  tension  on  a sustained 
basis,  without  between-dose  interruption  | 


1. Meprobamate  is  more  widely  prescribed  than  any 
other  tranquiliiier.  Source;  Independent  research 
organization;  name  on  request. 
2.  Baird,  H.  W.,  Ill ; A comparison  of  Meprospan 
(sustained  action  meprobamate  capsule)  with  other 
tranquilizing  and  relaxing  agents  in  children. 

Submitted  for  publication,  1958.' 


“T/ie  administration  of  meprobamate  in 
sustained  action  form  [Meprospan]  produced 
a more  uniform  and  sustained  action  . . , 
these  capsules  offer  effectiveness  at 
reduced  dosage”^ 


Dosage:  2 Meprospan  capsules  q.  12  h. 
Supplied:  200  mg.  capsules,  bottles  of  30. 


Literature  and  samples  on  request 


t®WALLACE  LABORATORIES,  New  Brunswick.  N.  J, 
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with  new 


(PENTAeRYTHRITOL  TETRANITRATe)  (bRANO  OF  HYOROXYZINe) 


why  PETN? 


For  cardiac  effect : petn  is  “ . . . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.”^  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two  ? 


For  greater  therapeutic  success:  In  clinical  trials,  CARTRAX 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizei  & Co.,  Inc. 


1.  Russek,  H.  I.:  Postgrad.  Med.  79:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  cartrax  “10” 
tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  cartrax 
“20”  tablets  (20  mg.  petn  plus  10  mg.  atarax.)  For  convenience, 
write  “cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 


cartrax  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  PETN  preparations  with  caution 
♦Trademark  in  glaucoma. 


i 


'I 
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. . . and  may 
we  remind  you 
that  a glass  of 
beer  can  make 
full-liquid  diets 
more  palatable? 


With  a blender  or  an  egg  beater 

almost  any  food  can  be  used 

The  Full-Liquid  Diet 


• Strained  chicken  in  milk  makes  “bisque” — in 
tomato  juice  it’s  “creole.”  Your  patient  may 
like  cottage  cheese  whipped  into  milk  flavored 
with  chocolate  and  mint.  Strained  carrots  go 
in  milk  flavored  with  nutmeg  or  pineapple  juice. 
An  egg  or  skim  milk  powder  adds  protein. 

Strained  fruits  in  fruit  juices  do  well  with  a 
squeeze  of  lemon  or  a touch  of  mint.  Bright 


colored  drinks  look  good  in  clear  glass — pale 
ones  in  gayly  painted  glasses. 

Of  course,  only  you  can  tell  just  which  food 
yoiu-  patient  can  have.  And  if  you  feel  that  a 
glass  of  beer*  is  acceptable  in  his  specific  condi- 
tion, it  may  provide  an  incentive  he  needs  to 
stay  within  the  limits  you  set. 

*pH  4.3;  104  calories/8-oz.  glass  (Average  of  American  Beers) 


Untied  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

If  you'd  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y, 
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R.  A.  Buchanan,  M.D.  Huron 

A.  P.  Reding,  M.D.  ...Marion 

C.  R.  Stoltz,  M.D.  Watertown 

Legislation 

H.  Russell  Brown,  M.D.,  Chr.  (1960)  — Watertown 

R.  E.  Van  Demark,  M.D.  (1959)  - Sioux  Falls 

E.  T.  Ruud,  M.D.  (1959)  Rapid  City 

Paul  Bunker,  M.D.  (1960)  Aberdeen 

C.  L.  Swanson,  M.D.  (1961)  Pierre 

H.  R.  Lewis,  M.D.  (1961)  — Mitchell 

Publications 

R.  E.  Van  Demark,  M.D.,  Chr.  (1961)  — Sioux  Falls 

T.  H.  Sattler,  M.D.  (1959)  Yankton 

Robert  Rank,  M.D.  (1960)  Aberdeen 

Medical  Defense 

A.  P.  Reding,  M.D.,  Chr.  (1961)  ...Marion 

L.  J.  Pankow,  M.D.  (1959)  Sioux  Falls 

D.  R.  Mabee,  M.D.  (1960)  Mitchell 

Medical  School  Affairs 
Medical  Education  and  Hospitals 

C.  B.  McVay,  M.D.,  Chr.  (1960)  Yankton 

R.  C.  Jahraus,  M.D.  (1960)  . Pierre 

Ronald  Price,  M.D.  (1961)  Armour 

Warren  Jones,  M.D.  (1961)  — Sioux  Falls 

W.  H.  Saxton,  M.D.  (1959)  Huron 

F.  R.  Williams,  M.D.  (1959)  ......Rapid  City 

Medical  Economics 

M.  Davidson,  M.D.,  Chr.  (1961)  Brookings 

Abner  Willen,  M.D.  (1959)  Clark 

R.  H.  Hayes,  M.D.  (1960)  Winner 

Necrology 

J.  T.  Cowan,  M.D.,  Chr.  (1959)  Pierre 

J.  C.  Murphy,  M.D.  (1960)  Murdo 

L.  L.  Parke,  M.D.  (1961)  Canton 

Public  Health 

R.  K.  Rank,  M.D.,  Chr.  (1959)  Aberdeen 

N.  E.  Wessman,  M.D.  (1960)  Sioux  Falls 

T.  E.  Mead,  M.D.  (1961)  Spearfish 

Cancer 

P.  V.  McCarthy,  M.D.,  Chr.  (1960)  Aberdeen 

J.  V.  McGreevy,  M.D.  (1959)  Sioux  Falls 

G.  F.  McIntosh,  M.D.  (1961)  Eureka 

T uberculosis 

W.  L.  Meyer,  M.D.,  Chr.  (1960)  Sanator 

Saul  Frlefeld,  M.D.  (1959)  Brookings 

R.  J.  Bareis,  M.D.  Rapid  City 

Maternal  & Child  Welfare 

Brooks  Ranney,  M.D.,  Chr.  (1959)  - ...Yankton 

L.  W.  Tobin,  M.D.  (1961)  Mitchell 

W.  A.  Anderson,  M.D.  (1960)  Sioux  Falls 

Diabetes 

E.  W.  Sanderson,  M.D.,  Chr.  (1961)  Sioux  Falls 

M.  E.  Sanders,  M.D.  (1959)  ...Redfield 

Clifford  Gryte,  M.D.  (1960)  Huron 


Executive  Committee 

A.  A.  Lampert,  M.D.,  Chr Rapid  City 

M.  M.  Morrissey,  M.D.  Pierre 

R.  A.  Buchanan,  M.D Huron 

C.  R.  Stoltz,  M.D Watertown 

A.  P.  Reding,  M.D.  Marion 

Magni  Davidson,  M.D Brookings 

Grievance  Committee 

L.  J.  Pankow,  M.D.,  Chr.  (1962)  Sioux  Falls 

D.  A.  Gregory,  M.D.  (1959)  .....Milbank 

A.  W.  Spiry,  M.D.  (1960)  Mobridge 

D.  S.  Baughman,  M.D.  (1961)  Madison 

A.  P.  Peeke,  M.D.  (1963)  .Volga 

Mental  Health 

E.  S.  Watson,  M.D.,  Chr.  (1961)  Brookings 

George  Smith,  M.D.  (1960)  _.Sioux  Falls 

R.  C.  Knowles,  M.D.  (1959)  Sioux  Falls 

H.  E.  Davidson,  M.D.  (1959)  Lead 

C.  G.  Baker,  M.D.  (1960)  — Yankton 

R.  E.  Cooper,  M.D.  (1961)  Rapid  City 

Benevolent  Fund 

W.  E.  Donahoe,  M.D.,  Chr.  (1960)  ...Sioux  Falls 

J.  C.  Hagin,  M.D.  (1961)  ....MUler 

F.  C.  Totten,  M.D.  (1959)  Lemmon 

Rheumatic  Fever  and  Heart  Disease 
J.  Argabrite,  M.D.,  Chr.  (1961)  Watertown 

B.  T.  Lenz,  M.D.  (1959)  Huron 

H.  W.  Farrell,  M.D.  (1960)  Sioux  Falls 

SPECIAL  COMMITTEES 
Radio  Broadcasts  and  Telecasts  Committee 

J.  J.  Stransky,  M.D.,  Chr Watertown 

J.  P.  Steele,  M.D.  Yankton 

J.  C.  Rodine,  M.D.  Aberdeen 

Robert  Olson.  M.D.  Sioux  Falls 

R.  A.  Boyce,  M.D.  Rapid  City 

F.  D.  Leigh,  M.D Huron 

S.  B.  Simon,  M.D — Pierre 

American  Medical 
Education  Foundation 

A.  P.  Reding,  M.D.,  Chr.  Marion 

B.  F.  King,  M.D.  ..Aberdeen 

O.  J.  Mabee,  M.D Mitchell 

H.  L.  Saylor,  Jr.,  M.D Huron 

S.  F.  Sherrill,  M.D Belle  Fourche 

Editorial 

R.  E.  Van  Demark,  M.D Sioux  Falls 

G.  S.  Paulson,  M.D Sapid  City 

Harold  Lowe,  M.D Mobridge 

H.  R.  Wold,  M.D.  - Madison 

T.  W.  Reul,  M.D.  .Watertown 

Mary  Price,  M.D.  Armour 

Amos  Michael,  M.D Vermillion 

H.  B.  Munson,  M.D Rapid  City 

R.  F.  Thompson,  M.D.  ...Yankton 

Medical  Licensure 

Magni  Davidson,  M.D.,  Chr.  Brookings 

D.  L.  Kegaries,  M.D Rapid  City 

C.  E.  Kemper,  M.D Viborg 

Veterans  Administration  and  Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr.  Pierre 

M.  R.  Gelber,  M.D.  ....Aberdeen 

G.  H.  Steele,  M.D Aberdeen 

T.  J.  Billion,  M.D -Sioux  Falls 

Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D.  Vermillion 

Prepayment  and  Insurance  Plans 

C.  J.  McDonald,  M.D.,  Chr Sioux  Falls 

D.  H.  Breit,  M.D.  Sioux  Falls 

Paul  Hohm,  M.D.  Huron 

E.  A.  Johnson,  M.D Milbank 

A.  A.  Lampert,  M.D.  Rapid  City 

Robert  Monk,  M.D.  Yankton 

Roscoe  Dean,  M.D.  Wessington  Springs 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.,  Chr.  Volga 

G.  J.  Bloemendaal,  M.D.  Ipswich 

E.  F.  Kalda,  M.D Platte 

Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr.  Madison 

C.  L.  Vogeie,  M.D Aberdeen 

D.  J.  Buchanan  Huron 

Workmen’s  Compensation 

J.  N.  Hamm,  M.D.,  Chr — .Sturgis 

H.  R.  Lewis,  M.D Mitchell 

R.  Giebink,  M.D.  Sioux  Falls 

Clinical  Pathology  Committee 

W.  A.  Gelb,  M.D.,  Chr Rapid  City 

R.  L.  Carefoot,  M.D.  Huron 

A.  K.  Myrabo,  M.D Sioux  Falls 

Rehabilitation  Committee 

H.  L.  Ahrlin,  M.D.,  Chr Rapid  City 

R.  E.  Van  Demark,  M.D.  Sioux  Falls 

Paul  Bunker,  M.D Aberdeen 

D.  Hillan,  M.D Madison 

Wm.  Church,  M.D.  Sioux  Falls 

Press  Radio  Committee 

Steve  Brzica,  M.D Sioux  Falls 

F.  D.  Leigh,  M.D — Huron 

E.  A.  Rudolph,  M.D.  — Aberdeen 

Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr Huron 

A.  P.  Peeke,  M.D.  Volga 

H.  Russell  Brown,  M.D.  Watertown 

R.  A.  Boyce,  M.D Rapid  City 

P.  V.  McCarthy,  M.D.  Aberdeen 

E.  J.  Perry,  M.D.  ....Redfield 

R.  F.  Hubner,  M.D.  Yankton 

C.  A.  Johnson,  M.D.  Lemmon 

(Continued  on  Page  18) 
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Neomycin,  10  Gm.  tubes. 


an' 


(1)  Noojin,  R.  O.;  South.  M.  J,  49-149,^ 
/6-2.-1379,  i966.  (3]  Goldman,  L.;  Flatt,' 
2.5:T.3,  1955.  (4)  Frank,  L.,  and  .Stritzler; 

(5)  Robinson,  R.  C.  Y,  and  Robinson, 

(6)  Canizares,  O.;  Shatin,  H.,  and  Rosej 
1955. 


WANTED 


approximatj 
potency  of 

no  edema  a| 

provides  AAi 
form,. report] 
to  be  the  me 
steroid  there 

'setive  liecol  i 
.Ivy  dermofil 


|ti-Des 

brood  ( 
ME,#  b| 


e of  all) 
g— with* 
stemic  al 
heavy 
ig  indefi 


BY  ALL  DERMATOLOGISTS 

A TOPICAL  “METI ’’STEROID  PREPARATION  FREE 
FROM  UNWANTED  SENSITIZATION  POTENTIAL 


I 


NAME 


METI-DERM  GREAM  0.5% 


DESCRIPTION 


5 mg.  prednisolone,  free  alcohol,  in  each 
gram  — nonstaining,  water-washable  base- 
exerts  a therapeutic  effect  in  presence  of  an 
exudate  without  being  occlusive. 


3N  V 


IN  TOPICAL  CREAM  Meti-Berm  Cream 
itiallergic  action  in  the  affected  area.  No  syste 
edema  and  w-eight  gain,  have  been  reported  w. 
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. . . acts  fast  to  provide  unusually  long-lasting  relief 


‘Co-Pyronil’  combines  a long-acting  and 
a short-acting  antihistamine  with  a syn- 
ergistic sympathomimetic.  It  usually 
begins  to  combat  symptoms  within  fif- 
teen to  thirty  minutes  and  eliminates 
them  for  as  long  as  twelve  hours.  Thus 
you  can  give  your  hay-fever  patients  and 
other  allergy  victims  remarkably  com- 
plete relief  on  a dosage  of  only  2 or  3 
pulvules  daily. 

**Co-Pyronir  (Pyrrobutamine  Compound,  Lilly) 


Prescribe  ‘Co-Pyronil’  in  attractive 
green-and-yellow  pulvules  for  adults;  in 
tiny  red  pediatric  pulvules  or  tasty  sus- 
pension for  children. 

Each  Pulvule  ‘Co-PyronQ’  provides: 
'Pyronir  (Pyrrobutamine,  Lilly)  15  mg. 
'HistadyF  ^ 

(Thenylpyramine,  LiUy) 

'Clopane  Hydrochloride^  ^ 
(Cyclopentami^ 
chloride, 
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MAYNARD  W.  EGGERS,  M.D. 

1913—1958 

Dr.  Maynard  Eggers,  died  in  Sioux  Falls 
June  9th.  Dr.  Eggers  was  born  in  Tripp 
March  4,  1913.  He  came  to  Sioux  Falls  with 
his  parents  at  an  early  age  and  was  grad- 
uated from  Washington  High  School  in  1929. 
He  attended  the  Naval  Academy  at  Annapolis 
for  one  year  and  took  his  premedical  work 
at  the  University  of  South  Dakota.  He  re- 
ceived Bachelor  of  Arts  and  Science  degrees 
from  the  University  and  was  graduated  from 
Northwestern  Medical  School  in  Chicago, 
June  11,  1931.  He  was  licensed  to  practice  in 
South  Dakota  July  20,  1939. 

Dr.  Eggers  took  postgraduate  work  at  Ill- 
inois Eye  and  Ear  Infirmary  and  at  North- 
Western  University.  He  practiced  in  Spring- 
field,  111.,  until  1945  when  he  came  to  Sioux 
Falls. 

Dr.  Eggers  was  married  to  Mrs.  Patricia 
Quinn  Carrol  here  on  Nov.  16,  1957.  He  was 
a member  of  the  St.  Mary’s  Congregation.  He 
belonged  to  the  Elks  Club,  the  American  Med- 
ical Association  and  the  South  Dakota  Med- 
ical Association. 

Survivors  include  his  widow;  two  step- 
sons, James  and  Johanathan;  a step-daughter 
Barbara;  his  parents.  Dr.  and  Mrs.  H.  L. 
Eggers,  and  a brother.  Dr.  Leonard  Eggers. 


HANS  JACOBY.  M.D. 

1902—1958 

Dr.  Hans  Jacoby,  radiologist  at  the  Huron 
Clinic  since  1943,  died  in  St.  John’s  Hospital 
Thursday,  May  15th  at  2:30  A.M.,  following 
a stroke. 

Dr.  Jacoby  was  born  in  Graudenz,  East 
Prussia,  Germany,  June  22,  1902.  As  a young 
boy,  he  moved  to  Breslau  where  he  attended 
Medical  school  and  practiced  medicine  for  a 
while. 

He  went  to  Huron  May  1,  1943,  became 
radiologist  for  the  Huron  Clinic  and  has 
served  in  that  position  since  that  time.  He 
also  was  associated  with  the  Sprague  Hospital 
in  Huron  and  was  radiologist  for  St.  John’s 
Hospital. 

He  was  married  to  Use  Flatau  on  July  3, 
1934. 

Survivors  include  his  widow;  one  daughter, 
Toni,  13;  and  two  sisters,  the  Misses  Margaret 
and  Alice  Jacoby,  both  of  Los  Angeles. 


MYRON  W.  LARSEN,  M.D. 

1896—1958 

Dr.  Myron  “Mike”  Larsen,  Watertown, 
passed  away  suddenly  during  a visit  to  Sioux 
Falls. 

Dr.  Larsen  graduated  from  Rush  Medical 
College  in  1926,  and  after  a number  of  years 
in  a smaller  South  Dakota  community,  moved 
to  Watertown  in  1940  when  he  joined  the 
Northwest  Clinic.  He  was  a founder  of  the 
Medical  Arts  Clinic  in  1942  and  a member  of 
it  until  his  death. 

He  was  active  in  the  Lutheran  Church,  the 
Medical  Association  and  civic  organizations. 


E.  A.  WILKINSON.  M.D. 

1877—1958 

Ernest  Arthur  Wilkinson  was  born  April  3, 
1877  at  Nevinille,  la.  Shortly  thereafter  his 
parents  moved  to  Storm  Lake,  la.,  where  he 
spent  his  early  boyhood  and  received  his  ele- 
mentary schooling. 

His  training  in  his  chosen  field  of  medicine 
was  obtained  at  the  University  of  Iowa  Med- 
ical School  then  located  at  Keokuk  where  he 
was  graduated  in  the  class  of  1903  with  a de- 
gree of  Doctor  of  Medicine.  After  several 
years  of  practice  he  realized  the  necessity  for 
specialization  and  took  a post  graduate  course 
at  the  University  of  Chicago  in  eye,  ear,  nose 
and  throat  which  was  completed  in  the  year 
of  1907. 

His  fifty  years  of  serving  mankind  started 
in  Oldham  where  he  met  and  later  married 
Loma  Antionette  Read  on  Dec.  4,  1907. 

While  returning  from  a professional  call 
south  of  his  office  at  Highmore  his  long  ser- 
vice was  swiftly  terminated  by  an  unfort- 
unate automobile  accident  which  left  him  an 
invalid  until  his  death  on  June  1,  1958. 

During  his  active  years  he  was  a member 
of  the  Masonic  Lodge,  Eastern  Star,  Odd  Fel- 
lows, Rebekahs  and  numberous  civic  and  ser- 
vice organizations.  He  was  also  a member 
of  the  Methodist  Church. 

In  1956  he  was  presented  with  a “50  year” 
service  award  for  untiring  aid  to  others  by 
the  South  Dakota  State  Medical  Association 
of  which  he  was  an  active  member  for  many 
years. 

Dr.  Wilkinson  is  survived  by  his  widow, 
Loma  Wilkinson  and  two  sons.  Read,  who  re- 
sides at  Nampa,  Ida.,  and  Boyd  who  resides 
at  Miller,  and  two  sisters  and  a brother. 
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It  is  difficut  for  your  President  to  inform  each  member  of 
those  things  which  he  hopes  the  Association  will  accomplish 
during  his  term  of  office.  However  it  is  my  plan  to  use  the 
President’s  Page  as  a means  through  which  to  discuss  at  least 
some  of  the  major  items  under  consideration. 

As  an  Association,  we  have  problems  which  are  similar  to 
those  experienced  by  other  state  associations.  These  may  be 
local  involving  only  certain  districts.  They  may  be  state-wide 
and  then  be  truly  State  Association  concern;  or  they  may  be  of 
nation-wide  interest  involving  us  only  to  a greater  or  lesser 
degree. 

Basically,  each  of  our  districts  has  demonstrated  increasing 
awareness  of  its  responsibilities  during  the  past  several  years. 

They  are  exceptions,  however.  I call  your  attention  to  the  roll 
call  of  the  House  of  Delegates  meetings  published  in  this  Journal.  There  you  see  graphically'' 
demonstrated  the  areas  of  our  State  where  certain  districts  have  failed  to  recognize  our  need"  ■ 
for  their  participation.  Other  than  hoping  to  impress  these  groups  with  our  real  need  for  their' 
cooperation  in  forthcoming  sessions,  your  President  has  no  plans  for  a solution  to  that  problem,.'  . 

Suggestions  from  those  districts,  or  others,  concerning  that  which  they  expect  from  their  ; 
parent  organization  would  be  tremendous  aid  to  the  officers.  ' 

Problems  of  state-wide  concern  this  year  are  many.  Some  are  more  pressing  than  others — i 
made  so  by  the  year  1959  being  a legislative  year.  Two  of  the  more  important  of  these  are 
WORKMEN’S  COMPENSATION  and  INDIGENT  CARE. 

Workmen’s  Compensation  has  long  been  a thorn  in  our  sides,  long  been  one  of  our  biennial 
headaches.  As  physicians  we  see  the  real  major  injury  as  one  inadequately  covered  financially  : 
for  the  hospital  and  for  ourselves.  The  seven  hundred  dollar  hospital  and  three  hundred  dollar 
physician  maximum  is  very  adequate  in  most  instances.  But  for  each  of  us  involved  in  the  care  : 
of  traumatic  cases,  it  is  grossly  inadequate  several  times  each  year.  Even  more  important  the  i 
pitiously  small  sum  the  injured  man  and  his  family  are  allowed  on  which  they  must  live  often  ^ 
totally  disrupts  the  family  life  for  months  or  even  years.  The  maximum  is  twenty  eight  dollars 
a week.  Need  more  be  said?  Equally  important  is  our  lack  of  emphasis  on  rehabilitation  — an  ‘ 
area  in  which  several  of  our  sister  states  in  the  North  Central  area  are  far  ahead  of  us.  | 

Deficiencies  in  our  Workmen’s  Compensation  are  deficiencies  in  our  Workmen’s  Compen-  j 
sation  Law.  If  we  are  to  correct  these  deficiencies  we  must  turn  to  law  changes.  As  physicians  j 
v/e  must  advise  necessary  changes  for  we  know  better  than  most  others  the  financial  aspects  ' 
of  illness,  as  they  affect  the  patient,  the  hospital,  and  ourselves.  Recognizing  deficiencies  and 
recommending  proper  additions  or  subtractions  is  only  part  of  our  responsibility.  Further,  we  ■ 
must  actively  engage  in  down-to-earth  daily  activity,  the  culmination  of  which  will  be  a state-  i 
wide  awareness  by  all  interested  groups  of  the  hardships  the  present  law  imposes  upon  these  ^ 
severely  iniured  and  his  family,  the  hospital,  and  last  on  ourselves.  Our  primary  reason  for  | 
being  physicians  is  still  to  provide  proper  health  service  in  all  its  forms  to  the  public,  our  : 
patients.  I 

Turn  now  to  page  245  where  spelled  out  for  you  are  the  reasons  for  our  previous  failure  to 
improve  this  particular  situation.  We  have  engaged  in  sponsoring  this  type  legislation  for  over 
ten  years  and  will  continue  for  another  ten  if  need  be.  i 

It  was  Jefferson  who  said  “I  know  of  no  safe  repository  of  the  ultimate  powers  of  society  ; 
but  the  people  themselves;  and  if  we  think  them  not  enlightened  enough  to  exercise  their  con-  ■ 
trol  with  wholesome  discretion,  the  remedy  is  not  to  take  it  from  them,  but  to  inform  their  dis- 
cretion by  education.”  . : 

May  I take  this  opportunity  to  charge  each  District  to  activate  its  Legislative  Committee 
to  help  improve  Workmen’s  Compensation  next  year  by  working  from  now  until  needed  no 
more.  Either  our  State  office  or  Dr.  Joe  Hamm  of  Sturgis  can  spell  out  for  you  now  who  needs  i 
educating,  who  needs  information,  who  opposes  changes,  and  why.  | 

Next  month  Indigent  Care  will  be  the  subject  of  our  letter.  Your  suggestions  for  further  * 
topics  are  most  welcome. 

Sincerely,  ; 

A.  A.  Lampert,  M.D.  -'L 


WORKMAN’S  COMPENSATION 


The  first  goal  of  a Workmen’s  Compensa- 
tion program  is  the  return  of  the  occupation- 
ally  injured  to  his  original  state  of  health  and 
vigor.  The  second  is  the  assured,  adequate 
indemnity  for  him  or  his  survivors;  and  the 
third  is  the  solution  of  these  problems,  with 
minimal  cost  to  the  employer  or  society. 

No  state  has  an  ideal  program.  That  very 
fact  may  explain  some  of  the  delinquency.  By 
comparision  with  other  programs,  one  juris- 
diction can  justify  deficiencies  in  its  own. 
None  are  stirred  to  prominence. 

How  are  we  doing  in  South  Dakota? 

Where  the  injury  is  slight,  there  is  little 
problem  in  restoring  the  workman  to  his  orig- 
inal vigor.  The  expense  is  small.  It  is  the 
seriously  injured,  already  devastated  by  mis- 
fortune, who  is  inadequately  insured  in  South 
Dakota.  The  legal  maximum  is  not  enough. 
More  often  than  the  physician’s  fee,  it  is  the 
hospital  bill  which  causes  distress. 

The  very  modest  fees  suggested  by  local 
Carriers  are  not  adequate  to  properly  care 
for  the  injured.  Parenthetically,  the  Com- 
mittee on  Workmen’s  Compensation  suggests 
that  physicians  of  the  state  follow  the  MED- 
ICARE schedule  for  the  present. 

The  occupationally  injured  is  indemnified 
to  a maximum  of  312  weeks,  at  a maximum 
of  twenty-eight  dollars  per  week.  He  may 
support  himself  and  family  on  this.  If  he 
dies,  the  amount  paid  to  him  is  deducted  from 
the  nine  thousand  dollars  total,  to  which  his 
survivors  are  entitled. 


Our  State  has  no  Rehabilitation  services  in 
its  program.  No  Medical  Board  exists  for  the 
evaluation  of  injuries,  (probably  our  greatest 
disservice)  under  our  present  Compensation 
Law. 

The  free  choice  of  a physician  is  restricted 
to  the  employer  by  the  law.  This  is  contro- 
versial among  our  physicians.  While  some 
think  it  proper,  others  point  out  that  it  is 
contrary  to  the  usual  position  of  the  profes- 
sion. 

To  improve  the  situation,  two  things  must 
be  accomplished:  The  law  must  be  changed, 
and  the  change  must  be  financed.  There 
would  be  an  increase  in  premiums  to  the 
employer.  Informed  actuarial  opinion  in- 
dicates that  the  amount  would  be  small.  Re- 
garding premiums,  a review  of  the  period 
from  January  of  1942,  through  May  of  1951 
(over  nine  years),  reveals  that  the  Insurance 
Carriers  in  South  Dakota  paid  less  than  eigh- 
teen cents  out  of  each  premium  dollar  for 
doctors  and  hospitals.  Meanwhile,  they  paid 
forty-two  cents  for  NON-MEDICAL  costs, 
and  reserved  eleven  cents  for  profit,  after  all 
other  expenses  were  paid.  It  would  appear 
that  there  is  room  for  a modest  increase  in 
benefits,  without  unreasonable  premium 
hikes. 

Legislative  change  is  ponderous.  The  Com- 
mittee on  Workmen’s  Compensation  has  been 
active  at  the  last  three  State  Legislatures. 
Opposition  comes  from  unexpected  quarters. 
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While  the  South  Dakota  companies  writing 
compensation  insurance  are  expected  to  re- 
sist, the  Greater  South  Dakota  Association  is 
not. 

The  membership  of  the  State  Association 
must  be  informed  and  active.  Understanding 
of  the  Workmen’s  Compensation  program  in 
South  Dakota  requires  study  and  thought.  It 
is  worth  it.  Only  our  combined  efforts  can 
conceive  and  execute  the  necessary  change. 

Joseph  Hamm,  M.D. 


W.  A.  DAWLEY,  M.D. 

1900—1958 

Walter  A.  Dawley,  M.D.,  was  born  at  De 
Smet,  South  Dakota  January  9th,  1900.  He 
attended  high  school  in  De  Smet  and  received 
some  of  his  early  college  training  at  the  Uni- 
versity of  Minnesota. 

He  attended  the  University  of  South  Da- 
kota Medical  School  and  received  his  M.D. 
degree  at  the  University  of  Illinois.  He  com- 
pleted his  internship  at  Lutheran  Deacorness 
Hospital  in  Chicago  1926. 

He  began  practice  in  South  Dakota  in  1931. 

Dr.  Dawley  was  a leader  in  civic  and  med- 
ical affairs  in  Rapid  City  and  was  immediate 


SOUTH  DAKOTA  SOCIETY  OF  INTERNAL  MEDICINE 

August  30, 

1958 

Sheraton  Johnson  Hotel  — Rapid  City,  South  Dakota 

9:00-10:00  A.M. 

Complications  of  Diabetes  Mellitus 

Paul  Sheridan,  M.D.,  F.A.C.P. 
Denver,  Colorado 

10:00-11:00  A.M. 

Confusional  States 

Erland  Nelson,  M.D. 

Minneapolis,  Minnesota 

11:00-12:00  Noon 

Orinase  Therapy  in  Diabetes  Mellitus 

Paul  Sheridan,  M.D.,  F.A.C.P. 

12:00-  2:30  P.M. 

Luncheon  — followed  by  — 

Business  Meeting 

2:30-  3:30  P.M. 

Subdural  Hematomas 

Erland  Nelson,  M.D. 

Minneapolis,  Minnesota 

3:30-  4:30  P.M. 

Clinical  Pathological  Conference 

Donn  R.  Driver,  M.D.,  F.A.C.P. 
Veterans’  Hospital 

Sioux  Falls,  South  Dakota 

5:00-  6:00  P.M. 

Cocktail  Hour  — Emerald  Room 

Sheraton  Johnson  Hotel 

6:00  P.M. 

Dinner 

Sheraton  Johnson  Hotel 
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past-president  of  the  South  Dakota  Cancer 
Society. 


OPPORTUNITY  FOR  DOCTOR 

in  County  Seat  Town  in 
South  Central  South  Dakota 
Leading  Medical  Center  for  Lorge 
Area  for  50  Years 

☆ 

NEW  HOSPITAL  AND  CLINIC 

Present  Doctor  wants  to  retire 
Phone,  Wire  or  Write: 

L.  L.  Lillibridge 
Burke,  South  Dakota 


JULY  1958 


TENTATIVE  PROGRAM 

THE  MEDICOLEGAL  CONFERENCE 

ELKS  BALLROOM 
MARVIN  HUGHITT  HOTEL 
HURON,  SOUTH  DAKOTA 
SATURDAY,  SEPTEMBER  13.  1958 


Chairman 
8:30-  9:30  A.M. 
9:30-  9:50  A.M. 


9:50-10:30  A.M. 

10:30-11:00  A.M. 
11:00-11:30  A.M. 

11:30-12:00  Noon 
Noon  Adjournment 

Chairman 
1:30-  2:00  P.M. 
2:00-  2:30  P.M. 

2:30-  3:00  P.M. 
3:00-  5:00  P.M. 


6:00  P.M. 
7:30  P.M. 


Chairman 
9:30-10:00  A.M. 
10:00-10:30  A.M. 
10:30-11:00  A.M. 
11:00-12:00  Noon 


12:00  Noon 


Morning  Session 

Lloyd  Richardson,  Aberdeen 
Registration,  Lobby  of  Elks  Ballroom 

Welcome  by  Ellsworth  Evans,  Sioux  Falls 
President,  South  Dakota  State  Bar  Association 
and 

Arthur  A.  Lamport,  M.D.,  Rapid  City 
President,  South  Dakota  State  Medical  Association 

Human  Anatomy  — — Walter  Hard,  Ph.D.,  Dean, 

University  of  South  Dakota  Medical  School 

Coffee  Break  — Elks  Ballroom 

“Medical  Situations  Resulting  from  Injuries”  — E.  W.  Johnson,  Jr.,  M.D., 
Mayo  Clinic,  Rochester,  Minnesota 

“Head  Injuries”  — ■ Lyle  French,  M.D.,  University  of  Minnesota 


Afternoon  Session 
C.  L.  Swanson,  M.D.,  Pierre 

Film  — “The  Doctor  Defendent”  (Courtesy-American  Medical  Association) 

“The  Doctor  as  a Witness”  — C.  Joseph  Statler,  Director,  Law  Department, 
American  Medical  Association 

Coffee  Break  — Elks  Ballroom 

Mock  Trial  — Medical  Testimony  in  a Personal  Injury  Case 

Moderator  — James  Adams,  Sioux  Falls 

Robert  Giebink,  M.D.,  Sioux  Falls 

Francis  Smith,  Sioux  Falls 

Deming  Smith,  Sioux  Falls 

Joseph  Butler,  Rapid  City 

Roswell  Bottum,  Rapid  City 

Judge  Philo  Hall,  Aberdeen 

Cocktails 

Dinner  — Elks  Ballroom  (Price  $2.50  per  person) 

“Traumatic  Dandruff”  — The  Sage  of  Osage,  Carl  F.  Conway 
Toastmaster  — Joe  Bottum,  Rapid  City 

SUNDAY,  SEPTEMBER  14.  1958 
Morning  Session 
Ellsworth  Evans,  Sioux  Falls 

Speaker  from  Law  Department  -of  American  Medical  Association 

Film  — “Traumatic  Neurosis”  (Courtesy-American  Medical  Association) 

Coffee  Break  — Elks  Ballroom 

Panel  Discussion 

AMA  Speaker  — Moderator 

R.  C.  Knowles,  M.D.,  Sioux  Falls 

Lyle  French,  M.D.,  Rochester,  Minnesota 

Warren  May,  Pierre 

Had  Fuller,  Mitchell 

Adjournment 
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This  is  your 

MEDICAL  ASSOCIATION 


ANNUAL  MEETING 
SIDELIGHTS 

Dr.  William  Hanson,  De- 
Smet,  won  the  meeting’s 
grand  prize  electronic  eye 
movie  camera. 

* * * 

Transistor  radios  were  won 

by  Dr.  E.  A.  Hofer,  Huron, 
and  Dr.  J.  R.  Westaby,  Mad- 
ison. 

* * * 

Attendance  of  doctors  was 
the  lowest  ever  at  the  annual 
meeting.  A good  program 
and  social  events  still  didn’t 
bring  out  a crowd. 

* ^ * 

163  people  attended  the 
Sunday  night  stag  and  170  at- 
tended the  banquet. 


NEWS  NOTES 

Annual  Meeting  of  the 
South  Dakota  State  Medical 
Association  for  1959  will  be 
held  in  Rapid  City  June  20- 
23. 

* * * 

John  B.  Slingsby.  M.D., 

Rapid  City,  was  accepted  as 
a Diplomate  in  the  American 


Board  of  Obstetrics  and 
Gynecology  at  its  most  recent 
meeting. 

*  *  * * 

Douglas  E.  Cameron,  M.D., 

Rapid  City,  was  named  a dip- 
lomate of  the  American 

Board  of  Surgery  at  its  last 
meeting. 

* * H= 

Dr.  Robert  Buchanan, 

President-Elect  of  the  South 
Dakota  State  Medical  Asso- 
ciation, represented  the  Asso- 
ciation at  the  Conference  on 
Problems  of  the  Aging,  at 
Omaha  Sunday,  May  25th. 

* * * 

Dr.  Frank  E.  Ganty,  Wash- 
ington, D.  C.,  died  May  23rd. 
Dr.  Ganty  was  a native  of 
Rapid  City  and  member  of  a 
well-known  local  family 
early  in  the  century. 

* * * 

Dr.  E.  D.  Cowen,  who  prac- 
ticed in  Cottonwood,  S.  D. 
from  1906  to  1954,  celebrated 
his  95th  birthday  in  Florida 
on  May  17th. 

* * * 

Dr.  John  L.  Calene,  Aber- 
deen, has  been  named  a fel- 
low in  the  American  College 
of  Cardiology. 

* * * 

Dr.  E.  J.  Hofer,  Freeman, 
and  his  daughter  were  in- 


jured in  a truck-auto  col- 
lision late  in  May. 

■*  * * 

Physician  members  of  the 
Peabody  Clinic  have  pur- 
chased a 300  X 300  plot  of 
ground  from  the  city  of  Web- 
ster for  the  purpose  of  build- 
ing a clinic. 

* * * 

Drs.  Holland  and  Binder 

have  moved  the  Chamber- 

lain  Clinic  to  a new  building. 
* * >1: 

Dr.  A.  A.  Peeke,  former 
president  of  the  South  Da- 
kota State  Medical  Associa- 
tion missed  the  77th  Annual 
Meeting  due  to  surgery  at 

Rochester,  Minnesota. 

* * * 

Dr.  Donald  L.  Kegaries, 

Rapid  City,  has  been  named 
to  the  Board  of  Governors  of 
the  American  College  of 
Physicians.  He  replaces  Dr. 
C.  F.  Morsman,  Hot  Springs, 
who  was  governor  for  South 
Dakota  for  nine  years. 

* H:  * 

Dr.  Julius  Ehik.  previously 
at  Faith,  Dupree  and  Sioux 
Falls,  has  opened  his  office 

at  Centerville. 

* * * 

The  city  of  Onida  recently 
leased  its  hospital  to  a Sioux 
City  individual  to  operate  as 
a private  enterprise. 
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Willow  Lake  has  an- 
nounced plans  to  build  a 
clinic  cooperating  with  the 
Sears  Foundation  rural  med- 
ical program. 

* * * 

Dr.  Margaret  Faithe,  Wa- 

konda,  has  announced  plans 
to  build  a clinic  in  that  com- 
munity. 


HEW  WARNS 
PHYSICIANS  OF 
"PHOSPHENATOR" 

The  Department  of  Health, 
Education  and  Welfare  has 
warned  physicians  to  beware 
of  the  “Phosphenator”  device 
for  detection  of  increased  in- 
traocular pressure. 

A release  from  HEW 
stated,  “the  Glaucoma  Con- 
sultant Committee  to  the 
Chronic  Disease  program  of 
the  Public  Health  Service 
recently  expressed  concern 
over  a newly  marketed 
“Phosphenator”  device  as  a 
glaucoma  detection  instru- 
ment. The  committee  strong- 
ly recommended  that  health 
agencies  and  professional 
groups  should  be  informed  of 
the  apparent  uselessness  of 
the  device.” 

Research  on  the  device 
was  conducted  at  Walter 
Reed  Army  Hospital  and  by 
the  Department  of  Ophthal- 
mology at  Ohio  State  U. 


PSYCHOSOMATIC 
MEDICINE  IS  MEETING 
SUBJECT  THIS  FALL 

The  fifth  annual  meeting 
of  The  Academy  of  Psychoso- 
matic Medicine  will  be  held 
October  9-11,  1958,  at  the 
Park  Sheraton  Hotel  in  New 
York  City.  The  program  will 
be  devoted  to  “The  Psychoso- 
matic Aspects  of  Internal 


Medicine”  and  will  include 
formal  papers,  panel  discus- 
sions and  luncheon  confer- 
ences. The  meeting  will  be 
open  to  all  scientific  dis- 
ciplines, as  well  as  psycho- 
logists, social  workers  and 
nurses.  Information  may  be 
obtained  from  Dr.  Bertram 
B.  Moss,  Suite  1035,  55  East 
Washington  Street,  Chicago 
2,  Illinois. 

Doctors  in  good  standing  in 
their  county  medical  society 
and  clinical  psychologists 
with  degree  of  Ph.D.  are 
eligible  to  join  the  Academy. 


OB-GYN  BOARD 
EXAMINES  SOON 
Applications  for  certifica- 
tion (American  Board  of  Ob- 
stetrics and  Gynecology), 
new  and  reopened.  Part  I, 
and  requests  for  re-examina- 
tion  Part  II  are  now  being 
accepted.  All  candidates  are 
urged  to  make  such  applica- 
tion at  the  earliest  possible 
date.  Deadline  date  for  re- 
ceipt of  applications  is  Sep- 
tember 1,  1958.  No  applica- 
tions can  be  accepted  after 
that  date.  It  should  be  noted 
by  prospective  candidates 
that  the  deadline  date  will  be 
August  1,  in  1959. 

Candidates  are  requested 
to  write  to  the  office  of  the 
Secretary  for  a current  Bul- 
letin if  they  have  not  done  so 
in  order  that  they  might  be 
well  informed  as  to  the  pres- 
ent requirements.  Applica- 
tion fees  ($35.00),  photo- 
graphs, and  lists  of  hospital 
admissions  must  accompany 
all  applications. 

Address  communications  to 
Robert  L.  Faulkner,  M.D. 
2105  Adelbert  Road 
Cleveland  6,  Ohio 


INSURANCE  PLANS 
COVER  $4  BILLION 

More  than  $4  billion  — a 
rate  of  about  $11  million  per 
day  — of  the  nation’s  health 
care  bill  will  be  paid  through 
voluntary  health  insurance 
programs,  according  to  the 
Health  Insurance  Council. 

This  estimate  was  made  by 
the  Council  today,  based  on 
the  results  of  its  annual  sur- 
vey of  health  insurance  cov- 
erage in  the  United  States  for 
1957.  Benefit  payments  to 
help  cover  the  cost  of  hos- 
pital, surgical,  and  medical 
care,  last  year  amounted  to 
$3.5  billion,  up  20.7%  over 
1956,  and  an  all-time  high. 

The  Council,  in  a projec- 
tion of  its  1957  figures  on 
health  insurance  coverage  in 
the  United  States,  estimates 
that,  as  of  June  1,  1958,  some 
123  million  persons  were  pro- 
tected against  the  cost  of  hos- 
pital expenses  through  vol- 
untary health  insurance  pro- 
grams, 111  million  were  cov- 
ered for  surgical  expenses,  74 
million  had  policies  covering 
regular  medical  expenses, 
and  15  million  were  insured 
against  major  medical  ex- 
penses. These  figures,  added 
the  Council,  mean  that  about 
72%  of  the  total  U.  S.  civilian 
population  today  is  protected 
by  some  form  of  voluntary 
health  insurance. 

The  Council  also  reported 
that  insurance  companies  in 
1957  paid  a total  of  $740  mil- 
lion in  benefits  to  people 
through  loss  of  income  insur- 
ance policies.  This  figure, 
added  to  the  $3.5  billion  paid 
in  other  health  benefits, 
would  bring  the  total  benefit 
payments  for  the  year  1957 
to  $4.2  billion  paid  under  all 
voluntary  health  insurance 
programs. 
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Transactions  of  the  South  Dakota 
State  Medical  Association 
Seventy-Seventh  Annual  Session 
May  17,  18,  19,  20,  1958 


OFFICERS,  19584959 
President 

A.  A.  Lampert,  M.D Rapid  City 

President-Elect 

R.  A.  Buchanan,  M.D. Huron 

Secretary-Treasurer 

A.  P.  Reding,  M.D Marion 

Vice-President 

C.  R.  Stoltz,  M.D Watertown 

AMA  Delegate 

A.  A.  Lampert,  M.D. Rapid  City 

Alternate  Delegate  to  AMA 

A.  P.  Reding,  M.D. Marion 

Chairman  of  the  Council 

T.  H.  Sattler,  M.D Yankton 

Speaker  of  the  House 

Magni  Davidson,  M.D Brookings 

Councilor-at-Large 

M.  M.  Morrissey,  M.D Pierre 

COUNCILORS 
First  District  (Aberdeen) 

P.  V.  McCarthy,  M.D.  (1959) Aberdeen 

Second  District  (Watertown) 

J,  J.  Stransky,  M.D.  (1959) Watertown 

Third  District  (Brookings-Madison) 

M.  C.  Tank,  M.D.  (1960) Brookings 

Fourth  District  (Pierre) 

L.  C.  Askwig,  M.D.  (1959) Pierre 

Fifth  District  (Huron) 

Paul  Hohm,  M.D.  (1960) Huron 

Sixth  District  (Mitchell) 

P.  P.  Brogdon,  M.D.  (1960) Mitchell 

Seventh  District  (Sioux  Falls) 

C.  J.  McDonald,  M.D.  (1960) Sioux  Falls 

Eighth  District  (Yankton) 

T.  H.  Sattler,  M.D.  (1959) Yankton 

Ninth  District  (Black  Hills) 

J.  D.  Bailey,  M.D.  (1961) Rapid  City 


Tenth  District  (Rosebud) 

R.  H.  Hayes,  M.D.  (1961) : Winner 

Eleventh  District  (Northwest) 

H.  E.  Lowe,  M.D.  (1961) Mobridge 

Twelfth  District  (Whetstone) 

E.  A.  Johnson,  M.D.  (1961) Milbank 

STANDING  COMMITTEES 
1958-1959 
Scientific  Work 

A.  A.  Lampert,  M.D.,  Chr Rapid  City 

R.  A.  Buchanan,  M.D Huron 

A.  P.  Reding,  M.D Marion 

C.  R.  Stoltz,  M.D. Watertown 

Legislation 

H.  Russell  Brown,  M.D.,  Chr.  (1960) 

Watertown 

R.  E.  Van  Demark,  M.D.  (1959) Sioux  Falls 

E.  T.  Ruud,  M.D.  (1959) Rapid  City 

Paul  Bunker,  M.D.  (1960) Aberdeen 

C.  L.  Swanson,  M.D.  (1961) Pierre 

H.  R.  Lewis,  M.D.  (1961) Mitchell 

Publications 

R.  E.  Van  Demark,  M.D.,  Chr.  (1961) 

Sioux  Falls 

T.  H.  Sattler,  M.D.  (1959) Yankton 

Robert  Rank,  M.D.  (1960) Aberdeen 

Medical  Defense 

A.  P.  Reding,  M.D.,  Chr.  (1961) Marion 

L.  J.  Pankow,  M.D.  (1959) Sioux  Falls 

D.  R.  Mabee,  M.D.  (1960) Mitchell 

Medical  School  Affairs 
Medical  Education  and  Hospitals 

C.  B.  McVay,  M.D.,  Chr.  (1960) Yankton 

R.  C.  Jahraus,  M.D.  (1960) Pierre 

Ronald  Price,  M.D.  (1961)  ,.__.Armour 

Warren  Jones,  M.D.  (1961)  Sioux  Falls 

W.  H.  Saxton,  M.D.  (1959) Huron 

F.  R.  Williams,  M.D.  (1959) Rapid  City 
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Medical  Economics 

M.  Davidson,  M.D.,  Chr.  (1961) Brookings 

Abner  Willen,  M.D.  (1959) Clark 

R.  H.  Hayes,  M.D.  (1960) Winner 

Necrology 

J.  T.  Cowan,  M.D.,  Chr.  (1959) Pierre 

J.  C.  Murphy,  M.D.  (1960) Murdo 

L.  L.  Parke,  M.D.  (1961)-— Canton 

Public  Health 

R.  K.  Rank,  M.D.,  Chr.  (1959) Aberdeen 

N.  E.  Wessman,  M.D.  (1960) Sioux  Falls 

T.  E.  Mead,  M.D.  (1961) Spearfish 

Cancer 

P.  V.  McCarthy,  M.D.,  Chr.  (I960)— Aberdeen 
J.  V.  McGreevy,  M.D.  (1959) Sioux  Falls 

G.  F.  McIntosh,  M.D.  (1961) Eureka 

Tuberculosis 

W.  L.  Meyer,  M.D.,  Chr.  (1960) Sanator 

Saul  Friefeld,  M.D.  (1959) Brookings 

R.  J.  Bareis,  M.D.  (1961) Rapid  City 

Maternal  & Child  Welfare 
Brooks  Ranney,  M.D.,  Chr.  (1959) Yankton 

L.  W.  Tobin,  M.D.  (1961) Mitchell 

W.  A.  Anderson,  M.D.  (1960) Sioux  Falls 

Diabetes 

E.  W.  Sanderson,  M.D.,  Chr.  (1961) 

Sioux  Falls 

M.  E.  Sanders,  M.D.  (1959) Redfield 

Clifford  Gryte,  M.D.  (1960) Huron 

Executive  Committee 

A.  A.  Lamport,  M.D.,  Chr —Rapid  City 

M.  M.  Morrissey,  M.D Pierre 

R.  A.  Buchanan,  M.D Huron 

C.  R.  Stoltz,  M.D Watertown 

A.  P.  Reding,  M.D Marion 

Magni  Davidson,  M.D Brookings 

Grievance  Committee 

L.  J.  Pankow,  M.D.,  Chr.  (1962) Sioux  Falls 

D.  A.  Gregory,  M.D.  (1959) Milbank 

A.  W.  Spiry,  M.D.  (I960)— Mobridge 

D.  S.  Baughman,  M.D.  (1961) Madison 

A.  P.  Peeke,  M.D.  (1963) Volga 

Mental  Health 

E.  S.  Watson,  M.D.,  Chr.  (1961) Brookings 

George  Smith,  M.D.  (1960) Sioux  Falls 

R.  C.  Knowles,  M.D.  (1959) Sioux  Falls 

H.  E.  Davidson,  M.D.  (1959) Lead 

C.  G.  Baker,  M.D.  (1960) Yankton 

R.  E.  Cooper,  M.D.  (1961) Rapid  City 

Benevolent  Fund 

W.  E.  Donahoe,  M.D.,  Chr.  (1960)  —Sioux  Falls 
J.  C.  Hagin,  M.D.  (1961) Miller 

F.  C.  Totten,  M.D.  (1959) Lemmon 


Rheumatic  Fever  and  Heart  Disease 

J.  Argabrite,  M.D.,  Chr.  (1961) Watertown 

B.  T.  Lenz,  M.D.  (1959) Huron 

H.  W.  Farrell,  M.D.  (1960) Sioux  Falls 

SPECIAL  COMMITTEES 
Radio  Broadcasts  and  T.V.  Committee 

J.  J.  Stransky,  M.D.,  Chr Watertown 

J.  P.  Steele,  M.D Yankton 

J.  C.  Rodine,  M.D Aberdeen 

Robert  Olson,  M.D Sioux  Falls 

R.  A.  Boyce,  M.D Rapid  City 

F.  D.  Leigh,  M.D Huron 

S.  B.  Simon,  M.D. Pierre 

American  Medical 
Education  Foundation 

A.  P.  Reding,  M.D.,  Chr Marion 

B.  F.  King,  M.D Aberdeen 

O.  J.  Mabee,  M.D Mitchell 

H.  L.  Saylor,  Jr.,  M.D Huron 

S.  F.  Sherrill,  M.D Belle  Fourche 

Editorial 

R.  E.  Van  Demark,  M.D.,  Chr Sioux  Falls 

G.  S.  Paulson,  M.D Rapid  City 

Harold  Lowe,  M.D Mobridge 

H.  R.  Wold,  M.D Madison 

H.  B.  Munson,  M.D Rapid  City 

R.  F.  Thompson,  M.D Yankton 

T.  W.  Reul,  M.D Watertown 

Mary  Price,  M.D Armour 

Amos  Michael,  M.D Vermillion 

Medical  Licensure 

Magni  Davidson,  M.D.,  Chr Brookings 

D.  L.  Kegaries,  M.D Rapid  City 

C.  E.  Kemper,  M.D Viborg 

Veterans  Administration  & Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr Pierre 

M.  R.  Gelber,  M.D Aberdeen 

G.  H.  Steele,  M.D.  Aberdeen 

T.  J.  Billion,  M.D Sioux  Falls 

Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D Vermillion 

Prepayment  and  Insurance  Plans 

C.  J.  McDonald,  M.D.,  Chr Sioux  Falls 

D.  H.  Breit,  M.D Sioux  Falls 

Paul  Hohm,  M.D Huron 

E.  A.  Johnson,  M.D Milbank 

A.  A.  Lamport,  M.D Rapid  City 

Robert  Monk,  M.D Yankton 

Roscoe  Dean,  M.D Wessington  Springs 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.,  Chr Volga 

G.  J.  Bloemendaal,  M.D Ipswich 

E.  F.  Kalda,  M.D Platte 
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Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr Madison 

C.  L.  Vogele,  M.D Aberdeen 

D.  J.  Buchanan ..Huron 

Workmen's  Compensation 

J.  N.  Hamm,  M.D.,  Chr Sturgis 

H.  R.  Lewis,  M.D Mitchell 

R.  Giebink,  M.D Sioux  Falls 

Clinical  Pathology  Committee 

W.  A.  Geib,  M.D.,  Chr Rapid  City 

R.  L.  Carefoot,  M.D Huron 

A.  K.  Myrabo,  M.D Sioux  Falls 

Rehabilitation  Committee 

H.  L.  Ahrlin,  M.D.,  Chr Rapid  City 

R.  E.  Van  Demark,  M.D Sioux  Falls 

Paul  Bunker,  M.D Aberdeen 

D.  Hillan,  M.D Madison 

Wm.  Church,  M.D Sioux  Falls 

Press  Radio  Committee 
Steve  Brzica,  M.D.,  Chr Sioux  Falls 

E.  A.  Rudolph,  M.D Aberdeen 

F.  D.  Leigh,  M.D Huron 

Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr Huron 

A.  P.  Peeke,  M.D Volga 

H.  Russell  Brown,  M.D .Watertown 

R.  A.  Boyce,  M.D Rapid  City 

P.  V.  McCarthy,  M.D Aberdeen 

E.  J.  Perry,  M.D Redfield 

R.  F.  Hubner,  M.D Yankton 

C.  A.  Johnson,  M.D Lemmon 

Committee  on  Civil  Defense 

L.  C.  Askwig,  M.D.,  Chr Pierre 

G.  J.  Bloemendaal,  M.D Ipswich 

P.  V.  McCarthy,  M.D Aberdeen 

Commission  for  Improvement  of  Patient  Care 

D.  J.  Buchanan,  M.D.,  Chr.  (1959) Huron 

R.  Delaney,  M.D.  (1960) Mitchell 

M.  Sanders,  M.D.  (1960) Redfield 

C.  L.  Vogele,  M.D.  (1961) Aberdeen 

C.  F.  Gryte,  M.D.  (1961) Huron 

J.  A.  Muggly,  M.D.  (1959) Madison 

Committee  on  School  Health 
W.  A.  Anderson,  M.D.,  Chr. Sioux  Falls 

G.  Q.  Olsson,  M.D Rapid  City 

T.  E.  Eyres,  M.D Vermillion 

Committee  on  Budget  and  Audit 

A.  P.  Reding,  M.D.,  Chr Marion 

A.  A.  Lamport,  M.D Rapid  City 

C.  R.  Stoltz,  M.D Wateartown 

Hunters  Fall  Medical  Meeting 
W.  A.  Delaney,  M.D.,  Chr Mitchell 

H.  R.  Lewis,  M.D Mitchell 

L.  W.  Tobin,  M.D Mitchell 


Committee  on  Aging 

Warren  Jones,  M.D.,  Chr Sioux  Falls 

M.  M.  Morrissey,  M.D Pierre 

R.  J.  Bareis,  M.D Rapid  City 

Committee  on  Coroner's  Law 

W.  A.  Geib,  M.D.,  Chr Rapid  City 

M.  M.  Morrissey,  M.D Pierre 

R.  H.  Hayes,  M.D.  ,.. Winner 

Committee  on  Traffic  Safety 

J.  J.  Stransky,  M.D.,  Chr .Watertown 

R.  L.  Lillard,  M.D Madison 

H.  L.  Saylor,  M.D Huron 

Medical  - Legal  Conference  Committee 

C.  L.  Swanson,  M.D.,  Chr Pierre 

Ted  Hohm,  M.D Huron 

P.  P.  Brogdon,  M.D Mitchell 

W.  A.  Geib,  M.D Rapid  City 

Liason  Committee  with  The  South  Dakota 
Pharmaceutical  Association 

R.  A.  Buchanan,  M.D.,  Chr Huron 

R.  H.  Hayes,  M.D Winner 

L.  C.  Askwig,  M.D Pierre 


PRESIDENT'S  ADDRESS 
M.  M.  Morrissey,  M.D.,  Pierre 

At  one  time  in  my  life  I thought  that  adequate 
care  in  one’s  old  age  would  be  assured  by  having 
enough  money  laid  aside  to  purchase  shelter,  food, 
clothing,  medicine  and  necessary  hospital  care  for 
the  rest  of  one’s  days.  I have  come  to  see  the 
fallacy  of  that  attitude.  There  must  be  ways  and 
means  available  to  translate  money  into  adequate 
care  for  the  aging.  At  the  present  time  we  do  not 
have  sufficient  acceptable  facilities  to  care  for 
elder  citizens.  We  are  a rich  nation,  probably  the 
richest  in  the  world  in  the  production  of  goods, 
services,  and  material  things.  I am  confident  that 
the  problems  as  they  are  seen  and  defined  will  be 
solved  in  a satisfactory  manner.  Physicians  can 
and  should  be  the  leaders  in  the  campaign  for  bet- 
ter care  of  the  aging.  It  is  the  responsibility  of  the 
medical  profession  to  study  the  medical,  biological, 
psychological  and  socio-economic  factors  of  old 
age.  The  first  three  aspects  are  entirely  in  our 
field  and  in  order  to  practice  successfully,  we  must 
have  considerable  knowledge  of  socio-economic 
factors. 

Now,  What  is  being  done? 

In  1955  the  American  Medical  Association  estab- 
lished a Committee  on  Aging.  Much  of  the  material 
in  this  paper  has  been  derived  from  reports  of  that 
committee.  The  American  Medical  Association  has 
requested  State  Medical  Associations  to  appoint 
their  own  Committees  in  Aging.  We  have  such  a 
Committee  active  in  our  own  State  Medical  Asso- 
ciation framework,  more  recently,  the  Joint  Coun- 
cil to  Improve  the  Health  Care  of  the  Aged  has 
been  formed.  It  consists  of  representatives  of  the 
American  Medical  Association,  American  Dental 
Association,  American  Hospital  Association  and  the 
American  Nursing  Home  Association.  The  prime 
purposes  of  such  committees  are  to  explore  and 
consider  what  has  been  done,  arrive  at  definitions 
of  the  various  aspects  of  aging,  and  state  the  prob- 
lems to  be  solved.  They  will  cooperate  with  other 
professions,  organizations  and  institutions  that  are 
involved  in  the  care  of  our  elder  citizens.  They 
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will  further  translate  thoughts  and  ideas  into 
definite  plans  of  action.  Finally  and  most  import- 
ant of  all,  they  will  define  and  point  out  the  goal 
we  can  accept  as  the  ideal  care  of  the  aged. 

Much  work  and  research  is  being  expended  in 
study  of  the  changes  brought  about  in  the  body 
and  mind  in  the  aging  process.  Knowledge  of 
these  changes  is  necessary,  but  it  does  not  cover 
the  whole  problem.  In  order  to  understand  the 
aging  process  we  must  consider  all  changes  that 
occur  from  conception  to  death.  Possibly  we  can 
divide  conception,  growth  and  maturation  into  a 
separate  entity.  Then  comes  a period  of  prime. 
Sometime  during  the  period  of  prime  the  true 
aging  changes  begin.  There  is  a protoplasmic  and 
cellular  loss.  In  other  words  specialized  cells  such 
as  muscle  cells  are  replaced  by  less  differentiated 
cells  such  as  fibrous  and  fatty  tissue,  cartilage 
being  replaced  by  calcium  and  athero-schlerotic 
changes  in  the  blood  vessels.  Now  aging  has  begun 
and  continues  at  a varying  rate.  The  speed  of 
aging  and  even  its  onset  is  modified  by  many  fac- 
tors such  as:  Heredity,  atrophy  of  disuse,  nutrition, 
mental  activity  and  environment.  It  has  always 
been  observed  that  the  aging  process  occurs  later 
in  those  of  our  population  that  remain  mentally 
active,  e.g.  professional  people,  high  business 
executives,  authors,  and  even  skilled  workers  and 
artisians  that  remain  active  in  their  calling. 

As  our  population  rapidly  grows  older,  the 
largest  single  segment  of  a doctor’s  practice  will  be 
the  aging  person.  In  1900  there  were  about  3,000,- 
000  people  over  65  or  4%  of  the  total  population. 
Now  we  have  nearly  15,000,000  or  9%  of  the  pop- 
ulation. It  is  estimated  that  in  1975  there  will  be 
21,000,000  people  over  the  age  of  65.  A male  infant 
born  today  can  expect  to  live  68  years  and  his 
female  counterpart  can  expect  to  live  to  be  over 
70,  and  both  of  these  figures  are  higher  in  our  own 
State.  This  increase  is  longevity  is  largely  due  to 
advances  in  medical  science.  It  would  appear  that 
our  profession  has  already  been  performing  well 
in  caring  for  our  whole  population,  including  our 
elder  people.  I think  they  can  well  be  cared  for 
in  our  present  system  of  general  practice  and 
existing  specialties.  Most  older  people  would  re- 
sent being  segregated  into  a group  to  be  cared  for 
by  a geriaetric  specialist.  In  our  civilization,  to 
be  categorized  as  old  is  somewhat  of  a stigma.  I 
expect  our  profession  to  continue  their  rapid  tech- 
nical advancement  and  to  supply  good  care  to  our 
aging  population.  Most  of  our  charity  work  has 
been  among  the  old  and  destitute.  I am  confident 
the  medical  profession  will  continue  charity  work 
as  long  as  we  practice  under  a private  enterprise 
system. 

There  is  a basic  need  for  more  housing  in  the 
care  of  older  people.  But  the  problem  of  housing 
should  be  assessed  accurately  and  the  need  critic- 
ally evaluated  before  final  recommendations  are 
made.  Of  the  15,000,000  people  65  or  older,  about 
2/3  or  10,000,000  remain  active,  independent  and 
in  fairly  good  health.  They  should  remain  in  nor- 
mal community  life  as  long  as  possible.  The  re- 
maining 1/3,  or  approximately  5,000,000,  need  some 
type  of  special  arrangement,  ranging  from  foster 
homes  to  the  various  types  of  institutions.  All 
types  of  institutions  that  care  for  the  aged  should 
be  so  located  and  administered  so  the  facilities  of 
a good  general  hospital  are  easily  accessible.  Nurs- 
ing homes  are  becoming  an  increasingly  important 
factor  in  health  care.  They  can  render  a greater 
service  as  higher  standards  for  nursing  homes  are 
established  and  enforced.  This  type  of  faculty  can 
adequately  care  for  the  large  number  of  old  people 
who  have  infirmities  and  illness  requiring  varying 
amounts  of  good  care  but  do  not  need  the  highly 
specialized  equipment,  personnel  and  routines  of 
a general  hospital.  Homes  for  the  aged  fill  a great 


need  and  more  of  them  should  be  established.  The 
residents  of  these  homes  can  take  care  of  them- 
selves to  a large  extent.  They  will  need  help,  min- 
imal nursing  and  medical  care  only  in  emergencies. 
As  the  residents  grow  older  and  develop  infirm- 
ities and  serious  illnesses  or  injuries  they  will  need 
to  be  transferred  to  a general  hospital.  Homes  for 
the  aged  should  be  closely  associated  with  a good 
general  hospital.  Finally,  more  general  hospitals 
are  needed  in  the  smaller  communities.  In  the 
larger  general  hospitals  more  wings  and  wards 
could  be  established  to  care  for  the  long  term  ill- 
nesses of  the  old  persons. 

In  summary:  The  American  Medical  Association 
and  other  Major  health  organizations  are  expend- 
ing great  effort  in  determining  the  health  needs  of 
our  aging  population.  Further  they  are  exploring 
methods  designed  to  increase  opportunities  for 
older  people  to  obtain  voluntary  health  insurance 
coverage,  to  expand  health  care  facilities  to  meet 
the  needs  of  the  aged  and  to  develop  community 
health  services  for  the  aging  in  their  own  homes. 

I have  these  convictions  in  the  care  of  the  aging. 
Every  effort  should  be  made  to  keep  these  people 
in  their  own  homes,  neighborhoods  and  with  their 
families  and  friends.  If  conditions  develop  that 
make  that  no  longer  possible,  institutions  of  high 
standards  should  be  available  to  render  necessary 
care. 


AUDITING  AND  APPROPRIATIONS 
COMMITTEE  MEETING 
Saturday,  May  17,  1958 
Marvin  Hughitt  Hotel 
Huron,  S.  Dak. 

The  Auditing  and  Appropriations  Committee  met 
in  Parlor  A at  3:00  P.M.  Present  were  Drs.  A.  P. 
Reding,  Chairman,  A.  A.  Lamport,  C.  R.  Stoltz, 
M.  M.  Morrissey,  and  Executive  Secretary  John 
C.  Foster. 

Dr.  Stoltz  moved  that  a recommendation  be 
made  to  the  Council  that  Dr.  Mayer’s  share  of  the 
Journals  surplus  for  the  past  year  be  sent  to  his 
wife  in  appreciation  of  the  many  years  he  worked 
in  the  Journal’s  interest.  Dr.  Lamport  seconded 
the  motion  and  it  was  carried.  Dr.  Lamport  moved 
that  a recommendation  be  made  to  the  Council 
that  the  Council  appoint  a committee  to  investigate 
ways  to  invest  the  money  in  the  reserve  where 
more  interest  could  be  earned;  and  also  that  a 
committee  be  appointed  to  study  a deferred  income 
plan  for  employees  other  than  the  executive  secre- 
tary. The  committee  appointed  should  report  back 
to  the  Council  at  the  September  meeting.  Dr. 
Stoltz  seconded  the  motion  and  it  was  carried.  A 
discussion  was  held  on  the  funds  earmarked  for 
the  building  fund.  No  specific  action  was  taken. 
Dr.  Lampert  moved  that  the  Committee  accept  the 
CPA  audit.  Dr.  Stoltz  seconded  the  motion  and  it 
was  carried.  A discussion  was  held  on  the  pro- 
posed budget  and  a few  changes  made.  Dr.  Stoltz 
moved  that  the  proposed  budget  be  accepted,  with 
the  changes  made.  Dr.  Lampert  seconded  the  mo- 
tion and  it  was  carried.  The  meeting  adjourned 
at  4:00  P.M. 


FIRST  COUNCIL  MEETING 
May  17,  1958 

South  Dakota  State  Medical  Association 
Marvin  Hughitt  Hotel,  Huron,  S.  Dak. 

The  meeting  was  called  to  order  by  Dr.  David- 
son, Chairman  of  the  Council  at  4:15  P.M.  with  the 
following  doctors  answering  roll  call:  M.  M.  Mor- 
rissey, A.  A.  Lampert,  A.  P.  Reding,  R.  A. 
Buchanan,  C.  R.  Stoltz,  P.  V.  McCarthy,  J.  J. 
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Stransky,  Magni  Davidson,  L.  C.  Askwig,  Paul 
Hohm,  P.  P.  Brogdon,  C.  J.  McDonald,  T.  H.  Sal- 
tier, R.  H.  Hayes,  E.  A.  Johnson,  and  Executive 
Secretary  Foster.  Mr.  Foster  explained  the  ab- 
sence of  Dr.  Peeke,  due  to  illness,  and  Dr.  Lampert 
moved  that  a telegram  be  sent  to  him  from  the 
Council.  Dr.  McCarthy  amended  the  motion  to 
include  flowers.  The  motion  was  seconded  by  Dr. 
McDonald  and  carried. 

Dr.  Argabrite  discussed  the  use  of  penicillin  for 
the  prophylactic  treatment  of  rheumatic  fever.  A 
discussion  was  held  on  the  program.  Dr.  Lampert 
moved  that  the  report  be  referred  to  the  Reference 
Committee  of  the  House  of  Delegates  and  that  the 
Council  recommend  the  acceptance  of  the  report 
as  written  and  to  institute  the  program  as  advised. 
Dr.  McCarthy  seconded  the  motion  and  it  was 
carried. 

Dr.  Stoltz  moved  that  the  reading  of  the  minutes 
of  the  last  meeting  be  dispensed  with  due  to  the 
fact  that  they  were  published  in  the  Journal.  The 
motion  was  seconded  by  Dr.  Hohm  and  was  car- 
ried. 

Mr.  Foster  explained  the  work  done  so  far  on 
group  malpractice  insurance.  Mr.  S.  R.  Polus  and 
Mr.  Jerry  Halstead  explained  the  proposal  of  E.  W. 
Smith  & Company.  Mr.  Foster  spoke  on  Malprac- 
tice Underwriters  Insurance  Corporation  proposals. 
Dr.  Lampert  moved  to  refer  the  matter  back  to 
the  Committee  on  Medical  Economics  and  to  re- 
quest a definite  recommendation  be  made  by  the 
January  1959  Council  meeting.  Dr.  Stransky  sec- 
onded the  motion  and  it  was  carried. 

Mr.  Foster  discussed  the  negotiations  recently 
completed  in  Washington  on  the  Medicare  fee 
schedule  and  contract.  Dr.  Lampert  moved  that 
the  Council  adopt  the  Medicare  contract  and  fee 
schedule.  Dr.  McDonald  seconded  the  motion  and 
it  was  carried.  Dr.  Lampert  spoke  briefly  on  the 
Medicare  program. 

Mr.  Foster  read  the  proposed  budget.  Dr.  Red- 
ing moved  the  adoption  of  the  budget  as  read.  Dr. 
Lampert  seconded  the  motion  and  it  was  carried. 


COMBINED  OPERATING  BUDGET 
1958-1959 
INCOME 


ITEM 

PROPOSED 

State  Dues 

$ 31,500.00 

Annual  Meeting 

6,460.00 

AMA  Dues 

11,800.00 

Interest 

200.00 

Miscellaneous 

1,000.00 

Group  Life  Program 

25,000.00 

Journal  Advertising 

30,000.00 

Subscriptions 

1,200.00 

Hunters  Meeting 

8,000.00 

Reimbursements 

1,000.00 

Medical-Legal  Conference 

1,700.00 

DISBURSEMENTS 

ITEM 

$117,860.00 

PROPOSED 

Salary-Executive  Secretary 

$ 9,600.00 

Salary-Other 

10,000.00 

Social  Security 

310.00 

Legal  and  Audit 

750.00 

Rent 

300.00 

Telephone  and  Telegraph 

1,200.00 

Office  Supplies  and  Equipment 

27,000.00 

Dues  and  Subscriptions 

1,200.00 

Officers  Travel-Council 

2,700.00 

Executive  Secretary  Travel 

4,000.00 

Annual  Meeting 

5,500.00 

Public  Relations 

1,750.00 

AMA  Dues 

11,800.00 

Taxes 

200.00 

Unemployment  Taxes 

400.00 

Postage 

1,600.00 

Legislative  Expense 

3,500.00 

Benevolent  Fund  400.00 

Medical  School  Endowment  200.00 

Ladies  Auxiliary  550.00 

Life  Insurance  24,000.00 

Basic  Science  Investigation  500.00 

Transfer  to  Reserve  2,400.00 

Hunters  Meeting  5,000.00 

Expense  Account-Journal  600.00 

Refunds  200.00 

Blood  Bank  500.00 

Medical-Legal  Conference  1,700.00 


$117,860.00 

Dr.  Reding  read  the  recommendations  to  the 
Council  from  the  Budget  and  Auditing  Committee. 

1 : a recommendation  be  made  to  the  council  that 
Dr.  Mayer’s  share  of  the  Journal’s  surplus  for  the 
past  year  be  sent  to  his  wife  in  appreciation  of  the 
many  years  he  worked  in  the  Journal’s  interest. 

2:  a recommendation  be  made  to  the  Council  that 
the  Council  appoint  a committee  to  investigate 
ways  to  invest  the  money  listed  in  “Investments” 
in  a place  where  more  interest  would  be  earned. 
A Committee  be  appointed  to  study  a deferred  in- 
come plan  for  employees  other  than  the  executive 
secretary. 

Dr.  Buchanan  moved  that  Dr.  Mayer’s  share  of 
the  Journal’s  surplus  for  the  past  year  to  sent  to 
his  wife  in  appreciation  of  the  many  years  he 
worked  in  the  Journals  interest.  Dr.  Hayes  sec- 
onded the  motion  and  it  was  carried.  Dr.  Lampert 
moved  that  a committee  be  appointed  to  bring  in 
recommendations  concerning  the  possibility  of 
other  types  of  investments  of  reserve  funds  where 
better  interest  rates  could  be  obtained;  and  that 
a committee  be  appointed  to  study  a deferred  in- 
come plan  for  employees  other  than  the  executive 
secretary.  Dr.  Stoltz  seconded  the  motion  and  it 
was  carried. 

Mr.  Foster  discussed  resolutions  from  Georgia, 
Tennessee,  and  Texas  on  Medicare.  Dr.  Reding 
moved  that  the  Delegates  to  the  AMA  be  instruc- 
ted by  the  Council  to  do  what  they  see  as  best  in 
regard  to  this  issue  at  the  AMA  meeting.  Dr. 
McCarthy  seconded  the  motion  and  it  was  carried. 

Dr.  McCarthy  moved  that  the  Association  not 
sponsor  the  AAPS  essay  contest  this  year.  Dr. 
Stoltz  seconded  the  motion.  Dr.  Sattler  moved 
amendment  of  the  motion  to  read  that  the  “Asso- 
ciation not  sponsor  the  AAPS  essay  contest,  unless 
the  Auxiliary  would  like  to  enthusiastically  operate 
the  project,  with  the  Association  underwriting  the 
cost.”  Dr.  Stoltz  seconded  the  amendment  and  the 
motion  was  carried  as  amended. 

Mr.  Foster  explained  the  proposed  brochure  on 
the  Medical  Assistants  Asociation  which  would 
clarify  the  groups  interests  and  purposes.  He  also 
read  a letter  from  the  Aberdeen  District  Society 
concerning  the  Medical  Assistants  organization 
and  his  answer  to  this  letter.  A discussion  on  this 
matter  followed.  Dr.  Buchanan  moved  that  the 
brochure  be  sent  out  with  additions  and  corrections 
made.  Dr.  Hohm  seconded  the  motion  and  it  was 
carried. 

Mr.  Foster  read  the  report  of  the  Grievance 
Committee  on  the  Pierre  District,  vs.  a physician 
in  another  District.  Dr.  Pankow  asked  that  the 
reaction  of  the  District  bringing  the  grievance  and 
Council  on  this  action  be  included  in  the  minutes. 
Dr.  Askwig  moved  that  the  report  of  the  Grievance 
Committee  be  accepted  and  stated  that  the  District 
approved  the  action  of  the  Committee.  Dr.  Mc- 
Carthy seconded  the  motion  and  it  was  carried. 

A discussion  of  the  Distinguished  Service  Award 
was  then  held.  Dr.  Sattler  moved  that  all  three 
nominations  be  given  the  Distinguished  Service 


— 254 


JULY  1958 


Award.  Dr.  McCarthy  seconded  the  motion  and  it 
was  carried. 

Mr.  Foster  read  a letter  from  the  South  Dakota 
League  for  Nursing  requesting  funds  to  continue 
their  recruitment  program.  Dr.  Stoltz  moved  that 
the  Association  give  a like  amount  as  last  year  to 
this  organization.  Dr.  Hohm  seconded  the  motion 
and  it  was  carried. 

Mr.  Foster  read  a letter  from  the  National  So- 
ciety for  Medical  Research  requesting  funds  to 
continue  their  program.  Dr.  Sattler  moved  that 
$50  be  donated  to  this  organization.  Dr.  Stoltz 
seconded  the  motion  and  it  was  carried. 

Dr.  McDonald  moved  that  the  meeting  be  ad- 
journed. Dr.  Hayes  seconded  the  motion.  The 
meeting  adjourned  at  6:30  P.M. 


SECOND  COUNCIL  MEETING 
May  20.  1958 

South  Dakota  State  Medical  Association 
Marvin  Hughitt  Hotel.  Huron.  S.  Dak. 

The  second  meeting  of  the  Council  was  called  to 
order  by  Dr.  Davidson  at  9:45  P.M.,  Monday,  May 
20,  at  the  Marvin  Hughitt  Hotel  in  Huron.  Mr. 
Foster  took  the  roll  call,  with  the  following  doctors 
present:  Drs.  M.  M.  Morrissey,  A.  A.  Lampert,  R.  A. 
Buchanan,  A.  P.  Reding,  C.  R.  Stoltz,  Magni  David- 
son, J.  J.  Stransky,  L.  C.  Askwig,  P.  P.  Brogdon, 
C.  J.  McDonald,  T.  H.  Sattler,  J.  D.  Bailey,  R.  H. 
Hayes,  E.  A.  Johnson  and  Executive  Secretary 
Foster. 

The  first  item  of  business  was  the  election  of  a 
new  Chairman  of  the  Council.  Dr.  Stoltz  nominated 
Dr.  T.  H.  Sattler,  Dr.  Reding  seconded  the  nomina- 
tion. Dr.  Lampert  moved  that  nominations  be 
closed  and  that  a unanimous  ballot  be  cast  for  Dr. 
Sattler.  Dr.  Hayes  seconded  the  motion  and  it  was 
carried.  Dr.  Sattler  then  took  over  the  Chair. 

Mr.  Foster  read  the  minutes  of  the  previous 
meeting  and  they  were  approved  as  read.  Dr. 
Sattler  appointed  Dr.  McCarthy,  Chairman,  Dr. 
Lampert,  and  Dr.  Stoltz  to  serve  on  the  committee 
recommended  by  the  Budget  and  Auditing  Com- 
mittee to  investigate  ways  of  investing  the  reserves 
of  the  Association  and  also  to  investigate  a de- 
ferred income  plan  for  employees  of  the  Associa- 
tion, excluding  the  Executive  Secretary. 

Dr.  Sattler  read  the  four  nominations  for  Editor 
of  the  South  Dakota  Journal  of  Medicine  and  Phar- 
macy. In  the  balloting  Dr.  Rank  received  one  vote 
and  Dr.  R.  E.  Van  Demark  received  14.  Dr.  Stoltz 
moved  that  a unanimous  ballot  be  cast  for  Dr.  Van 
Demark.  Dr.  Hayes  seconded  the  motion  and  it 
was  carried.  It  was  suggested  that  Dr.  Van  Demark 
be  told  that  Dr.  Rank,  Dr.  Tracy  and  Dr.  Thompson 
were  interested  in  the  work  of  the  Journal  and 
would  probably  serve  in  an  associate  capacity  or 
assist  him  in  any  way  he  would  wish  to  utilize  their 
services. 

It  was  also  suggested  that  the  Editor  might  wish 
to  appoint  a man  in  each  District  to  encourage  the 
writing  of  articles  for  the  Journal.  A suggestion 
was  made  that  the  bibliographies  could  be  con- 
siderably shortened  to  aid  physicians  who  would 
like  to  prepare  papers  for  publication. 

Dr.  Sattler  then  accepted  nominations  for  the 
Secretary-Treasurer.  Dr.  Brogdon  moved  that  Dr. 
Reding  be  continued  as  Secretary-Treasurer  for  the 
next  three  years.  Dr.  Davidson  seconded  the  mo- 
tion. Dr.  Davidson  moved  that  a unanimous  ballot 
be  cast  for  Dr.  Reding,  Dr.  Buchanan  seconded  the 
motion,  and  it  was  carried. 

Mr.  Foster  read  a resolution  submitted  to  the 
Council  by  the  Basic  Science  Board  which  was  as 
follows. 

RESOLUTION 

The  following  Resolution  was  introduced  by 
Dr.  Reding  and  seconded  by  Dr.  Stoltz: 


WHEREAS:  during  the  past  year  the  Basic 
Science  Board  has  undertaken  a program  to 
prosecute  illegal  practitioners  of  the  healing  arts  of 
the  State  of  South  Dakota,  and 

WHEREAS:  such  Board  is  without  funds  to  carry 
forth  such  work  and  during  the  past  year  relied 
upon  contributions  from  the  various  organizations 
representing  legal  holders  of  Basic  Science  Cer- 
tificates, and 

WHEREAS:  it  is  for  the  best  interests  of  all  mem- 
bers of  the  medical  profession  that  such  work  be 
continued  and  that  it  is  essential  to  the  best  in- 
terests of  the  general  public  that  such  program  be 
continued,  therefore 

BE  IT  RESOLVED  that  each  member  of  the 
Medical  Association  be  (asked  to  contribute)  the 
sum  of  $25.00  each  to  continue  such  program  from 
this  date  until  the  first  day  of  July,  1959. 

A discussion  on  this  resolution  followed.  Dr. 
Buchanan  moved  that  the  wording  be  changed  to 
read:  BE  IT  RESOLVED  that  each  District  Med- 
ical Society  ask  its  members  to  contribute  the  sum 
of  $25.00  each  to  continue  such  program  from  this 
date  until  the  first  day  of  July,  1959.  Dr.  Reding 
seconded  the  motion  and  it  was  carried.  Dr.  Brog- 
don then  moved  that  the  resolution  be  adopted. 
This  motion  was  seconded  by  Dr.  Davidson  and 
carried. 

Mr.  Foster  read  the  next  resolution  introduced 
by  the  Basic  Science  Board  concerning  a renewal 
fee  for  the  holders  of  Basic  Science  certificates 
in  South  Dakota. 

RESOLUTION 

WHEREAS:  during  the  past  year  the  Basic 
Science  Board  has  conducted  a program  to 
prosecute  and  eliminate  illegal  practitioners  of  the 
healing  arts  pursuant  to  Chapter  130  of  the  Session 
Laws  of  1953  and  acts  amendatory  thereto,  and 

WHEREAS:  the  only  funds  available  to  the  Basic 
Science  Board,  except  voluntary  contributions 
from  associations  representing  the  legal  holders  of 
Basic  Science  Certificates,  are  funds  paid  by  ap- 
plicants for  certificates,  and  which  funds  are  en- 
tirely inadequate  to  sustain  the  board  and  its 
normal  function  even  excluding  the  prosecution  of 
illegal  practitioners  and 

WHEREAS:  the  functions  of  the  Basic  Science 
Board  are  of  vital  importance  to  every  holder  of  a 
Basic  Science  Certificate  and  to  the  general  public 
of  the  State  of  South  Dakota  and  that  it  is  for  the 
best  interest  of  the  public  and  individual  members 
of  the  medical  profession  that  programs  of  such 
board  be  carried  forth,  therefore 

BE  IT  RESOLVED  that  the  Medical  Association 
go  on  record  by  the  actions  of  this  Council  as  being 
in  favor  of  an  amendment  to  the  Basic  Science 
Law,  which  amendment  shall  be  presented  to  the 
1959  Legislative  Session  as  follows: 

Annual  Renewal  Fee.  Each  year  the  holders 
of  Basic  Science  Certificates  practicing  in  the 
state  of  South  Dakota  shall  pay  an  annual  re- 
newal fee  therefor  not  to  exceed  the  sum  of 
Ten  Dollars  ($10.00)  and  which  amount  shall 
be  set  by  the  Basic  Science  Board  according  to 
its  estimated  necessary  expenditures  for  the 
ensuing  year. 

BE  IT  FURTHER  RESOLVED:  that  the  details  of 
such  annual  renewal  fee  such  as  time  of  payment, 
section  number  and  other  similar  details  be  worked 
out  by  the  Legislative  Committee  before  whom  the 
same  is  presented  according  to  recommendations 
made  by  the  representative  of  the  associations  of 
the  various  holders  of  the  Basic  Science  Cer- 
tificates. 

Dr.  Stoltz  moved  that  the  Council  go  on  record 
in  favor  of  the  intent  of  the  resolution  and  that  the 
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matter  be  referred  to  the  Legislative  Committee 
for  definitive  recommendations.  The  Committee 
should  report  back  to  the  Council  before  the  next 
legislative  session.  Dr.  Lamport  seconded  the  mo- 
tion and  it  was  carried.  Dr.  Brogdon  moved  that 
the  suggestions  made  by  the  Council  concerning 
the  amount  of  the  renewal  fee  be  forwarded  to  the 
Legislative  Committee.  Dr.  Hayes  seconded  the 
motion  and  it  was  carried. 

Dr.  Davidson  moved  that  the  $500.00  expenditure 
for  the  Blood  Bank  workshop  as  voted  by  the 
House  of  Delegates  be  approved.  Dr.  Hayes  sec- 
onded the  motion  and  it  was  carried. 

Dr.  Davidson  moved  that  the  meeting  be  ad- 
journed. Dr.  McDonald  seconded  the  motion  and 
it  was  carried. 

The  meeting  adjourned  at  11:00  P.M. 


FIRST  HOUSE  OF  DELEGATES  MEETING 
May  17.  1958 

South  Dakota  State  Medical  Association 
Marvin  Hughitt  Hotel,  Huron,  S.  Dak. 

The  first  meeting  of  the  House  of  Delegates  was 
called  to  order  at  7:50  P.M.  by  Dr.  C.  R.  Stoltz, 
Speaker  of  the  House.  The  following  delegates 
answered  Roll  Call:  Drs.  M.  M.  Morrissey,  A.  P. 
Reding,  A.  A.  Lamport,  R.  A.  Buchanan,  C.  R. 
Stoltz,  P.  V.  McCarthy,  J.  J.  Stransky,  Magni 
Davidson,  L.  C.  Askwig,  Paul  Hohm,  P.  P.  Brogdon, 

C.  J,  McDonald,  T.  H.  Sattler,  R.  H.  Hayes,  E.  A. 
Johnson,  E.  A.  Rudolph,  R.  K.  Rank,  G.  R.  Bartron, 

D.  C.  Austin,  J.  Anderson,  C.  L.  Swanson,  H.  Say- 
lor, J.  C.  Hagin,  R.  G.  Gere,  A.  K.  Myrabo,  R.  S. 
Monk,  R.  F.  Hubner,  W.  Geib,  H.  Grau,  E.  T.  Ruud, 
S.  F.  Sherrill,  P.  Lakstigala,  F.  C.  Totten,  L.  W. 
Keller,  and  Executive  Secretary  Foster.  Dr.  Lam- 
pert  moved  that  inasmuch  as  the  minutes  were 
published  in  the  Journal  that  the  reading  of  the 
minutes  be  dispensed  with.  Dr.  Reding  seconded 
the  motion  and  it  was  carried. 

Mr.  Foster  introduced  Mr.  Joseph  McGreevy  who 
discussed  the  group  life  insurance  program.  Mr. 
John  Zimmer  then  reported  to  the  House  of  Dele- 
gates on  the  prosecution  of  illegal  practitioners. 
Dr.  Carlos  Kemper  spoke  on  the  cost  of  conducting 
these  investigations. 

Dr.  Johnson  moved  that  the  reports  of  the  of- 
ficers and  Councilors  not  be  read  as  they  are  pub- 
lished in  the  Delegates  Handbook.  Seconded  by 
Dr.  Hayes  and  carried. 

Mr.  Foster  read  the  proposed  budget  for  ap- 
proval. Dr.  Davidson  moved  to  adopt  the  proposed 
budget  as  presented.  Dr.  Rudolph  seconded  the 
motion  and  it  was  carried. 

Dr.  Stoltz  then  read  the  Reference  Committee 
Appointments.  They  are  as  follows: 

REFERENCE  COMMITTEE  APPOINTMENTS 

NO.  1 CREDENTIALS 

R.  A.  Buchanan,  M.D.,  Chr. 

W.  E.  Jones,  M.D. 

P.  P.  Brogdon,  M.D. 

NO.  2 REFERENCE  COMMITTEE  ON  OFFICERS 
AND  COUNCILORS 

L.  C.  Askwig,  M.D.,  Chr. 

S.  F.  Sherrill,  M.D. 

R.  S.  Monk,  M.D. 

NO.  3 RESOLUTIONS  AND  MEMORIALS 
D.  C.  Austin,  M.D.,  Chr. 

D.  F.  Fedt,  M.D. 

J.  C.  Hagin,  M.D. 

NO.  4 REPORT  OF  STANDING  COMMITTEES 
C.  J.  McDonald,  M.D.,  Chr. 

E.  T.  Ruud,  M.D. 

J.  J.  Stransky,  M.D. 

NO.  5 SPECIAL  COMMITTEES  AND  MISCEL- 
LANEOUS BUSINESS 

T.  H.  Sattler,  M.D.,  Chr. 


P.  V.  McCarthy,  M.D. 

R.  H.  Hayes,  M.D. 

NO.  6 NOMINATING  COMMITTEE 

W.  Geib,  M.D.,  Chr. 

G.  R.  Bartron,  M.D. 

D.  C.  Austin,  M.D. 

R.  K.  Rank,  M.D. 

C.  L.  Swanson,  M.D. 

H.  L.  Saylor,  M.D. 

R.  G.  Gere,  M.D. 

A.  K.  Myrabo,  M.D. 

R.  H.  Hubner,  M.D. 

F.  C.  Totten,  M.D. 

P.  Lakstigala,  M.D. 

L.  W.  Keller,  M.D. 

Resolution  #1  concerning  findings  of  surveys  by 
the  State  Board  of  Health  and  Medical  Association 
which  was  introduced  by  the  Seventh  District 
Medical  Society  was  referred  to  the  Reference 
Committee  on  Reports  of  Special  Committees  and 
Miscellaneous  Business. 

An  act  providing  for  the  confidential  character 
of  medical  studies  conducted  by  the  South  Dakota 
State  Board  of  Health,  South  Dakota  State  Medical 
Association  or  allied  medical  societies. 

Be  it  enacted  by  the  State  Legislature  of  the 
State  of  South  Dakota. 

(1)  All  information,  interviews,  reports,  state- 
ments, memoranda,  or  other  data  procured  by 
the  State  Board  of  Health,  State  Medical  Asso- 
ciation or  allied  medical  societies  in  the  course 
of  a medical  study  for  the  purpose  of  reducing 
morbidity  or  mortality  shall  be  strictly  con- 
fidential and  shall  only  be  used  for  medical  re- 
search. 

(2)  Such  information,  records,  reports,  statements, 
notes,  memoranda,  or  other  data,  shall  not  be 
admissible  as  evidence  in  any  action  of  any 
kind  in  any  court  or  before  any  tribunal,  board, 
agency  or  person. 

(3)  The  furnishing  of  such  information  in  the 
course  of  a research  project  to  the  State  Board 
of  Health,  State  Medical  Association  or  allied 
medical  societies  or  their  authorized  represen- 
tatives, shall  not  subject  any  person,  hospital, 
sanitarium,  nursing  or  rest  home  or  such 
agency  to  any  action  for  damages  or  other 
relief. 

(4)  No  patient,  or  patient’s  relatives,  or  patient’s 
friends  named  in  any  medical  study,  shall  be 
interviewed  unless  consent  of  the  attending 
physician  and  surgeon  is  first  obtained. 

(5)  The  disclosure  of  any  information,  records, 
reports,  statements,  notes,  memoranda  or  other 
data  obtained  in  a medical  study  except  that 
necessary  for  the  purpose  of  the  specific  study 
is  thereby  declared  a misdemeanor  and  punish- 
able as  such. 

Resolution  #2  concerning  reciprocity  of  the  Basic 
Science  Board  with  the  National  Boards  was  also 
referred  to  the  Reference  Committee  on  Reports 
of  Special  Committees  and  Miscellaneous  Business. 

WHEREAS:  The  National  Board  of  Medical 
Examiners  conducts  an  examination  in  the  Basic 
Sciences  that  is  equivalent  to  the  examinations 
conducted  by  the  South  Dakota  Board  of  Exam- 
iners in  the  Basic  Sciences,  and 

WHEREAS:  The  State  Board  of  Medical  and 
Osteopathic  Examiners  extends  reciprocal  relations 
to  the  National  Boards, 

THEREFORE,  BE  IT  RESOLVED,  that  the  South 
Dakota  State  Medical  Association  instruct  its  Leg- 
islative Committee  to  draw  and  support  appro- 
priate legislation  to  accomplish  such  reciprocal 
relations,  and  further  that  a copy  of  this  resolution 
be  forwarded  to  the  members  of  the  South  Dakota 
Board  of  Examiners  in  the  Basic  Science. 

Mr.  Foster  read  a resolution  from  the  Grievance 
Committee  and  the  Committee  on  Medical  Defense 
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concerning  consolidation  of  the  two  committees. 
This  was  referred  to  the  Reference  Committee  on 
Reports  of  Standing  Committees. 

To  the  Reference  Committee  to  whom  the  reports 
of  the  Grievance  Committee  and  the  Medical  De- 
fense Committee  reports  are  referred; 

The  two  above  committees,  by  their  respective 
chairmen,  wish  to  make  this  supplementary  report 
to  the  proper  Reference  Committee. 

1.  That  the  two  committees  shall  be  considered 
as  a Standing  Committee  of  the  South  Dakota 
State  Medical  Association. 

2.  That  such  committee  shall  consist  of  the 
present  Grievance  Committee  as  now  constituted 
by  the  by-laws  and  a Medical  Defense  Committee 
consisting  of  representatives  of  the  following 
specialities:  i.e.  Medicine,  General  Surgery,  Ob- 
Gyn,  EENT,  Pediatrics,  Orthopedics,  and  Radiology. 

3.  That  any  threatened  suit  against  any  doctor 
of  medicine  in  the  State  of  South  Dakota  shall  be 
referred  to  a panel  of  at  least  five  members  of  the 
combined  committees,  at  least  two  of  them  shall 
be  regular  members  of  the  Grievance  Committee 
as  now  constituted. 

4.  That  this  panel  shall  review  the  facts  and 
evidence  concerning  any  pending  or  threatened 
suit  against  any  physician  in  this  jurisdiction  and 
after  due  review  and  deliberation  of  the  facts  pre- 
sented recommend: 

(a) .  Settlement  of  the  suit  by  the  doctor  or  his 

insurance  carrier;  or 

(b) .  Defense  of  the  physician  by  all  legal  and 

moral  means  available  to  the  South  Dakota 

State  Medical  Association. 

Your  two  committees  recommend  to  the  House 
of  Delegates  that  this  proposal  be  endorsed  by  the 
House  duly  assembled,  and  that  the  two  commit- 
tees involved  be  asked  to  jointly  meet  and  draw  up 
a proposal  to  be  presented  to  the  next  annual 
regular  meeting  of  the  House  for  adoption. 

By  the  Grievance  Committee 
L.  J.  Pankow,  M.D.,  Chairman 

By  the  Medical  Defense  Committee 
A.  P.  Reding,  M.D.,  Chairman 

Dr.  Lampert  moved  that  the  House  of  Delegates 
request  the  Basic  Science  Board  to  put  in  writing 
that  which  they  request  and  submit  it  to  the  Coun- 
cil for  action.  Dr.  Ruud  seconded  the  motion  and 
it  was  carried. 

Dr.  Stoltz  gave  the  Reference  Committee  their 
instructions. 

Dr.  Hayes  moved  that  the  meeting  be  adjourned. 
Dr.  Totten  seconded  the  motion  and  it  was  carried. 

The  meeting  adjourned  at  9:00  P.M. 

SECOND  HOUSE  OF  DELEGATES  MEETING 
May  18.  1958 

South  Dakota  State  Medical  Association 
Marvin  Hughitt  Hotel.  Huron.  S.  Dak. 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  Dr.  C.  R.  Stoltz,  Speaker  of  the 
House  at  2:00  P.M.  Sunday,  May  18. 

The  following  delegates  were  present  for  roll 
call:  Drs.  M.  M.  Morrissey,  A.  P.  Reding,  A.  A. 
Lampert,  R.  A.  Buchanan,  C.  R.  Stoltz,  P.  V.  Mc- 
Carthy, J.  J.  Stransky,  L.  C.  Askwig,  Paul  Hohm, 
P.  P.  Brogdon,  C.  J.  McDonald,  T.  H.  Sattler,  R.  H. 
Hayes,  E.  A.  Johnson,  E.  A.  Rudolph,  R.  K.  Rank, 

D.  Fedt,  D.  C.  Austin,  J.  Anderson,  C.  L.  Swanson, 
H.  Saylor,  J.  Hagin,  R.  G.  Gere,  A.  K.  Myrabo, 
R.  S.  Monk,  R.  F.  Hubner,  W.  Geib,  W.  E.  Jones, 

E.  T.  Ruud,  S.  F.  Sherrill,  P.  Lakstigala,  F.  C.  Tot- 
ten, L.  W.  Keller  and  Executive  Secretary  Foster. 

Mr.  Foster  read  the  minutes  of  the  last  meeting. 
Dr.  Sattler  moved  to  accept  the  minutes  as  read. 
Dr.  Totten  seconded  the  motion  and  it  was  carried. 

Dr.  Geib  read  the  report  of  the  Nominating  Com- 
mittee. 

The  Nominating  Committee  presents  the  follow- 
ing slate  of  candidates: 


President-Elect — R.  A.  Buchanan,  M.D. 

Vice-President — C.  R.  Stoltz,  M.D. 

Speaker  of  the  House — Magni  Davidson,  M.D. 

Delegate  to  the  AMA — A.  A.  Lampert,  M.D. 

2 year  term 

Alternate  Delegate  to  the  AMA — A.  P.  Reding, 

M.D.,  2 year  term 

Councilor  from  3rd  District — M.  C.  Tank,  M.D. 

2 year  term 

Councilor  from  9th  District — J.  D.  Bailey,  M.D. 

3 year  term 

Councilor  from  10th  District — R.  H.  Hayes,  M.D. 

3 year  term 

Councilor  from  11th  District — H.  Lowe,  M.D. 

3 year  term 

Councilor  from  12th  District — E.  A.  Johnson, 

M.D.,  3 year  term 

Meeting  place  for  1960  convention  — Aberdeen, 
South  Dakota. 

Dr.  Geib  moved  that  the  report  of  the  Nominat- 
ing Committee  be  accepted.  Dr.  McCarthy  seconded 
the  motion  and  it  was  carried. 

Dr.  Buchanan  read  the  report  of  the  Committee 
on  Credentials  and  moved  the  report  be  accepted. 
The  motion  was  seconded  by  Dr.  Hayes  and  carried. 

Dr.  Askwig  read  the  report  of  the  Reference 
Committee  on  Reports  of  Officers  and  Councilors, 
and  moved  that  the  report  be  accepted  in  its  en- 
tirety. Dr.  Hayes  seconded  the  motion  and  it  was 
carried. 

Dr.  Austin  read  the  report  of  the  Reference  Com- 
mittee on  Resolutions  and  Memorials  and  moved 
the  adoption  of  the  report.  Dr.  Hayes  seconded  the 
motion  and  it  was  carried. 

Dr.  McDonald  read  the  report  of  the  Reference 
Committee  on  Standing  Committees  and  moved 
the  adoption  of  the  report.  Dr.  Reding  seconded 
the  motion  and  it  was  carried. 

Dr.  McDonald  read  the  resolution  submitted  by 
the  Grievance  Committee.  A discussion  on  this 
matter  followed.  Dr.  Lampert  introduced  a sub- 
stitute motion  as  follows:  I move  that  a Commit- 
tee be  appointed  by  the  Speaker  of  the  House  to 
study  the  duties  of  these  two  committees.  Medical 
Defense  and  the  Grievance  Committee,  and  report 
to  the  Council  at  the  January  meeting  of  the  Coun- 
cil. Dr.  Reding  seconded  the  motion  and  it  was 
carried. 

Dr.  Sattler  read  the  report  of  the  Reference  Com- 
mittee on  Special  Committees  and  Miscellaneous 
Business.  He  moved  the  adoption  of  the  report, 
this  was  seconded  by  Dr.  Reding  and  carried. 

Dr.  Stoltz  administered  the  Oath  of  Office  to 
President  A.  A.  Lampert,  M.D. 

Dr.  Stoltz  introduced  the  new  officers. 

Mr.  Foster  read  a few  announcements  concern- 
ing coming  events  of  the  meeting. 

Dr.  McDonald  moved  that  the  meeting  adjourn; 
seconded  by  Dr.  McCarthy  and  carried. 

The  meeting  adjourned  at  3:00  P.M. 

BLUE  SHIELD  MEETING 
(Corporate  Body  S.  D.  Medical  Service.  Inc.) 

The  meeting  was  called  to  order  by  Dr.  Mc- 
Donald at  9:00  P.M.,  Saturday  evening.  May  17. 
Inasmuch  as  the  House  of  Delegates  acts  also  as 
the  corporate  body  of  the  Blue  Shield  corporation, 
no  roll  call  was  taken. 

Mr.  Foster  read  the  report  of  the  CPA  Audit  of 
the  Blue  Shield  Corporation.  Dr.  Hohm  moved  that 
the  CPA  Audit  be  accepted.  Dr.  Hayes  seconded 
the  motion  and  it  was  carried. 

Dr.  McDonald  opened  the  floor  for  nominations 
to  the  Blue  Shield  Board  for  the  three  terms  ex- 
piring this  year,  which  are  Dr.  Breit,  Dr.  Johnson, 
and  Mr.  Beckwith.  Dr.  Lampert  moved  that  the 
same  three  men  be  nominated  again.  Dr.  Myrabo 
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seconded  the  nominations.  As  there  were  no 
further  nominations,  a unanimous  ballot  was  cast. 
Dr.  Ruud  moved  that  the  Blue  Shield  Board  ap- 
point a nominating  committee  in  future  years  and 
that  they  come  to  the  meeting  with  a slate  of  names 
to  be  submitted  in  nomination.  Dr.  Lamport  sec- 
onded the  motion  and  it  was  carried. 

]^.  Foster  explained  the  National  Accounts 
Agreement.  A discussion  on  this  matter  followed. 
Dr.  Hohm  moved  that  the  corporate  body  give  the 
Blue  Shield  Board  members  the  authority  to  enter 
into  a National  Accounts  Agreement.  Dr.  Johnson 
seconded  the  motion  and  it  was  carried. 

Mr.  Foster  explained  the  major  medical  coverage 
program.  Dr.  Lamport  moved  that  this  corporate 
body  direct  the  Blue  Shield  Board  of  Directors  to 
continue  investigation  on  major  medical  policies 
and  to  permit  them  to  authorize  Blue  Cross  to  sell 
Poulsen  major  medical  coverage  for  two  years;  at 
the  end  of  which  time  the  entire  situation  be  re- 
viewed. Dr.  Davidson  seconded  the  motion  and  it 
was  carried. 

Mr.  Foster  explained  the  rider  on  x-ray  diag- 
nostic coverage,  which  would  be  sold  as  a rider  to 
the  present  plan.  Dr.  Lampert  moved  that  the  cor- 
porate body  direct  the  Directors  of  Blue  Shield  to 
make  this  type  of  service  available.  Dr.  Hayes 
seconded  the  motion  and  it  was  carried. 

Dr.  Lampert  discussed  the  problem  of  coverage 
for  people  over  age  65.  Dr.  Lampert  moved  that 
the  Blue  Shield  Board  of  Directors  be  instructed  to 
urge  Blue  Cross  to  offer  direct  coverage  to  the  over 
age  65  group  and  that  similar  coverage  be  planned 
in  accordance  with  Blue  Shield  coverage.  Dr.  Ruud 
seconded  the  motion  and  it  was  carried. 

Dr.  Sattler  moved  that  the  Blue  Shield  Board 
of  Directors  seriously  study  the  possibility  of  alter- 
ing the  present  basic  Blue  Shield  coverage  main- 
taining the  present  Surgical  schedule  and  adjusting 
the  medical  service  schedule  to  that  of  the  National 
Accounts  Agreement  of  the  Blue  Shield  Commis- 
sion. Dr.  Davidson  seconded  the  motion.  Dr.  Lam- 
pert amended  the  motion  to  read  — “If  the  Blue 
Shield  Board  of  Directors  finds  the  actual  figures 
feasible,  that  they  activate  the  policy  immediately.” 
Dr.  Ruud  seconded  the  motion  and  it  was  carried. 

Dr.  Stransky  moved  that  the  delegates  be  sent  a 
copy  of  the  Blue  Shield  Handbook  in  advance  of 
the  meetings  in  the  future,  so  that  members  will 
have  time  to  study  the  proposals.  Dr.  Stoltz  sec- 
onded the  motion  and  it  was  carried. 

Dr.  Reding  moved  that  the  meeting  be  adjourned. 
Dr.  Hayes  seconded  the  motion  and  it  was  carried. 
The  meeting  adjourned  at  11:00  P.M. 

AGENDA 

Annual  Corporate  Meeting  — South  Dakota  Med- 
ical Service,  Inc. 

Call  to  order  — President,  C.  J.  McDonald,  M.D. 

Roll  Call  — Secretary 

Financial  Report  — (Calendar  year  1957) 

Report  on  Medicare  — (Calendar  year  1957) 
Election  of  Board  Members  — Terms  ending  for 
Dr.  Breit,  Dr.  Johnson  and  Mr.  Beckwith 
Old  Business 

New  Business  Consideration  of  National 
Accounts  Agreement 

Consideration  of  major  medical  coverage 
Consideration  of  a rider  covering  diagnostic 
x-rays. 

SOUTH  DAKOTA  MEDICAL  SERVICE,  INC. 

SIOUX  FALLS.  SOUTH  DAKOTA 
BALANCE  SHEET 
DECEMBER  31.  1957 

ASSETS 
Ledger  Assets: 

Cash  in  bank  — 

First  National  Bank 
Sioux  Falls,  South  Dakota 
$29,113.96 


Cash  on  hand  — 

petty  cash  fund  25.00  $29,138.96 


Accounts  receivable — 

U.  S.  Government  1,192.86 

Accounts  receivable — 

employees  20.86 


Total  leader  Assets  $30,352.68 


LIABILITIES  AND  RESERVES 
Liabilities: 

Notes  payable  — Doctors  and 
medical  institutions  $14,355.27 
Account  payable  — 

Olivetti  calculator  537.60 

Accrued  withholding 

tax  payable  97.40 

Accrued  Social  Security 

tax  payable  17.28 


Total  Liabilities 


$15,007.55 


Deferred  Income: 

Unearned  subscribed  dues  3,528.06 

RESERVES: 

Estimated  claims  — 

not  reported  21,778.33 

Surplus: 

Deficit  — December  31,  1957  ( 9,961,26) 


Total  Liabilities  and  Reserves 


$30,352.68 


Non-leader  Assets; 

Furniture  and  equipment  $ 2,170.78 
Less  reserve  for 

depreciation  134.02 


Book  value  $ 2,036.76 


SOUTH  DAKOTA  MEDICAL  SERVICE.  INC. 
STATEMENT  OF  RECEIPTS  AND 
DISBURSEMENTS 
Year  Ended  December  31,  1957 

Receipts: 

Earned  subscription  income  $52,065.31 

Medical  and  Surgical  Expense: 

Claims  paid  to 

participating  physicians  $ 9,158.25 
Claims  paid  to  non- 
participating physicians  8,112.40 


Total  medical  and 

surgical  expense  $17,270.65 

Operating  Expenses: 


Salaries  $ 5,230.52 

Travel  and 

travel  items  1,306.00 

Rent  200.00 

Board  meeting 

expense  73.33 

Boards,  bureaus  and 
associations  50.00 

Legal  expense  259.00 

Printing  and 

stationery  2,282.98 

Books,  newspapers 
and  periodicals  40.26 

Telephone  and 

telegraph  368.47 

Postage  918.48 

Collection  and 

exchange  .10 

Advertising  1,816.01 

Insurance,  except 

on  real  estate  260.83 

Employee 

relations  183.79 
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Auditing,  actuarial 


and  consulting 
Oustide  service 

248.15 

agencies 

Miscellaneous 

5,683.96 

expense 

Social  Security 

61.75 

tax  expense 

103.36 

Other  taxes 
Interest  paid  — 

8.49 

notes 

Interest  paid  — 
equipment 

452.66 

purchased 
Taxes,  licenses 

69.08 

and  fees 
Depreciation 

4.00 

expense 
Furniture  and 

134.02 

fixture  expense 

281.84 

Gross  operating 

expense  $20,037.08 
Less 

reimbursement 
— . Medicare  4.181.06 


$15,856.02 


33,126.67 


$18,938.64 


( 21,778.33) 


($  2,839.69) 


Net  operating 
expense 

Total  expense 

Net  Operating  Income 
Other  Charges  on  Credits: 
Estimated  reserve  for 
unreported  services 

Net  Loss  to  Surplus  ■ — 
Unassigned 


FINANCIAL  REPORT  — MEDICARE 


ADMINIS- 


CLAIM 

TRATIVE 

% ADMINIS- 

COST 

COST 

TOTAI. 

TRATIVE 

Dec.  & Jan.  1957 

$ 1,575.00 

$ 608.59 

$ 2,183.59 

38.64% 

February,  1957 

4,355.50 

272.52 

4,628.02 

6.25 

March,  1957 

5,802.65 

669.38 

6,472.03 

11.53 

April,  1957 

9,203.25 

389.64 

9,592.89 

4.23 

May,  1957 

10,162.95 

287.13 

10,450.08 

2.82 

June,  1957 

12,450.15 

155.52 

12,605.67 

1.25 

July,  1957 

14,649.53 

377.74 

15,027.27 

1.25 

August,  1957 

8,696.33 

232.30 

8,928.63 

2.67 

September,  1957 

18,498.16 

470.66 

18,968.82 

2.54 

October,  1957 

13,554.40 

335.32 

13,889.72 

2.47 

November,  1957 

16,518.71 

392.64 

16,911.35 

2.38 

December,  1957 

12,380.42 

309.06 

12,689.48 

2.50 

Total  for  1957 

$127,847.05 

$4,500.50 

$132,347.55 

3.52% 

Average  per  month 

$ 10,653.92 

$ 375.04 

$ 11,028.96 

3.52% 

MEDICARE  CLAIM  BREAKDOWN 
PAID  DURING  1957 

PROCEDURE 

COST 
NO.  OF 
CASES 
COST 
PER 
CASE 


Deliveries 

45,531.13 

428 

106.38 

Ante  & Post 

3,739.48 

187 

19.99 

Partum  Care 

Drugs 

979.62 

64 

15.20 

Caesarian 

1,678.50 

8 

209.81 

Circumcision 

1,802.50 

155 

11.63 

Medical  Care 

14,260.00 

318 

44.84 

X-Ray 

717.00 

44 

16.29 

D & C 

2,185.00 

42 

52.02 

T & A 

3,488.00 

68 

51.29 

Herniotomy 

3,570.00 

25 

142.80 

Appendectomy 

2,197.00 

14 

156.93 

Fractures 

1,384.00 

17 

81.41 

Bronchoscopy  & 
Esophogoscopy 

527.00 

5 

105.40 

Abscesses 

250.00 

3 

83.33 

Cystoscopy 

371.00 

9 

41.22 

Ligation  Varicose 
Veins 

540.00 

4 

135.00 

Hemorrhoidectomy 

458.50 

5 

91.70 

Oopherectomy  & 
Salpingectomy 

1,793.25 

8 

224.15 

Hysterectomy 

1,302.00 

5 

260.40 

Anesthesia 

241.00 

9 

26.77 

All  Others 

12,047.94 

156 

77.23 

TOTALS 

$99,062.92 

1579 

BLUE  SHIELD  AGREEMENT  FOR  NATIONAL 
ACCOUNTS 

SOUTH  DAKOTA  MEDICAL  SERVICE,  INC. 
(A  Corporation,  Herein  Referred  to  as  Blue  Shield) 
CERTIFICATE 

Blue  Shield  hereby  certifies  that  it  is  participating 
in  a Group  Contract,  (herein  referred  to  as  the 
“Contract”)  with 

(herein  called  the  Employer)  pursuant  to  which  an 
eligible  Employee  of  the  Employer,  who  is  also 
named  in  an  identification  card  issued  by  Blue 
Shield,  and  such  of  his  Dependents,  if  any,  who  are 
eligible  for  coverage,  are  each  entitled  to  benefits 
as  described  in  the  following  pages  of  this  cer- 
tificate and  the  endorsements,  if  any,  attached 
hereto. 

ARTICLE  I — DEFINITIONS 

1.  “Dependent”  means  (a)  an  Employee’s  spouse 
and  (b)  an  Employee’s  unmarried  child  under  19 
years  of  age,  including  such  stepchildren,  foster 
children,  and  other  children  as  depend  upon  the 
Employee  for  support. 

2.  “Subscriber”  means  the  Employee,  his  or  her 
spouse,  and  each  other  Dependent,  only  if  and 
while  such  person  is  covered  by  the  Contract.  A 
spouse  shall  cease  to  be  a Subscriber  upon  term- 
ination of  marriage  to  the  Employee.  A child  shall 
cease  to  be  a Subscriber  upon  the  attainment  of 
age  19,  or  the  marriage  of  such  child,  whichever 
occurs  first. 

3.  “One  Person  Coverage”  means  coverage  for  an 
Employee  only. 

4.  “Family  Coverage”  means  coverage  for  an  Em- 
ployee and  one  or  more  Dependents. 

5.  “Hospital”  means  an  institution  which  is  pri- 
marily engaged  in  providing  — for  compensation 
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from  its  patients  and  on  an  in-patient  basis  — 
diagnostic  and  therapeutic  facilities  for  the  sur- 
gical and  medical  diagnosis,  treatment,  and  care 
of  injured  and  sick  persons,  by  or  under  the 
supervision  of  a staff  of  physicians  who  are  duly 
licensed  to  practice  medicine,  and  which  con- 
tinuously provides  twenty-four  (24)  hours  a day 
nursing  service  by  registered  graduate  nurses,  and 
which  is  not,  other  than  incidentally,  a place  for 
rest,  a place  for  the  aged,  a place  for  pulmonary 
tuberculosis,  a place  for  mental  disorders,  a place 
for  drug  addicts,  a place  for  alcoholics,  or  a nursing 
home. 

6.  “Physician”  means  a duly  licensed  physician 
legally  entitled  to  practice  medicine  and  surgery. 

7.  “Schedule”  means  the  “Schedule  of  Allowances” 
which  is  attached  to  and  made  a part  of  the  Con- 
tract. 

ARTICLE  II  — ELIGIBILITY  FOR  COVERAGE 

1.  Subject  to  the  provisions  of  the  Contract,  cov- 
erage shall  be  available  to  employees  of  the  Em- 
ployer who  shall  have  been  designated  by  the  Em- 
ployer in  the  application  for  the  Contract. 
ARTICLE  III  — BENEFITS  PROVIDED 
1.  Subject  to  the  terms  and  conditions  of  this  Cer- 
tificate and  the  Contract,  benefits  of  this  Cer- 
tificate as  listed  in  the  Schedule,  but  in  no  event 
to  exceed  the  Physician’s  fee,  shall  be  provided  for 
services  rendered  to  the  Subscribed  by  a Physician 
for  the  treatment  of  injury  or  illness  as  follows: 

(a)  SURGICAL  SERVICES  SHALL  INCLUDE: 

(1)  Operative  and  cutting  procedures. 

(2)  Treatment  of  fractures  and  dislocations. 

(3)  Major  endoscopic  and  other  diagnostic 
procedures  as  listed  in  the  Schedule. 

(b)  OBSTETRICAL  SERVICES  shall  be  avail- 
able only  with  respect  to  intra-uterine  preg- 
nancy treminating  after  the  wife  included  in 
family  coverage  shall  have  been  a Subscriber 
for  270  consecutive  days,  under  this  or  any 
other  Contract  issued  by  Blue  Shield,  under 
which  benefits  for  obstetrical  services  were 
available  to  such  wife.  This  270  day  waiting 
period  shall  not  apply  to  termination  of  preg- 
nancy by  abortion  or  miscarriage  if  the  expec- 
ted date  of  confinement  would  have  occurred 
after  such  waiting  period. 

(c)  IN-HOSPITAL  MEDICAL  SERVICES  shall 
include  non-surgical  and  non-obstetrical  ser- 
vices of  a general  medical  nature  during  a 
period  of  hospitalization  as  a registered  bed 
patient,  for  a period  not  to  exceed  the  num- 
ber of  days  provided  in  the  Schedule. 
Successive  periods  of  hospitalization  shall  be 
deemed  to  be  continuous,  and  to  constitute  a 
single  period  of  hospitalization,  if  discharge 
from  and  readmission  to  a hospital  shall  occur 
within  a 90  day  period. 

Notwithstanding  the  foregoing,  in-hospital 
medical  services  shall  not  be  provided  when 
such  services  are  rendered  for  nursery  care 
of  the  newborn  during  the  hospital  stay  of 
the  mother. 

(d)  ANESTHESIA  SERVICES  shall  include  neces- 
sary anesthesia  services  in  connection  with 
surgical  and  obstetrical  services  rendered 
hereunder  when  performed  by  a Physician, 
other  than  the  surgeon,  or  his  assistant,  who 
customarily  bills  for  his  services,  and  when 
similar  benefits  are  not  available,  in  whole  or 
in  part,  to  the  Subscriber  under  a non-profit 
hospital  service  plan.  Anesthesia  services  shall 
not  include  the  local  infiltration  of  an  anes- 

Cl  1 Q n r'O 

(e)  DIAGNOSTIC  X-RAY  SERVICES  shall  in- 
clude x-ray  examinations  when  such  services 
are  rendered  by  a Physician,  who  customarily 
bills  for  her  services,  and  when  similar  bene- 
fits are  not  available,  in  whole  or  in  part,  to 
the  Subscribed  under  a non-profit  hospital 


service  plan  under  the  following  conditions: 

(1)  For  the  Subscriber  when  admitted  to  the 
hospital  as  a registered  bed  patient,  when 
such  examinations  are  consistant  with  the 
condition  for  which  hospitalization  is  re- 
quired. 

(2)  For  the  Subscribed  when  treated  in  a 
Physician’s  office  or  in  the  outpatient  de- 
partment of  a hospital,  when  such  exam- 
inations are  required  as  the  direct  result 
of  an  accident,  and  are  performed  within 
24  hours  of  the  accident. 

(f)  RADIATION  THERAPY  SERVICES  shall  in- 
clude roentgen  therapy,  or  the  application  of 
implantation  of  radium  or  radon,  for  the  treat- 
ment of  neoplastic  diseases  when  used  alone 
or  in  conjunction  with  surgical  services. 
Radiation  therapy  shall  also  include  the  use  of 
radioactive  isotopes  for  the  direct  treatment 
of  diseases  for  which  their  use  is  generally 
accepted. 

(g)  LABORATORY  SERVICES  shall  include 
pathological  examination  of  tissue.  Electro- 
cardiograms, Basal  Metabolism  Rate,  Electro- 
encephalogram, and  such  other  laboratory  de- 
terminations which  require  the  personal  in- 
terpretations of  a Physician  for  the  Subscriber 
when  admitted  to  the  hospital  as  a registered 
bed  patient,  and  when  such  services  are  ren- 
dered by  a Physician  who  customarily  bills 
for  his  services,  and  when  similar  benefits  are 
not  available  to  the  Subscriber,  in  whole  or  in 
part,  under  a non-profit  hospital  service  plan. 

(h)  PHYSIATRY  SERVICES  shall  include  only 
physician  therapy  administred  personally  by 
a Physician  to  a Subscriber  when  admitted  to 
a hospital  as  a registered  bed  patient  when 
such  Physician  customarily  bills  for  such  ser- 
vices, and  when  similar  benefits  are  not  avail- 
able, in  whole  or  in  part,  under  a non-profit 
hospital  service  plan.  If  the  Physician  render- 
ing the  physical  therapy  is  also  the  attending 
Physician,  benefits  will  be  available  only  once 
and  that  under  paragraph  (c)  above. 

ARTICLE  IV  — LIMITATIONS 

1.  When  care  is  rendered  by  two  or  more  Phys- 
icians, payment  hereunder  for  such  care  will  be 
the  same  as  if  rendered  by  one  Physican. 

2.  When  two  or  more  operative  procedures  are 
performed  at  the  same  time  through  the  same  sur- 
gical opening,  or  by  the  same  surgical  approach, 
payment  under  this  Certificate  shall  be  limited  to 
that  operative  procedure  for  which  the  highest 
allowance  is  set  forth  in  the  Schedule. 

3.  When  two  or  more  operative  procedures  are  per- 
formed at  the  same  time  through  different  surgical 
openings,  or  by  different  surgical  approaches,  in 
connection  with  wholly  distinct  and  unrelated  con- 
ditions, payment  under  this  Certificate  shall  be 
limited  to  that  operative  procedure  for  which  the 
highest  allowance  is  set  forth  in  the  Schedule,  plus 
one-half  of  the  amount  specified  for  all  other  op- 
erative procedures  performed. 

4.  When  anoperative  procedure  is  performed  in  two 
or  more  steps  or  stages,  payment  for  the  entire  op- 
erative procedure  shall  be  limited  to  the  amount 
set  forth  in  the  Schedule. 

5.  When  in-hospital  medical  care  is  rendered  con- 
currently with  either  surgical  care  or  obstetrical 
care.  Blue  Shield  in  its  sole  discretion  may  pro- 
vide benefits  for  in-hospital  medical  care  if  such 
in-hospital  medical  care  is  not  customarily  ren- 
dered as  part  of  surgical  care  or  obstetrical  care. 

6.  In-hospital  medical  services,  diagnostic  x-ray 
services,  laboratory  services,  and  physiatry  ser- 
vices, as  defined  in  Article  HI  above,  are  provided 
only  for  the  Subscriber  while  a registered  bed  pa- 
tient in  a hospital,  except  that  diagnostic  x-ray 
services  are  provided  in  connection  with  accident 
cases  in  the  outpatient  facility  of  a hospital  or  a 
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Physician’s  office  if  performed  within  24  hours 
of  the  accident. 

ARTICLE  V — EXCLUSIONS 

1.  Benefits  will  not  be  provided  for: 

(a)  Treatment  of  any  condition,  disease,  or 
ailment,  arising  out  of  or  in  the  course  of 
employment; 

(b)  Services  received  under  the  laws  of  the 
United  States  of  America,  or  any  state  or 
any  subdivision  thereof,  and  services  pro- 
vided or  made  available  by  the  Veteran’s 
Administration,  or  rendered  while  in 
active  military  service; 

(c)  Surgery  for  cosmetic  or  beautifying  pur- 
poses, except  for  accident  cases  arising 
after  the  effective  date  of  this  Contract; 

(d)  Extraction  of  teeth,  or  other  dental  pro- 
cesses; 

(e)  Medical  services  for  tuberculosis,  mental 
conditions,  drug  addiction,  or  alcoholism, 
or  for  diagnostic  studies  or  routine  or 
periodic  physical  examinations; 

(f)  Circumcision  of  a child  less  than  90  days 
of  age. 

ARTICLE  VI  — CONDITIONS  UNDER  WHICH 
BENEFITS  SHALL  BE  RENDERED 

1.  Benefits,  except  as  otherwise  provided  in  Para- 
graph 1.  — (b)  of  Article  III  hereof,  are  available 
from  the  effective  date  of  coverage  for  each  sub- 
scriber. 

2.  In  consideration  of  waiving  physical  examina- 
tions of  a Subscriber  and  as  a condition  precedent 
to  the  approval  of  claims  hereunder.  Blue  Shield 
shall  be  entitled  to  receive,  to  such  extent  as  may 
be  lawful,  from  attending  or  examining  Physicians, 
or  from  hosptials  in  which  a Physician’s  care  is  re- 
ceived, such  information  and  in  which  a Phys- 
ician’s care  is  received,  such  information  and  rec- 
ords relating  to  attendance  or  examination  of,  or 
treatment  rendered  to,  a Subscriber  as  may  be 
required  in  the  administration  of  such  claims,  pro- 
vided, however,  that  Blue  Shield  shall  in  every 
case  hold  such  information  and  records  as  con- 
fidential. 

ARTICLE  VII  — GENERAL  PROVISIONS 

1.  This  Certificate  is  non-assignable  and  the  bene- 
fits are  non-assignable  prior  to  a claim. 

2.  All  statements  made  by  the  Employer  or  by  the 
individual  Employees  shall  be  deemed  representa- 
tions and  not  warranties,  and  no  such  statement 
shall  be  used  in  defense  to  a claim  under  the  Con- 
tract, unless  it  is  contained  in  a written  application. 

3.  No  reduction  shall  be  made  in  any  benefit  herein 
provided  by  reason  of  change  in  the  occupation  of 
an  Employee  while  in  the  employ  of  the  Employer 
or  by  reason  of  his  doing  any  act  or  thing  pertain- 
ing to  any  other  occupation. 

4.  No  agent  has  authority  to  change  the  Contract 
or  waive  any  of  its  provisions.  No  change  in  the 
Contract  shall  be  valid  unless  approved  by  an 
executive  officer  of  Blue  Shield  and  evidenced  by 
endorsement  hereon. 

5.  The  coverage  for  any  Employee  and  his  or  her 
Dependents,  if  any,  which  shall  have  terminated 
in  any  manner  as  provided  herein,  may  be  rein- 
stated by  Blue  Shield  in  its  sole  discretion  upon 
such  terms  and  conditions  as  it  may  determine, 
but  if  such  termination  be  caused  by  failure  to 
contribute  to  charges  hereunder,  the  subsequent 
acceptance  of  payment  shall  reinstate  coverage  but 
only  to  cover’  accidental  injury  thereafter  sus- 
tained and  such  sickness  as  may  begin  more  than 
ten  days  after  the  date  of  such  acceptance. 

6.  Written  notice  of  care  on  which  claim  may  be 
based  must  be  given  to  Blue  Shield  by  or  on  be- 
half of  the  Employee  within  30  days  after  the  be- 
ginning of  confinement  in  the  hospital  or  furnish- 
ing of  care  whichever  is  earlier. 

7.  Such  notice  given  by  or  on  behalf  of  the  Em- 
ployee to  Blue  Shield,  with  particulars  sufficient  to 


identify  the  Subscriber,  shall  be  deemed  to  be 
notice  to  Blue  Shield.'  Failure  to  give  notice  within 
the  time  provided  in  the  Contract  shall  not  in- 
validate nor  reduce  any  claim  if  it  shall  be  shown 
not  to  have  been  reasonably  possible  to  give  such 
notice  and  that  notice  was  given  as  soon  as  was 
reasonably  possible. 

8.  Blue  Shield,  upon  receipt  of  such  notice,  will 
furnish  to  the  Employee  such  forms  as  are  usually 
furnished  by  it  for  filing  proofs  for  loss.  If  such 
forms  are  not  so  furnished  within  15  days  after  the 
receipt  of  such  notice,  the  Employee  shall  be 
deemed  to  have  complied  with  the  requirements  of 
the  Contract  as  to  proof  of  loss  upon  submitting 
within  the  time  fixed  in  the  Contract  for  filing 
proof  of  loss,  written  proof  covering  the  occur- 
rence, character  and  extent  of  the  care,  for  which 
claim  is  made. 

9.  Affirmative  proof  of  loss  must  be  furnished  to 
Blue  Shield  at  its  said  office  within  90  days  after 
the  termination  of  the  care  for  which  benefits  are 
payable  hereunder.  Failure  to  furnish  proof  of  loss 
within  the  time  provided  in  the  Contract  shall  not 
invalidate  or  reduce  any  claim  if  it  shall  be  shown 
not  be  have  been  reasonably  possible  to  furnish 
such  proof  of  loss  and  that  such  proof  of  loss  was 
furnished  as  soon  as  was  reasonably  possible. 

10.  All  benefits  provided  in  the  Contract  will  be 
paid  immediately  after  receipt  of  due  proof  and  in 
no  event  more  than  60  days  after  such  receipt  of 
proof. 

11.  No  action  at  law  or  in  equity  shall  be  brought 
to  recover  on  the  Contract  prior  to  the  expiration 
of  60  days  after  proof  of  loss  has  been  filed  in 
accordance  with  the  requirements  of  the  Contract, 
nor  shall  such  action  be  brought  at  all  unless 
brought  within  three  years  from  the  expiration  of 
the  time  within  which  proof  of  loss  is  required  by 
the  Contract. 

12.  Any  provisions  of  the  Contract  which,  on  its 
effective  date,  is  in  conflict  with  the  statutes  of  the 
state  in  which  an  Employee  resides  is  hereby 
amended  to  conform  to  the  minimum  requirements 
of  such  st/Ututos 

ARTICLE  VIII TERMINATION  OF  INDIVID- 
UAL COVERAGE  AND  CONVERSION 
PRIVILEGES 

1.  If  the  Employer  fails  to  pay  the  charges  to  Blue 
Shield  within  30  days  after  they  become  due  and 
payable,  the  Contract  is  automatically  terminated, 
and  no  Subscriber  shall,  after  30  day  period,  be 
entitled  to  any  further  benefits  hereunder,  but  dur- 
ing such  grace  period,  that  Contract  shall  continue 
in  force. 

2.  In  the  event  this  Contract  terminates  for  any 
reason,  the  Employer  shall  be  liable  for  all  charges 
due  and  unpaid,  including  charges  for  any  time 
this  Contract  is  in  force  during  a grace  period. 

3.  In  the  event  the  Employer  notifies  Blue  Shield 
that  the  coverage  of  any  Employee  under  the  Con- 
tract is  to  be  terminated,  the  coverage  respecting 
such  Employee  and  all  of  his  or  her  Dependents, 
if  any,  shall  terminate  automatically  at  the  end  of 
the  month  for  which  payment  of  the  charges  speci- 
fied herein  shall  have  been  made  by  the  Employer 
for  such  Employee. 

4.  The  coverage  of  the  spouse  of  an  Employee  shall 
automatically  cease  upon  termination  of  the  mar- 
riage. 

5.  The  coverage  of  a dependent  child  of  an  Em- 
ployee shall  automatically  cease  when  child 
reaches  the  age  of  19  years  or  marries,  whichever 
event  shall  first  occur. 

6.  If  coverage  of  an  Employee  is  terminated  solely 
because  he  leaves  the  employ  of  the  Employer 
while  the  Contract  is  in  effect,  he  may  apply  di- 
rectly within  30  days  thereafter  to  Blue  Shield  for 
its  standard  contract  issued  to  direct  payment  sub- 
scribers under  its  regulations  and  at  its  established 
charges. 
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Such  new  contract  shall  then  be  issued  by  Blue 
Shield  upon  payment  of  the  established  charges 
therefor  by  the  Subscriber.  If,  immediately  prior 
to  such  termination,  Family  Coverage  hereunder 
was  in  effect  as  to  such  Employee,  then 

(a)  For  nine  months  following  the  date  on 
which  such  new  contract  shall  become 
effective,  benefits  not  less  than  those 
specified  in  the  Contract  shall  be  made 
available  under  such  new  contract  for  any 
hospital  admission  in  which  a pregnancy, 
existing  on  the  date  of  termination  of  the 
Employee’s  coverage  hereunder,  term- 
inates; and 

(b)  The  waiting  period  for  obstetrical  benefits 
under  such  new  contract  will  not  exceed 
the  period  specified  herein  and  such  wait- 
ing period  will  be  reduced  by  the  number 
of  days  that  Family  Coverage  has  been  in 
effect  hereunder. 

ARTICLE  IX  — NOTICE 

Any  notice  given  under  the  Contract  shall  be  suf- 
ficient, if  given  to  the  Employer,  when  addressed 
to  it  at  its  office  stated  in  the  application;  if  given 
to  Blue  Shield,  when  addressed  to  it  as  its  office; 
or  if  given  to  a Subscriber,  when  addressed  to  the 
Subscriber  either  at  his  address  as  it  appears  on 
the  records  of  Blue  Shield,  or  in  care  of  the  Em- 
ployer. 

ARTICLE  X — SERVICE  BENEFITS 
(The  wording  of  this  article  will  be  left  to  the  dis- 
cretion of  the  individual  service  Plan.) 

ENDORSEMENT  #1 

OUT  OF  HOSPITAL  DIAGNOSTIC  X-RAY 
AND  LABORATORY  SERVICES 

1.  It  is  hereby  agreed  that  Article  III,  Section  l-(e) 
and  Article  III,  Section  l-(g)  are  amended  to  pro- 
vide the  following  benefits: 

(a)  Diagnostic  X-ray  examinations  when  such 
services  are  rendered  by  a Physician  who 
customarily  bills  for  his  services,  and  when 
such  services  are  rendered  for  an  eligible 
Subscriber  in  the  Physician’s  office,  the 
Subscriber’s  home,  or  the  Out-Patient  de- 
partment of  a hospital,  when  such  exam- 
inations are  required  for  the  diagnosis  or 
treatment  of  illness  or  injury. 

(b)  Laboratory  Services  when  such  services 
are  rendered  by  a Physician  who  cus- 
tomarily bills  for  his  services,  and  when 
such  services  are  rendered  for  an  eligible 
Subscriber  in  the  Physician’s  office,  the 
Subscriber’s  home,  or  the  Out-Patient  de- 
partment of  a hospital,  when  such  services 
are  required  for  the  diagnosis  or  treatment 
of  illness  or  injury. 

2.  Allowances  provided  under  the  provisions  of  this 

Endorsement  shall  be  in  accordance  with  the 
Schedule  attached  to  the  Certificate  and  shall  be 
limited  to  a maximum  of  $. for  Diag- 

nostic X-ray  Examinations  and  a maximum  of 

$ for  Laboratory  Services  during  a 

period  of  twelve  consecutive  months. 

3.  Allowances  under  this  Endorsement  will  not  be 
provided  when  such  services  are  performed  in  con- 
nection with  routine  physical  examinations,  screen- 
ing examinations,  or  when  such  services  are  pro- 
vided in  whole  or  in  part  under  a non-profit  hos- 
pital service  plan. 

4.  Except  as  expressly  modified  by  this  Endorse- 
ment, the  Blue  Shield  Certificate  and  the  terms 
and  conditions  under  which  it  was  issued  or  other- 
wise modified,  remain  unchanged  hereby  and  re- 
main in  full  force  and  effect. 

5.  This  Endorsement,  effective  _____ 

becomes  a part  of  the  Blue  Shield  Certificate  and 
should  be  attached  thereto. 


RATES  FOR  ABOVE  ENDORSEMENT  WITH 
MAXIMUM  ALLOWANCES  AS  SHOWN  BELOW 

$50  X-ray  $75  X-ray  $100  X-ray 

and  and  and 

$50  Lab.  $75  Lab.  $100  Lab. 

Single  $ .35  Single  $ .45  Single  $ .50 

Family  $ .85  Family  $1.20  Family  $1.35 

Plan 

SCHEDULE 

The  following  schedule  lists  the  allowances  pro- 
vided under  this  Certificate  for  the  services  des- 
cribed in  Article  III.  Additional  Surgical,  Obstet- 
rical, X-ray  and  Laboratory  procedures  for  which 
benefits  are  provided  are  included  in  the  Master 
Schedule  which  is  available  for  inspecion  in  the 
office  of  Blue  Shield.  For  any  such  benefits  which 
are  not  listed  in  the  Master  Schedule,  Blue  Shield 
reserves  the  right  to  determine  a maximum  amount 
on  the  basis  of  comparable  procedures  for  which 
allowances  are  established. 

The  amounts  of  allowances  enumerated  below 
are  not  intended  to  indicate  or  fix  the  value  of 
physicians’  services.  Physicians  are  privileged  to 
charge  their  usual  fees,  (except  when  the  pro- 
visions of  Article  X of  the  (Certificate  are  ap- 
plicable). 

1.  SURGICAL  ALLOWANCES 


Code 

Allowance 

ABDOMEN 

3261  Appedectomy 

150 

3515  Gall  Bladder,  removal 

225 

of 

3114  Stomach,  total  removal 

300 

(Total  gastrectomy) 

3174  Small  intestine. 

250 

resection  with  anastomosis 

3178  Large  intestine, 

300 

resection  (colectomy) 

3180  Partial  resection 

150 

(Mikulicz) 

3571  Laparotomy 

150 

BREAST 

0445  Breast  tumor,  removal 

50 

0457  Breast,  simple  removal. 

100 

one 

0463  Breast,  simple  removal. 

200 

both 

0470  Breast,  radical  removal, 

300 

one 

0472  Breast,  radical  removal. 

300 

both 

CHEST 

3043  Esophagus,  removal 

300 

(esophagectomy) 

2166  Lung,  exporatory 

150 

(pneumonotomy) 

2191  Lung,  removal  (total  pneumonectomy)  300 

Code 

Allowance 

DISLOCATION,  REDUCTION  OF 

1284  Shoulder,  closed 

75 

1286  Shoulder,  open 

225 

1344  Knee,  closed 

100 

1346  Knee,  open 

225 

EAR  NOSE  AND  THROAT 

5972  Mastoidectomy, 

225 

simple,  both  sides 

5976  Mastoidectomy,  radical 

300 

both  sides 

2993  Tonsillectomy,  or 

50 

with  adenoidectomy 

1928  Submucous  resection 

100 

2051  Laryngectomy 

300 

(complete  removal  of  larynx) 

EYE 

5611  Cataract,  removal 

225 
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5631  Retina,  reattachment  300 

5641  Strabismus,  one  eye  125 

5642  Strabismus,  both  eyes  150 

FRACTURES,  REDUCTION  OF 

0761  Ribs,  Simple  strapping  25 

0740  Collar  bone  50 

(clavicle),  closed 

0720  Spine,  vertebral  body,  one  or  more  150 

0820  Forearm,  both  bones  150 

immobilization  only 

Code  Allowance 

0821  Forearm,  both  bones,  150 

closed 

0823  Forearm,  both  bones,  225 

open  (or  compound) 

0865  Thigh  (femur),  closed  150 

0867  Thigh,  open  300 

0902  Leg  (tibia),  closed  100 

0904  Leg  (tibia),  open  150 

GENITO-URINARY  TRACT 
3821  Kidney,  removal  250 

3811  Kidney,  cuttin  ginto  250 

for  stone  removal 

3924  Bladder  tumor  125 

(resection) 

4321  Prostate,  complete  removal  225 

4122  Circumcision,  under  age  one  year  10 

4123  age  one  year  to  13  years  25 

4125  age  13  years  or  over  35 

3933  Cystoscopy  with  biopsy  75 

3937  Cystoscopy  with  stone  removal  75 

GOITRE  (THYROID) 

4917  Thyroidectomy,  total  or  sub-total  225 

4921  Hemithyroidectomy,  150 

lobectomy 
GYNECOLOGY 

4614  Fibroid  of  uterus,  150 

removal  (myomectomy) 

4617  Uterus,  total  removal  250 

(hysterectomy) 

4627  Hysterectomy,  radical  300 

(Wertheim) 

4581  Oophorectomy  (removal  of  ovaries)  150 

4644  Dilation  and  curettage  60 

(non-puerperal) 

4681  Uterine  suspension  150 

(hysteropexy) 

488  Cystocele  and  rectocele,  175 

repair,  or  with  perineoplasty 

Code  Allowance 

HEART 

2315  Valvulotomy  300 

2351  Cardiorrhaphy,  suture  of  heart  wound  300 

HERNIA 

Cutting  operation  for  radical  cure  of: 

3631  Inguinal  or  femoral  hernia,  one  side  150 

3638  Inguinal  or  femoral  hernia,  both  sides  200 

1487  Diaphragmatic,  transthoracic  300 

RECTUM 

3291  Complete  removal  of  rectum  300 

3380  Hemorrhoids,  excision,  100 

internal  or  with  external  40 

3377  Hemorrhoids,  external 
only,  excision  of 
SKULL  AND  SPINAL  CORD 
5154  Brain  tumor  or  cyst,  300 

excision  of 

5221  Spinal  cord  tumor,  300 

excision  of 

1074  Intervertebral  disc,  300 

excision  of 
VARICOSE  VEINS 

2565  Ligation,  one  leg  90 

2566  Ligation,  both  legs  150 

2.  DIAGNOSTIC  PROCEDURES 


Benefits  for  diagnostic  procedures  are  limited  to 
those  procedures  listed  below.  No  benefits  are 
provided  for  procedures  which  are  not  listed. 


Code  Allowance 

2071  Laryngscopy  25 

2111  Branchoscopy  50 

2201  Thoracoscopy  50 

2331  Catheterization  of  heart  35 

2334  Angiocardiography  20 

2434  Cerebral  Arteriography  35 

2436  Thoracis  Aortography  20 

2441  Lumbar  Aortography  20 

Code  Allowance 

3051  Esophagoscopy  50 

3121  Gastroscopy  50 

3621  Peritoneoscopy  40 

3931  Cystoscopy,  with  pyelograms  35 

5081  Pneumoencephalogram  35 

5084  Myelography  35 

5171  Venticulography  75 

3.  'OBSTETRICAL  ALLOWANCES 
Code  Allowance 

4821  Obstetrical  delivery,  90 

child  or  children 

4801  Caesarean  Section  150 

4803  Caesarean  with  Hysterectomy  (Porro)  250 
Code  Allowance 

4811  Ectopic  150 

(abdominal  operation) 

Miscarriage  or  abortion,  no  surgery,  60 

with  dilation  and  curretage  60 


*Delivery  fees  shall  be  applicable  only  for  delivery 
of  one  or  more  fetuses  of  at  least  20  weeks  ges- 
tation. 

4.  IN-HOSPITAL  MEDICAL  SERVICES 

Subject  to  the  provisions  of  Article  HI,  Section 
l-(c)  of  the  certificate,  allowances  for  in-hospital 
medical  care  will  be  provided  as  follows: 

(a)  First  day  $15 

Second  day  10 

Third  thru  tenth  day  4 

Per  day  thereafter 3 

(b)  The  maximum  number  of  days  provided 

during  a period  of  hospitalization  is 

5.  ANESTHESIA  ALLOWANCES 

Subject  to  the  provisions  of  Article  HI,  Section 
l-(d)  of  the  Certificate,  allowances  for  general 
anesthesia  services  will  be  provided  as  follows: 
If  the  “Surgical  Allowance”  is: 

$75  and  under 
Over  $75 

The  “Anesthesia  Allowance”  is: 

$15 

Twenty  percent  (20%)  of  surgical  allowance. 

6.  DIAGNOSTIC  X-RAY  ALLOWANCES 
Subject  to  the  provisions  of  Article  HI,  l-(e)  of 
the  Certificate,  allowances  for  Diagnostic  X-ray 
Services  will  be  provided  as  follows: 

Head  and  Neck 


Code 

Allowance 

7000  Cerebral  Angiography 

35 

7002  Encephalography 

35 

7005  Ventriculography 

35 

7010  Mandible 

15 

7016  Nasal  Bones 

10 

7026  Skull,  complete  study 

25 

Upper  Extremities 

Code 

Allowance 

7250  Clavicle 

10 

7251  Scapula 

10 

7252  Shoulder 

15 

7253  Humerus 

10 

7254  Elbow 

10 

7255  Forearm 

10 

7256  Wrist 

10 

7258  Fingers 

7.50 

Chest 

Code 

Allowance 

7101  Complete  — Stereoscopic 

20 

postero-anterior,  other  positions 
and  fluoroscopy  when  indicated 

7110  Ribs 

15 
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Lower  Extremities 


Code 

Allowance 

7300  Hips,  single  film 

15 

7301  Hip,  complete 

15 

7303  Femur 

15 

7304  Knee 

15 

7305  Leg 

15 

7306  Ankle 

10 

7307  Foot 

10 

7308  Toes 

7.50 

Spine  and  Pelvis 

Code 

Allowance 

7201  Spine,  complete 

35 

7204  Spine,  cervical 

20 

7207  Spine,  throacic 

20 

7210  Spine,  lumbar 

20 

7217  Pelvis,  including  hips  and  sacroiliacs  15 

7218  Myelography 

35 

Abdomen 

Code 

Allowance 

7354  Complete  GI  (Barium  35 

meal  and  barium  enema)  including 
Gall  Bladder  study  with  fluoroscopy 
7360  Colon  by  barium  enema  20 

7363  Gall  Bladder  25 

7.  RADIATION  THERAPY  ALLOWANCES 

Subject  to  the  provisions  of  Article  111,  l-(f)  of 
the  Certificate,  allowances  for  Radiation  Ther- 
apy Services  will  be  provided  as  follows: 

(a)  Deep  X-ray  Therapy 

(1)  Malignant  conditions  of  the  skin  $7.50 
per  treatment,  with  a maximum  of  $60 
for  one  condition. 

(2)  Major  Malignant  Condition  $7.50  per 
treatment,  with  a maximum  of  $150  for 
the  treatment  of  the  same  or  directly 
related  condition. 

(b)  Radium  Therapy  - Implanation  of  radium 
or  radon  for:  ($7.50  per  treatment) 

Maximum 

Code  Allowance 

7502  Malignant  condition  of 

of  the  oral  cavity  150 

7530  Malignant  condition  of 

the  esophagus  150 

7556  Malignant  conditions  of 

the  urinary  bladder  150 

7574  Malignant  conditions  of 

the  uterus  corpus  150 

7576  Malignant  conditions  of 

the  uterine  cervix  150 

7620  Malignant  neoplasm  of  the  skin  150 

7622  Malignant  neoplasm  of  the  lip  60 

(c)  Isotope  Therapy  for:  ($7.50  per  treatment) 

Maximum 


Code  Allowance 

7514  Malignancy  of  the  thyroid  gland  150 

7524  Ascites  and  pleural  effusion 

due  to  malignancies  150 

7560  Malignancy  of  the  prostate  gland  150 

7604  Metastatic  carcinoma  of  bone  150 

7610  Leukemia  150 

7618  Polycythemia  150 

7674  Hyperthyroidism  150 

Chronic  cardiac  decompensation  150 

Chronic  agina  pectoris  150 

8.  LABORATORY  ALLOWANCES 

^ Allowance 

8001  Basal  Metabolism  Rate  10 

8002  Electroencephalogram  25 

8000  Electrocardiogram  15 

Allowance 

8617  Blood  culture  8 

8652  Cholesterol  5 

8726  Sugar  tolerance  3 

8930  Urinalysis  2 

9.  Physiatry  Allowance 


Per  treatment  $5  (Limited  to  treatments  given 
during  the  period  during  which  the  subscriber  is 


eligible  for  In-hospital  medical  care). 

NATIONAL  ACCOUNT  AGREEMENT 
Blue  Shield  Medical  Care  Plans 
425  North  Michigan  Avenue 
Chicago  11,  Illinois 
Gentlemen : 

The  Undersigned  Plan  hereby  agrees  to  under- 
write the  Contract  which  is  attached  to  and  made 
a part  of  this  Agreement  and  to  abide  by  the  en- 
rollment and  administrative  regulations  developed 
by  the  Special  Study  Committee  on  National  En- 
rollment and  approved  by  Blue  Shield  Plans  in 
special  meeting.  The  Undersigned  further  agrees 
that  the  below  quoted  rates  which  have  been  estab- 
lished for  this  Contract  will  be  in  effect  for  a 
period  of  ninety  (90)  days  from  the  date  of  the 
Agreement  and  thereafter  shall  continue  in  force 
until  you  are  notified  in  writing  by  the  Under- 
signed giving  thirty  (30)  days  notice  of  its  intenton 
to  amend  such  rates. 

MONTHLY  RATE 

with  30  day  with  70  day  with  120  day 
in-hospital  in-hospital  in-hospital 

medical  medical  medical 

Single  $ 1.67  Single  $ 1.69  Single  $ 1.70 

Family  4.88  Family  4.93  Family  4.95 

This  Agreement  is  entered  into  with  the  intention 
of  offering  national  accounts  a Contract  which 
provides  uniformity  in  scope  of  benefits  without 
sacrificing  the  local  rate,  local  fee  schedule  prin- 
ciple. It  is  not  intended  to  replace  present  local 
coverages  for  other  than  national  accounts. 

Dated: 

Plan  

City  i 

By  . 

President 


PRESIDENTIAL  OATH  OF  OFFICE 

I solemnly  swear  that  I shall  carry  out  the  duties 
of  the  President  of  the  South  Dakota  State  Med- 
ical Association  to  the  best  of  my  ability.  I shall 
strive  constantly  to  maintain  the  ethics  of  the 
medical  profession  and  to  promote  the  public 
health  and  welfare.  I shall  dedicate  myself  and  my 
office  to  improving  health  standards  and  to  the 
task  of  bringing  increasingly  improved  medical 
care  to  the  people  of  South  Dakota.  I shall  uphold 
the  Constitution  and  By-laws  of  the  AMA  and  the 
South  Dakota  State  Medical  Association.  I shall 
champion  the  cause  of  freedom  in  medical  prac- 
tice and  freedom  for  all  my  fellow  Americans. 

I do  solemnly  swear  that  I will  discharge  the 
duties  of  this  office  to  the  best  of  my  ability,  so 
help  me  God. 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  CREDENTIALS 

A quorum  was  present  for  the  meeting  of  the 
House  of  Delegates  and  the  credentials  of  those  in 
attendance  were  in  order.  Total  registration  for 
the  convention  was  362,  including  175  physicians, 
52  guests,  70  exhibitors,  and  65  Auxiliary. 

R.  A.  Buchanan,  M.D.,  Chr. 

W.  L.  Jones,  M.D. 

P.  P.  Brogdon,  M.D. 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  OFFICERS  AND  COUNCILORS 
Report  of  the  President  was  read  and  its  con- 
tents noted.  This  committee  wishes  to  commend 
Dr.  Morrissey  for  visiting  all  districts  during  his 
term  of  office  and  express  our  thanks  for  all  of  his 
time  and  efforts  on  behalf  of  the  Association.  We 
move  the  adoption  of  this  report. 

Reports  of  the  President-Elect,  Vice-President, 
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and  Secretary-Treasurer  were  read  and  approved. 
We  move  the  adoption  of  their  reports. 

Report  of  the  Speaker  of  the  House  was  read 
and  we  urge  the  continuance  of  sending  out  a 
letter  and  the  delegates  handbooks  in  advance  of 
the  annual  meeting.  We  move  the  adoption  of  this 
report. 

Report  of  the  Executive  Secretary  was  read  and 
his  many  activities  noted.  We  feel  that  his  report 
speaks  for  itself.  We  move  the  adoption  of  this 
report. 

Report  of  the  Delegate  and  Alternate  Delegate  to 
the  AMA  were  read  and  approved.  The  Committee 
wishes  to  express  appreciation  of  the  time  given  to 
attend  these  meeting.  We  move  the  adoption  of 
their  reports. 

Report  of  the  Chairman  of  the  Council  was  read 
and  approved.  We  move  the  adoption  of  this  report. 

Reports  of  the  councilors  of  each  of  the  district 
were  read.  It  was  noted  that  all  of  the  districts 
seemed  to  be  much  more  active  with  more  and 
better  scientific  programs.  We  congratulate  the 
districts  and  believe  the  continued  detailing  of  the 
district  activities  by  the  councilors  in  their  reports 
is  to  be  recommended  to  stimulate  and  give  ideas 
to  other  districts. 

We  move  the  adoption  of  these  reports. 

L.  C.  Askwig,  M.D.,  Chairman 
S.  F.  Sherrill,  M.D. 

Robert  S.  Monk,  M.D. 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  RESOLUTIONS  AND  MEMORIALS 

WHEREAS,  the  Huron  District  Medical  Society 
and  the  Ladies  Auxiliary  members  have  been  so 
thorough  in  making  arrangements  for  the  success 
of  the  combined  meeting  on  our  77th  Anniversary. 

BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  give  its  voice  in  appre- 
ciation and  thanks  to  the  local  physicians  of  Huron 
and  their  wives. 

WHEREAS,  the  management  of  the  Marvin 
Hughitt  Hotel  and  the  Tams  Hotel  have  been  so 
cooperative  in  providing  facilities  for  the  success 
of  the  77th  Anniversary  meeting  of  the  South  Da- 
kota State  Medical  Association. 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  appre- 
ciation to  the  Marvin  Hughitt  Hotel  and  the  Tams 
Hotel. 

WHEREAS,  the  Chamber  of  Commerce  has  pro- 
vided excellent  service  in  making  it  possible  for 
the  success  of  the  working  arrangements. 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  appre- 
ciation to  the  Huron  Chamber  of  Commerce. 

WHEREAS,  the  Huronite  Daily  Plainsmen  and 
KIJV  radio  station  have  been  most  cooperative  in 
presenting  the  public  news  of  the  77th  annual 
meeting  of  the  South  Dakota  State  Medical  Asso- 
ciation. 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the 
Huronite  Daily  Plainsmen,  and  KIJV  radio  station. 

WHEREAS,  the  American  Legion  Club  of  Huron 
has  provided  facilities  for  the  Stag  Party  contribut- 
ing much  to  the  success  of  the  meeting  and  enter- 
tainment. 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the  Amer- 
ican Legion  Club  of  Huron. 

WHEREAS,  the  Ladies  Auxiliap^  of  the 
Episcopal  Church  has  provided  facilities  for  noon 
luncheons  contributing  much  to  the  success  of  the 
meeting. 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the  Ladies 
Auxiliary  of  the  Epsicopal  Church. 

D.  C.  Austin,  M.D.,  Chr. 

D.  F.  Fedt,  M.D. 

J.  C.  Hagin,  M.D. 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  STANDING  COMMITTEES 

Report  of  the  Scientific  Work  Committee  — The 
Reference  Committee  commends  them  for  the  pro- 
posed excellent  program  at  this  meeting.  We  move 
the  adoption  of  this  report. 

Report  of  the  Committee  on  Legislation  — The 
Reference  Committee  moves  to  accept  the  recom- 
mendations. 

Report  of  Publications  Committee  — The  Ref- 
erence Committee  moves  to  accept  this  report. 

Report  of  the  Committee  on  Medical  Defense  — 
The  Reference  Committee  commends  them  for  the 
excellence  of  their  report  and  hopes  that  in  view 
of  this  report  appropriate  steps  will  be  taken  to 
adjust  malpractice  rates  in  South  Dakota.  We  move 
the  adoption  of  the  report. 

Report  of  the  Committee  on  Medical  School 
Affairs  — The  Committee  moves  to  accept  this 
report. 

Report  of  the  Medical  Economics  Committee  — 
The  Committee  moves  to  accept  this  report. 

Report  of  the  Committee  on  Necrology  — The 
Committee  moves  to  accept  this  report. 

Report  of  the  Committee  on  Public  Health  — 
The  Committee  moves  to  accept  this  report. 

Report  of  the  Committee  on  Cancer  — The  Com- 
mittee moves  to  accept  this  report. 

Report  of  the  Sub-Committee  on  Tuberculosis  — 
The  Committee  moves  to  accept  this  report. 

Report  of  the  Committee  on  Maternal  and  Child 
Welfare  — The  Committee  moves  to  accept  this 
report.  The  proposed  legislation  for  the  confiden- 
tial nature  of  the  medical  studies  conducted  by  the 
South  Dakota  State  Board  of  Health  and  the  South 
Dakota  State  Medical  Association  and  allied  med- 
ical societies  is  recommended  for  approval  by  this 
Committee. 

Report  of  the  Committee  on  Diabetes  — The 
Committee  recommends  that  the  last  two  lines  of 
paragraph  1 be  deleted  as  the  Committee  does  not 
believe  it  is  the  intent  of  the  South  Dakota  State 
Medical  Association  not  to  cooperate  with  the 
State  Fair  activities. 

The  report  includes  a recommendation  that  closer 
cooperation  between  the  District  Societies  and  the 
State  Committee  on  Diabetes  be  established  for 
the  operation  of  Diabetes  Detection  Week.  We 
move  to  accept  this  report  as  amended. 

Report  of  the  Executive  Committee  — The  Com- 
mittee moves  to  accept  this  report. 

Report  of  the  Grievance  Committee  — The  Com- 
mittee moves  to  accept  this  report. 

Report  of  the  Committee  on  Mental  Health  — 
The  Committee  moves  to  accept  this  report. 

Report  of  the  Benevolent  Fund  Committee  — 
The  Committee  moves  to  accept  this  report. 

Report  of  the  Rheumatic  Fever  and  Heart  Di- 
sease Committee  — The  Committee  moves  to 
accept  this  report. 

C.  J.  McDonald,  M.D.,  Chr. 

E.  T.  Ruud,  M.D. 

J.  J.  Stransky,  M.D. 


REPORT  OF  THE  REFERENCE  COMMITTEE 

ON  REPORTS  OF  SPECIAL  COMMITTEES 
AND  MISCELLANEOUS  BUSINESS 

The  Committee  recommends  that  the  report  of 
the  Radio  Broadcast  Committee  be  accepted  and 
that  continued  efforts  be  made  to  continue  the 
work  of  the  Committee.  We  suggest  that  possibly 
this  committee  could  undertake  the  problem  of 
unethical  medical  advertising  over  radio  and  tele- 
vision. We  further  recommend  that  the  name  of 
this  committee  be  changed  to  include  television. 

The  Committee  compliments  the  AMEF  Com- 
mittee on  its  work  and  recommends  that  its  efforts 
should  be  exerted  again  in  the  coming  year.  The 
progress  made  by  this  committee  is  excellent. 

The  Committee  recommends  that  the  report  of 
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the  Editorial  Committee  be  accepted.  The  Com- 
mittee can  only  strongly  emphasize  the  fact  that 
South  Dakota  physicians  must  increase  their  scien- 
tific contributions  to  the  Journal  to  develop  the 
Journal  to  its  full  worth. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Medical  Licensure  Committee. 
The  careful  handling  of  their  problems  is  again 
complimented. 

The  Committee  on  Veterans  Administration  and 
Military  Affairs  submitted  no  report. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Committee  on  the  Spafford  Mem- 
orial Fund. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Prepayment  and  Insurance  Plans 
Committee  as  submitted. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Committee  on  Rural  Medical 
Service,  and  commends  the  committee  for  the  work 
they  have  done.  However,  the  Committee  recom- 
mends that  the  words  “situation  is  bad”  in  item  6, 
line  6,  be  changed  to  “situation  needs  improve- 
ment.” 

The  Committee  recommends  the  acceptance  of 
the  Nursing  Training  Committee  report. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Committee  on  Workmen’s  Com- 
pensation. The  Committee  wishes  to  emphasize 
the  importance,  as  pointed  out  by  the  committee, 
of  instituting  adequate  Workmen’s  Compensation 
legislation  at  the  earliest  possible  moment  in  the 
coming  session  of  the  legislature  and  commends 
the  committee  for  its  intensive  efforts  in  develop- 
ing this  program  with  the  sincere  hope  that  this 
coming  year  will  see  realization  of  this  necessary 
legislation.  We  recommend  that  this  same  com- 
mittee be  continued  because  of  the  experience 
they  have  accumulated  over  the  past  several  years. 

The  Committee  suggests  that  the  name  of  the 
Blood  Bank  Committee  be  changed  to  the  Clinical 
Pathology  Coinmittee.  The  Committee  recommends 
the  acceptance  of  the  report  of  the  Blood  Bank 
Committee  and  wishes  to  commend  those  par- 
ticipating in  this  program.  The  Committee  further 
wishes  to  recommend  that  the  amount  of  five 
hundred  dollars  be  appropriated  for  a program  for 
the  forthcoming  year  to  carry  out  the  proposed 
program  insofar  as  funds  permit  and  that  long 
range  planning  of  workshops  be  outlined  by  the 
Committee. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Rehabilitation  Committee.  The 
Committee  recommends  that  some  kind  of  con- 
structive rehabilitation  program  be  studied  for 
further  suggestions. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Press  Radio  Committee.  The 
Committee  recommends  that  the  hospital  reporting 
forms  for  stating  the  condition  of  the  patient  be 
sent  to  the  various  district  medical  societies.  The 
Committee  feels  that  the  recommendation  in  this 
report  regarding  a meeting  of  this  committee  with 
medical  representatives  and  with  news  gathering 
agencies  would  be  desirable. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Indigent  Care  Committee  and  we 
wish  to  urge  that  the  recommendations  to  the 
House  of  Delegates  as  stipulated  be  adopted;  and 
that  specific  legislation  be  drawn  up  and  instituted 
at  the  next  session  of  the  legislature. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Coroner’s  Law  Committee,  and 
that  their  efforts  be  encouraged  to  continue  until 
an  adequate  law  is  accepted  by  the  legislature. 

The  Civil  Defense  Committee  submitted  no  re- 
port. 


The  Committee  on  Improvement  of  Patient  Care 
submitted  no  report. 

The  Committee  on  School  Health  submitted  no 
report. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Committee  on  Budget  and  Audit. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Committee  on  Aging.  ITie  Com- 
mittee feels  that  this  problem  needs  detailed  study 
and  the  committee  is  encouraged  to  investigate 
South  Dakota  problems  in  conjunction  with  the 
AMA  reports  and  programs.  It  is  further  suggested 
that  the  committee  obtain  information  regarding 
further  needs  in  homes  for  the  aged  and  possible 
procedures  for  obtaining  adequate  amounts  of  such 
facilities  for  the  State  of  South  Dakota. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Committee  on  Traffic  Safety.  The 
Committee  strongly  supports  the  recommendation 
of  this  committee  regarding  a driver’s  license  law 
and  age  limit  restrictions.  The  Committee  feels 
that  immediate  action  should  be  taken  to  enact 
these  suggestions  into  law  at  the  next  legislative 
session. 

The  Committee  recommends  the  acceptance  of 
the  Committee  on  the  Fall  Hunter’s  Medical  Meet- 
ing report  and  their  recommendation  that  a 2nd 
Fall  Hunters  meeting  be  held  as  suggested. 

The  Reference  Committee  approves  Resolution 
#1  and  suggests  that  the  recommendations  made  in 
this  resolution  be  adopted. 

The  Reference  Committee  rcommends  that  Reso- 
lution Jt2  be  submitted  to  Gregg  M.  Evans,  PhD., 
Secretary  of  the  Basic  Science  Board,  for  consid- 
eration by  his  Board,  without  comment.  

We  recommend  the  adoption  of  this  report. 

T.  H.  Sattler,  M.D.,  Chr. 

R.  H.  Hayes,  M.D. 

P.  V.  McCarthy,  M.D. 


REPORT  OF  REFERENCE  COMMITTEE 
COMMITTEE  NOMINATIONS 
The  Nominating  Committee  presents  the  follow- 
ing slate  of  candidates: 

1.  President-Elect — R.  A.  Buchanan,  M.D. 

2.  Vice-President — C.  R.  Stoltz,  M.D. 

3.  Speaker  of  the  House — Magni  Davidson,  M.D. 

4.  Delegfiate  to  the  AMA — A.  A.  Lampert,  M.D. 

2 year  term 

5.  Alternate  Delegate  to  the  AMA — A.  P.  Reding, 

M.D.,  2-  year  tenn 

6.  Councilor  from  3rd  District — M.  C.  Tank,  M.D. 

2 year  term 

7.  Councilor  from  9th  District — J.  D.  Bailey,  M.D. 

3 year  term 

8.  Councilor  from  10th  District — R.  H.  Hayes,  M.D. 

3 year  term 

9.  Councilor  from  llth  District — H.  Lowe,  M.D. 

3 year  term 

10.  Counciler  from  12th  District — E.  A.  Johnson, 

M.D.,  3 year  term 

11.  Meeting  place  for  1960  convention  — Aberdeen, 
South  Dakota. 

Respectfully  submitted, 

W.  Geib,  M.D.,  Chairman 

G.  R.  Bartron,  M.D. 

D.  C.  Austin,  M.D. 

R.  K.  Rank,  M.D. 

C.  L.  Swanson,  M.D. 

H.  L.  Saylor,  M.D. 

R.  G.  Gere,  M.D. 

A.  K.  Myrabo,  M.D. 

F.  C.  Totten,  M.D. 

R.  H.  Hubner,  M.D. 

P.  Lakstigala,  M.D. 

L.  W.  Keller,  M.D. 


— 266  — 


JULY  1958 


REPORTS  OF  OFFICERS 
AND  COUNCILLORS  AS 
ADOPTED  BY  THE  HOUSE 
OF  DELEGATES 

REPORT  OF  THE  PRESIDENT 

To  Ihe  Officers,  Council,  House  of  Delegates,  and 
Members  of  the  South  Dakota  Stale  Medical  Asso- 
ciation: 

I have  succeeded  in  completing  a visit  to  each  of 
our  tweleve  districts  in  the  past  year.  The  Districts 
have  been  kind  to  me  and  did  not  ask  me  too  many 
questions  on  State  Medical  affairs  that  I could  not 
answer.  Fortunately,  our  executive  secretary,  John 
C.  Foster,  was  able  to  accompany  me  to  most 
meetings  and  he  was  able  to  answer  the  more 
technical  questions.  I was  muchly  impressed  by 
the  District  meetings.  I heard  excellent  scientific 
programs,  and  the  calibre  of  discussions  of  business 
affairs  both  of  the  District  and  the  State  Associa- 
tion were  on  a high  level.  It  was  stimulating  to 
note  that  the  Doctors  of  our  State  are  more  in- 
terested in  giving  service  to  their  patients  and  their 
communities  than  in  their  financial  returns. 

In  addition  to  attendance  at  District  meetings,  I 
have  been  quite  a few  places  to  represent  our  Asso- 
ciation. It  was  my  sad  duty  to  attend  the  funerals 
of  two  of  our  members,  but  in  my  opinion  their 
communities  loved  them.  I attended  the  Council 
meetings  in  September  and  January.  In  October  I 
attended  a Community  Testimonial  for  Dr.  Auld, 
our  candidate  for  General  Practitioner  of  the 
Year.  It  is  pleasing  to  see  a community  honor 
their  Doctor  so  whole-heartedly.  Later  in  October 
I attended  our  First  Annual  Hunter’s  Festival  in 
Mitchell.  It  was  well  organized  and  I believe  our 
out-of-state  guests  enjoyed  their  hunt.  All  of  them 
seemed  enthusiastic.  In  November  I attended  the 
North  Central  Medical  Conference  in  Minneapolis. 
Dr.  R.  G.  Mayer  conducted  this  meeting  in  his 
characteristically  excellent  manner.  His  death  is 
our  loss  that  will  be  felt  for  many  years  to  come. 
In  December  I attended  a meeting  in  Pierre  of  the 
Workmen’s  Compensation  Committee.  The  in- 
equities of  the  present  law  are  apparent  and  our 
organization  should  continue  striving  to  correct 
them.  In  January  I attended  the  North  Central 
Conference  meeting  on  Medicare  in  St.  Paul.  I 
would  like  to  commend  Dr.  Lampert  for  the  time 
and  effort  he  has  spent  in  representing  all  of  us 
in  this  program.  In  Janua^  and  February  I at- 
tended Mental  Health  meetings.  Mental  Health  is 
a problem  that  confronts  our  civilization.  We  doc- 
tors should  cooperate  in  full  in  attempting  to  help 
in  its  solution.  In  January  I again  had  the  pleasure 
of  attending  a Community  Testimonial  to  their 
Doctor.  Wolsey  honored  Dr.  Cogswell,  who  has 
been  their  doctor  for  more  than  fifty  years.  It 
made  one  feel  good  to  see  them  express  their  deep 
regard  for  him.  In  March  another  Mental  Health 
meeting  in  Sioux  Falls,  also  a Legislative  Commit- 
tee meeting  in  which  the  Forand  Bill  was  dis- 
cussed. 

But  the  affair  I enjoyed  the  most  was  the  Med- 
ical School  Banquet  on  March  29th.  One  of  our 
finest  physicians,  Dr.  Lyle  Hare  of  Spearfish,  was 
honored  on  his  50th  anniversary  of  graduation 
from  our  South  Dakota  Medical  School.  In  April 
I attended  the  South  Dakota  Hospital  Association 
meeting  in  Huron.  I participated  in  a panel  on  the 
Interlocking  Problems  of  the  Hospital,  Physician 
and  Nurse.  I hope  I presented  our  views  ade- 
quately. In  April  I am  responding  to  the  Iowa 
State  Medical  Society  to  attend  their  meeting  in 
Des  Moines.  In  addition,  I have  attended  a one 
or  two  day  meeting  every  other  weekend  as  phys- 
ician member  of  the  Board  of  Charities  and  Cor- 
rections. 


I would  like  to  commend  John  C.  Foster,  our 
executive  secretary,  and  his  staff  for  their  excel- 
lent help  and  cooperation.  Little  could  be  accom- 
plished without  the  help  of  their  excellently  or- 
ganized office. 

I think  you  will  agree  that  I have  had  a fairly 
busy  year,  and  I am  looking  forward  to  the  more 
relaxed  status  of  a Past  President. 

Respectfully  submitted  to  the  House  of  Delegates. 

Michael  M.  Morrissey,  M.D. 

President 

The  Committee  has  read  and  approved  the  report  of 
the  President,  the  Committee  vjiskes  to  commend  Dr. 
Morrissey  for  visiting  all  Districts  during  his  term  of 
office  and  express  our  Thanks  for  all  of  his  time  and 
efforts  on  behalf  of  the  Association.  We  move  the  adop- 
tion of  this  report. 


REPORT  OF  THE  PRESIDENT-ELECT 
During  the  year  1957-1958,  the  duties  of  the 
President  elect  have  been  minimal.  Our  president, 
Dr.  M.  M.  Morrissey,  has  carried  his  many  chores 
completely.  I would  at  this  time  only  commend 
him  on  his  accomplishments. 

Arthur  A.  Lampert,  M.D. 

President-Elect 

The  Committee  has  read  and  recommends  approval  of 
the  report  of  the  President-Elect. 


REPORT  OF  THE  VICE-PRESIDENT 

My  duties  as  Vice-President  of  the  State  Medical 
Association  have  not  been  very  strenuous. 

I have  attended  all  of  the  meetings  of  the  Coun- 
cil, and  have  been  available  to  assist  the  President 
on  a few  occasions. 

R.  A.  Buchanan,  M.D. 

Vice-President 

The  Committee  has  read  and  recommends  approval  of 
the  report  of  the  Vice-President. 


REPORT  OF  THE  SECRETARY-TREASURER 

As  your  officer,  I attended  all  Council  meetings 
during  the  year. 

On  December  6,  1957,  I attended  the  Conference 
on  Medicare  with  A.  A.  Lampert,  M.D.,  and  John 
C.  Foster,  which  was  held  in  Philadelphia  during 
the  A.M.A.  meeting. 

The  duties  of  my  office  during  the  year  were 
carried  out  with  our  able  and  competent  Executive 
Secretary,  John  C.  Foster,  in  person  or  via  tele- 
phone and  letters. 

A.  P.  Reding,  M.D. 

Secretary-Treasurer 

The  Committee  has  read  and  recommends  approval  of 
the  report  of  the  Secretary-Treasurer. 


REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

The  speaker  attended  Council  meeting  in  Huron 
in  September.  Was  unable  to  attend  the  January 
meeting  because  of  inclement  weather. 

The  meeting  of  the  North  Central  Conference  in 
Minneapolis  in  November  was  attended  by  your 
Speaker  and  it  was  found  to  be  a most  interesting 
and  beneficial  meeting.  The  speaker  of  the  House 
would  encourage  all  members  to  attend  this  moot- 
ing whenever  possible.  It  is  held  each  Fall  in  the 
Twin  Cities. 

In  advance  of  the  Annual  meeting  of  the  State 
Association,  a letter  was  sent  to  all  members  of 
House  of  Delegates  outling  their  duties  and 
privileges,  thus  hoping  to  obtain  a more  efficient 
and  beneficial  meeting  of  the  House  of  Delegates. 

C.  Rodney  Stoltz,  M.D. 

Speaker  of  the  House 

The  Committee  has  read  and  recommends  the  report 
of  the  Speaker  of  the  House  and  urges  the  continuance  of 
sending  out  a letter  and  the  delegate  handbook  in  advance 
of  the  Annual  Meeting. 
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REPORT  OF  THE  COMMITTEE 
ON  BUDGET  AND  AUDIT 

The  report  of  the  Committee  with  recommended 
budget  and  the  audit  of  funds  was  presented  to 
the  House  of  Delegates  at  the  1957  annual  meeting. 
The  report  was  approved. 

The  Committee  wishes  to  report  that  for  the 
year  1957-58,  we  have  remained  essentially  within 
our  budget  allowances.  The  finances  of  our  Asso- 
ciation are  in  satisfactory  condition.  The  audit 
will  be  prepared  by  a Certified  Public  Accountant 
and  presented  to  the  House  of  Delegates  during 
our  annual  meeting  in  Huron  May  17-20,  1958. 

Respectfully  submitted, 

BUDGET  AND  AUDIT  COMMITTEE 

A.  P.  Reding,  M.D.,  Chr. 

A.  A.  Lamport,  M.D. 

C.  R.  Stoltz,  M.D. 

The  Committee  has  read  and  approves  the  report  of 
the  Committee  on  Budget  and  Audit. 


SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

CONSOLIDATED  STATEMENT  OF 
OPERATIONS 

YEAR  ENDED  APRIL  30,  1958 


Receipts: 

State  dues  $32,381.25 

Annual  meeting  6,794.00 

American  Medical 

Association  dues  9,425.00 

Miscellaneous  income  3,092.58 

Group  life  Ins.  premiums 

from  members  25,229.72 

Fall  Hunters  Medical 

Meeting  3,966.00 

Advertising  37,878.51 

Subscriptions  936.63 


Total  Receipts 
Disbursements: 

Salary — Executive 
Secretary 
Salary — other 
Depreciation  expense 
Social  Security  Tax 
expense 

Legal  and  Audit 
Rent 

Telephone  and  Telegraph 
Office  and  operating 
expenses 

Dues  and  Subscriptions 
Officers’  travel  and 
council  meetings 
Executive  Secretary  — 
travel 

Annual  meeting 
Public  Relations 
Miscellaneous  expense 
A.M.A.  dues  remitted 
Taxes — personal  property 
Unemployment  taxes 
Postage 
Donation — 

Benevolent  Fund 
Donation — S.D.U.  Medical 
School  End.  Fund 
Ladies  Auxiliary 
Insurance  premiums 
remitted 

Basic  Science  Board 
investigation 
Hunters  Fall  Medical 
Meeting 

Blood  Bank — University 
of  South  Dakota 
Percentage  of  S.  Dak. 
Journal  of  Medicine, 


$ 9,600.00 
8,350.15 

878.96 

265.89 

600.00 

280.00 

969.10 

31,591.79 

984.00 

2,849.94 

4,409.84 

6,233.05 

2,498.98 

455.80 

9,475.00 

44.11 

330.61 

1,199.04 

400.00 

300.00 

466.96 

24,105.02 

1,000.00 

4,118.42 

500.00 


$119,703,69 


Net  profit  in  leiu  of 

salaries  3,340.24 

Total  disbursements  115,246.90 

Net  Gain  to  Net  Worth — Exhibit  A $ 4,456.79 

The  Committee  has  read  and  approved  the  Statement 
of  Operations  of  the  General  Fund  of  the  State  Medical 
Association. 


REPORT  OF  THE  EXECUTIVE  SECRETARY 
The  fiscal  year  1957-1958  saw  a further  step-up 
in  the  activities  of  the  executive-secretary’s  office. 
Much  of  the  increase  was  due  to  the  growing  Blue 
Shield  program  and  the  “Medicare”  agreement 
with  the  government.  During  the  year  one  new 
office  girl  was  added  to  the  staff  and  an  account- 
ant-bookkeeper  added  for  Blue  Shield  just  as  the 
year  closed. 

Mrs.  Dorothy  Week,  for  nearly  eight  years 
assistant  editor  of  the  Journal,  left  early  in  the 
year  to  start  her  family  (it  was  a girl)  and  was 
replaced  by  Mrs.  Patricia  Saunders.  Miss  Connie 
Weatherstone  was  added  to  the  Blue  Shield  staff 
only  to  be  lost  during  a marriage  ceremony  which 
transported  her  to  the  Twin  Cities  and  the  office 
of  the  Minnesota  Medical  Association.  She  was 
replaced  by  Miss  Elly  Tronbak.  Others  on  the  staff, 
Phyllis  Sundstrom,  Kay  Hanna,  and  Patty  Butler 
made  it  through  the  year. 

Public  Relations 

During  the  year  the  executive  secretary  con- 
tinued his  presentations  to  the  public  on  auto  acci- 
dents, association  management,  mental  health, 
and  other  subjects.  Somewhat  limited  by  the  de- 
mands of  other  programs  the  executive-secretary 
was  able  to  appear  publicly  36  times  before  3,800 
persons.  In  addition  one  T.V.  appearance  was 
made  during  the  year.  He  also  became  a member 
of  the  American  Medical  Association’s  Advisory 
Committee  on  Public  Relations.  As  usual,  an 
exhibit  was  established  at  the  State  Fair  and  num- 
erous news  stories  placed  in  South  Dakota  news- 
papers. 

Liaison  With  Other  Groups 
The  executive-secretary  represented  the  Asso- 
ciation in  dealing  with  other  health  groups  serving 
as  president  of  the  Board  of  the  Minnehaha  County 
Mental  Health  Center;  Board  member.  South  Da- 
kota Mental  Health  Association;  Board  member. 
South  Dakota  Hospital  and  Home  Association;  ex- 
officio  member  South  Dakota  Joint  Commission 
for  Improvement  of  the  Care  of  the  Patient;  Com- 
mittee member.  Nurse  Legislation  Joint  Commit- 
tee; President,  Committee  for  Traffic  Safety,  Civil 
Defense,  and  others. 

These  liaison  duties  entailed  attendance  at  47 
meetings  during  the  year. 

Blue  Shield 

This  was  a year  of  growth  for  Blue  Shield.  Total 
income  for  the  fiscal  year  reached  approximately 
$85,000.00  and  each  month  has  showed  a solid  in- 
crease. The  executive  secretary  of  the  Association 
functions  as  executive  director  of  Blue  Shield  and 
in  this  function  attended  19  meetings  both  at  the 
State  and  National  level. 

Council,  House  and  Commiltees 
The  executive  secretary  of  the  Association  has 
worked  closely  with  the  official  bodies  of  the  Asso- 
ciation and  the  District  Societies.  This  has  meant 
attendance  at  15  District  Society  meetings,  but 
covering  only  10  of  the  Districts.  Attendance  at 
Committee,  Council  and  House  of  Delegates  meet- 
ings totaled  30. 

Other  Medical  Organizations 
The  executive  secretary  is  a member  of  the 
Board  of  Directors  of  the  Medical  Society  Execu- 
tives Conference  and  has  attended  four  of  its  meet- 
ings during  the  year.  In  addition,  attendance  was 
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maintained  at  the  AMA  session  in  New  York  and 
the  Interim  Session  in  Philadelphia.  Also  attended 
the  North  Central  Conference  and  the  National 
Medical  Public  Relations  Conference. 

The  Journal 

The  executive  secretary  functions  as  business 
manager  for  the  Journal  and  is  responsible  for  its 
publication  and  financing.  A report  of  the  Pub- 
lications Committee  is  found  elsewhere  in  the 
Committee  reports. 

Notice  should  be  made  of  the  excellent  work  of 
acting  Editor,  Robert  Van  Demark,  M.D.,  who 
stepped  into  the  vacancy  created  by  Dr.  Mayer’s 
death  and  has  done  an  excellent  job  as  medical 
editor. 

Medicare 

“Medicare”  completed  its  first  full  year  of  opera- 
tion and  many  of  the  “bugs”  were  removed  during 
this  period.  Payments  to  South  Dakota  physicians 
totaled  $170,000.00  of  which  approximately  70% 
went  to  those  practicing  in  the  Black  Hills.  Ad- 
ministrative costs  average  approximately  2.5%. 

Veterans  Administration  (Home  Town  Care) 

The  V.A.  Home  Town  Care  program  completed 
its  11th  year  in  December,  1957.  The  year  1957-58 
saw  payments  of  $16,658.75  to  South  Dakota  phys- 
icians and  an  administrative  cost  of  $1,693.13. 
Because  some  dissatisfaction  in  the  operation  of  the 
program  had  been  expressed  by  the  V.A.  a new 
contract  is  currently  being  negotiated. 

Board  of  Medical  Examiners 

The  executive  secretary  also  functions  as  the 
executive  secretary  of  the  Board  of  Medical  Exam- 
iners, maintaining  the  records,  funds  and  corres- 
pondence for  that  body.  Part  of  these  duties  con- 
sist of  arranging  two  Board  meetings  during  the 
year,  one  in  the  Black  Hills  and  one  in  Sioux  Falls. 

Miscellaneous 

Total  funds  handled  by  the  executive  secretary 
approximated  $400,000.00  during  the  year. 

The  executive  secretary  makes  no  specific  recom- 
mendations for  activities  during  the  coming  year, 
feeling  that  the  duly  constituted  bodies  of  the 
Association  have  all  pertinent  matters  under  con- 
sideration or  control. 

John  C.  Foster 
Executive  Secretary 

The  report  of  the  Executi=ve-Secretary  ’was  read  and  his 
many  acti’vities  noted.  W e feel  that  his  report  speaks  for 
itself.  We  mo’ve  the  adoption  of  this  report. 


REPORT  OF  THE  DELEGATE  TO  AMA 

During  the  year  1957-1958,  both  the  Annual  Ses- 
sion of  the  AMA  held  in  New  York  in  June,  and 
the  Clinical  Session  held  in  Philadelphia  in  Decem- 
ber were  attended  both  by  your  delegate  and  his 
alternate.  Dr.  Reding  of  Marion.  Our  complete 
reports  concerning  each  of  these  meetings  have 
been  published  in  the  South  Dakota  Journal  and 
copies  of  these  reports  will  be  furnished  to  the 
Reference  Committee  by  our  State  office  personnel. 

No  specific  problems  of  controversial  nature 
have  come  to  the  attention  of  the  delegate  during 
this  year  1957-1958.  Numerous  other  state  wide 
activities  have  been  closely  followed  during  this 
year  and  the  reports  of  these  activities  are  repro- 
duced by  their  specifically  delegated  committees. 

May  I take  this  opportunity  to  express  my  appre- 
ciation to  the  membership-at-large  for  their  con- 
tinued support  and  confidence. 

Arthur  A.  Lampert,  M.D. 

AMA  Delegate 

The  report  of  the  AMA  delegate  has  been  read  and 
appro’ved.  The  Committee  ’wishes  to  express  appreciation 
of  the  time  given  to  attend  these  meetings. 


REPORT  OF  ALTERNATE  DELEGATE  TO  AMA 

It  was  my  privilege,  as  your  Alternate  Delegate, 
to  attend  the  106th  Annual  Meeting  of  the  Amer- 


ican Medical  Association  in  New  York  City  in  June 
1957  with  your  Delegate,  Dr.  A.  A.  Lampert. 

Since  your  delegate  has  given  a detailed  report 
of  this  meeting  in  the  South  Dakota  Journal  of 
Medicine  and  Pharmacy,  I will  not  bore  you  with 
a complete  report,  but  merely  outline  a few  of  the 
main  items  taken  up  by  the  House  of  Delegates: 
(1)  The  approval  of  a new,  short,  streamlined  code 
of  medical  ethics,  (2)  Approval  of  a guide  for 
state  and  county  medical  societies  that  aims  at 
bettering  their  relations  with  the  United  Mine 
Workers  Welfare  and  Retirement  Fund,  (3)  Con- 
demned “Compulsary  assessment  of  medical  men 
and  staff  members  by  hospitals  in  fund-raising 
campaigns,”  and  (4)  Reaffirmed  its  support  of  the 
Jenkins-Keogh  Bill. 

I attended  the  Eleventh  Annual  Clinical  Meet- 
ing of  the  American  Medical  Association  held  in 
Philadelphia  December  3-6,  1957.  The  House  of 
Delegates  acted  upon  a variety  subjects  during  the 
sessions.  To  show  the  wide  scope,  there  were  dis- 
cussions on:  (1)  Fluoridation  of  public  water  sup- 
plies, (2)  Free  choice  of  physician,  (3)  The  Heller 
Report  on  organization  of  the  American  Medical 
Association,  (4)  The  Forand  Bill,  providing  hos- 
pital and  surgical  benefits  for  Social  Security 
beneficiaries,  (5)  Guides  for  occupational  health 
programs  covering  hospital  employees,  (6)  Distri- 
bution of  Asian  Influenza  vaccine  and  (7)  Guides 
for  the  medical  rating  of  physical  impairment. 

For  detailed  information  on  the  two  meetings  in 
1957,  refer  to  your  AMA  Journals  and  the  dele- 
gate’s report  in  the  South  Dakota  Journal  of  Med- 
icine and  Pharmacy. 

May  I express  my  appreciation  to  the  S.  D.  State 
Medical  Association  for  allowing  me  to  represent 
you  as  your  Alternate  Delegate  at  these  two  meet- 
ings. I also  wish  to  thank  Dr.  A.  A.  Lampert,  your 
delegate,  for  his  cooperation  and  help  at  these 
meetings. 

A.  P.  Reding,  M.D. 

Alternate  Delegate  to  AMA 

The  report  of  the  Alternate  Delegate  to  the  AMA  has 
been  read  and  approved.  The  Committee  ’wishes  to 
express  appreciation  of  the  time  given  to  attend  these 
meetings. 


REPORT  OF  THE  COUNCIL 

Council  Meetings  were  held  at  the  Marvin 
Hughitt  Hotel  in  Huron,  South  Dakota,  September 
29,  1957,  and  again  January  19,  1958.  Some  of  the 
highlights  of  the  September  meeting  were  that  Dr. 
C.  V.  Auld  of  Plankinton  was  nominated  as  the 
nominee  of  the  South  Dakota  State  Medical  Asso- 
ciation for  general  practitioner  of  the  Year,  ex- 
tensive report  by  Dr.  Lampert  on  the  blood  bank- 
ing seminar  to  be  held  at  the  University,  and  the 
following  recommendations  that  (1)  workshops  be 
established,  (2)  that  the  South  Dakota  State  Med- 
ical Association  through  its  office  institute  an  edu- 
cational program,  encourage  participation  in  the 
workshop,  (3)  that  the  Association  president  in  his 
travels,  discuss  a donor  club  for  physicians,  and  the 
possibility  of  establishing  such  a club  in  South 
Dakota,  (4)  that  the  Council  offer  as  an  expen- 
diture $500.00  to  help  cover  the  cost  of  the  work- 
shop. ’This  was  in  the  form  of  a motion  and  was 
carried. 

A recommendation  that  a Committee  on  Indigent 
Care  be  set  up  between  the  Medical  Association, 
Pharmaceutical  Association,  Hospital  Association, 
and  the  County  Commissioners  to  study  the  prob- 
lem of  Indigent  Care.  Discussions  of  the  high  cost 
of  physician’s  liability  insurance  and  steps  to  be 
taken  for  the  correction  of  this. 

At  the  January  meeting,  the  Council  approved 
the  recommendation  of  the  Economics  Committee 
on  the  revision  of  the  present  group  life  insurance 
program  breaking  down  the  rates  to  give  the  young 
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men  a lower  rate.  Also  brought  up  and  carried 
that  the  recommendations  of  the  Medical  Eco- 
nomics Committee  regarding  the  time  program  be 
adopted,  namely,  (1)  that  it  be  given  the  group 
loss  of  time  plans  as  submitted  by  the  various  com- 
panies, and  that  Mr.  Diers  make  an  earnest  effort 
to  increase  enrollment  in  the  present  plan,  (2)  that 
no  expansion  of  the  present  group  disability  cov- 
erage be  considered  until  a true  group  propor- 
tions have  been  enrolled.  Mr.  Foster  discussed 
a proposed  program  for  the  annual  meeting,  (3) 
a $500.00  appropriation  for  the  basic  science  board, 
in  the  help  in  the  prosecution  of  illegal  prac- 
titioners. Moved  and  seconded  that  F.  S.  Howe, 
M.D.  be  made  an  Honorary  member  of  the  South 
Dakota  Medical  Association.  This  was  carried. 
Also  that  C.  A.  Soe,  M.D.  be  made  an  honorary 
member.  Dr.  R.  Van  Demark  be  made  acting  editor 
of  the  Journal  until  May,  1958,  when  Dr.  Mayer’s 
term  would  have  expired.  A donation  of  $100  from 
the  Medical  Association  to  the  Science  Fairs  for 
1958  was  carried.  It  was  moved  and  carried  that  a 
Committee  on  Coroner’s  Law  be  revised  and  pre- 
sent a Coroner’s  Law  to  the  legislative  Research 
Council. 

Many  other  matters  were  taken  up,  but  these 
were  the  highlights  of  the  Council  meetings  during 
the  year.  It  seems  that  as  time  goes  on,  that  the 
Council  meetings  get  longer  and  longer,  and  more 
and  more  work  piles  up,  so  it  has  become  quite  a 
job,  but  we  feel  that  the  Council  has  done  a good 
job  during  the  year. 

Magni  Davidson,  M.D. 

Chairman  of  the  Council 

The  report  of  the  Council  was  read  and  approved,  by 
the  Committee. 


REPORT  OF  THE  COUNCILOR 
FIRST  DISTRICT 

Membership:  42 
Officers: 

President — Agnes  Keegan,  M.D. 

Vice-President — G.  H.  Steele,  M.D. 
Secretary-Treasurer — W.  E.  Gorder,  M.D. 
Directors: 

M.  R.  Gelber,  M.D. — 2 years 
E.  J.  Perry,  M.D. — 1 year 
J.  A.  Eckrich,  M.D. — 3 years 
Censors: 

Mary  E.  Sanders,  M.D. — 2 years 
J.  C.  Rodine,  M.D. — 1 year 
P.  G.  Bunker,  M.D. — 3 years 
Delegates: 

E.  A.  Rudolph,  M.D. — 1 year 
Robert  Rank,  M.D. — 1 year 
Alternates: 

C.  L.  Vogel,  M.D. 

G.  H.  Steele,  M.D. 

The  Aberdeen  District  Medical  Society  holds 
monthly  meetings  on  the  first  Wednesday  of  each 
month  from  September  to  June.  The  meetings  are 
dinner  meetings  and  have  been  well  attended.  This 
past  year  it  was  our  good  fortune  to  have  the 
following  speakers: 

September — Albert  Stoesser,  M.D.,  Minneapolis 
October — Asher  White,  M.D.,  Minneapolis 
November — James  T.  Priestly,  M.D.,  Rochester 
L.  M.  Eaton,  M.D.,  Rochester 
January — N.  Logan  Leven,  M.D.,  St.  Paul 
February — W.  P.  Ritchie,  M.D.,  St.  Paul 
March — Dean  Walter  Hard,  Ph.D.,  Vermillion 
April — Dr.  C.  B.  Kelly,  Aberdeen 

Paul  V.  McCarthy,  M.D. 
Councilor,  First  District 


REPORT  OF  THE  COUNCILOR 
SECOND  DISTRICT 

Total  members:  24 
Paid  up  to  date:  24 
Special  Activities  for  the  Year: 


1.  Cooperated  with  the  schools  in  providing  pre- 
school physical  examinations. 

2.  Again  carried  out  Immunization  Programs  in 
the  city  and  rural  schools. 

3.  Made  all  Society  members  automatic  sub- 
scribers to  Today's  Health,  by  paying  sub- 
scriptions out  of  District  funds  each  year. 

Review  of  Meetings: 

April  2,  1957:  Members  present  11 
Program:  Business  meeting 
May  7,  1957:  Members  present  15 
Program:  “Radioactive  Isotopes” 

Drs.  Kelsey,  South  Dakota  Medical  School 
September  3,  1957:  Members  present  15 

Program:  Annual  visitation  by  Dr.  M.  M. 
Morrissey, 'President,  South  Dakota  Medical 
Association. 

October  1,  1957:  Members  present  17 
Program:  “Asian  Flu” 

Dr.  E.  J.  Pritle,  South  Dakota  Medical 
School. 

November  5,  1957:  Members  present  14 
Program:  Business  meeting 
December  3,  1957:  Members  present  17 
Program:  Election  of  Officers 
President — Dr.  S.  Allen 
Vice-President — Dr.  B.  Brewster 
Secretary-Treasurer — Dr.  T.  Wrage 
Delegates — Dr.  D.  Fedt,  and  Dr.  G.  R.  Bar- 
tron 

Alternate  Delegates — Dr.  M.  C.  Rousseau 
and  Dr.  V.  Brakss 
Censor — Dr.  C.  J.  Clark 
January  7,  1958:  Members  present  18 

Program:  “Uterine  Fibroids  and  Vaginal  Hys- 
terectomy,” Dr.  John  Welch,  Mayo  Clinic 
February  4,  1958:  Members  present  19 
Program:  Business  meeting 
March  4,  1958:  Members  present  16 

Program:  “Differential  Diagnosis  of  Chest 
Pain”  Dr.  C.  Scheifly,  Mayo  Clinic. 

John  J.  Stransky,  M.D. 

Councilor,  Second  District 


REPORT  OF  THE  COUNCILOR 
THIRD  DISTRICT 

The  first  meeting  was  held  at  the  Madison 
Country  Club  on  June  13,  1957.  Twenty-six  mem- 
bers and  guests  were  present.  The  scientific  paper 
was  given  by  Dr.  R.  E.  Nelson  of  Sioux  Falls  on 
the  “Technique,  Instruments,  Medications,  and 
Apparatus  Used  in  Overcoming  Cardiac  Arrest.” 

The  second  meeting  was  held  on  August  1,  1957 
at  the  Brookings  Country  Club.  President,  Dr. 
Morrissey,  was  present,  and  addressed  the  Society, 
stressing  the  problem  of  the  high  cost  of  mal- 
practice insurance  and  the  way  of  handling  com- 
plaints and  suits.  Mr.  Foster  talked  on  the  status 
of  polio  vaccine  supply  and  other  matters  regard- 
ing the  handling  of  insurance  and  veterans  fees. 

The  third  meeting  was  held  on  October  10,  1957 
at  the  Sawnee  Hotel  in  Brookings.  The  scientific 
paper  was  given  by  Dr.  Bill  Church  on  “The  Diag- 
nosis of  Cerrebral  Vascular  Accidents.”  The  Dis- 
trict again,  decided  to  sponsor  the  Essay  Contest. 

The  fourth  meeting  was  held  December  12,  1957 
at  the  Indian  Tea  Room  in  Flandreau.  The  scien- 
tific session  was  featured  by  a talk  by  Dr.  E.  S. 
Kahler  of  Sioux  Falls  on  the  subject  of  “Myo- 
cardial Infarction  and  Its  Treatment.’’  An  interest- 
ing discussion  period  followed.  Election  of  officers 
was  held  at  this  meeting  and  the  same  officers 
were  re-elected  for  the  year. 

The  fifth  meeting  was  held  February  13,  1958  at 
the  Park  Hotel  in  Madison.  The  scientific  session 
here  was  featured  by  a talk  on  “Low  Back  Ano- 
malies” by  Dr.  R.  E.  Van  Demark  of  Sioux  Falls. 
It  was  illustrated  by  lantern  slides  of  X-ray  films. 
At  this  program  a communication  was  read  from 
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the  Santa  Barbara  Medical  Society  together  with  a 
resolution  adopted  by  the  Society  as  being  opposed 
to  the  public  assistance  medical  care  program.  This 
was  head  before  the  society  and  a lively  discussion 
followed.  It  was  moved  by  Dr.  Wold  that  a Com- 
mittee be  appointed  by  the  president  to  adopt  a 
resolution  on  this  issue  and  report  back  next  meet- 
ing. 

The  sixth  and  last  meeting  of  this  year  was  held 
April  17  at  the  City  Cafe  in  Arlington,  S.  Dak.  The 
medical  part  of  the  meeting  was  held  in  Dr.  Schel- 
ler’s  new  office  building.  The  scientific  session 
was  on  “Non-specific  Synovitis  of  the  Hip”  by  Dr. 
Robert  Giebink  of  Sioux  Falls.  A very  interesting 
talk  followed  by  a short  question  and  answer 
period.  John  C.  Foster  was  present  at  this  meeting 
and  brought  up  the  topic  of  the  program  of  the 
Indigent  Care  of  the  State.  This  brought  a good 
deal  of  discussion.  A motion  was  made  by  Dr. 
E.  S.  Watson  and  seconded  by  Dr.  M.  Tank  that  the 
third  district  go  on  record  as  being  opposed  to  the 
use  of  federal  funds  for  the  medical  care  of  the 
indigent.  The  motion  was  carried  by  a large  ma- 
pority.  Dr.  Friefeld,  after  a canvass  of  the  mem- 
bers, instructed  the  secretary  to  advise  the  State 
Association  of  the  nomination  of  Mrs.  Agnes  M. 
Holdridge  of  Madison  for  the  special  layman  award 
merit  for  the  year.  Because  of  the  lateness  in  mak- 
ing this  nomination,  a long  distance  call  was  made 
to  the  State  Secretary  informing  him  of  the  So- 
ciety’s nomination  of  Mrs.  Holdridge.  It  was  de- 
cided to  hold  the  next  meeting  in  Brookings  on  the 
second  Thursday  in  June. 

The  Third  District,  as  always,  had  an  active 
year,  and  a very  good  one,  and  we  expect  to  con- 
tinue like-wise  next  year. 

Magni  Davidson,  M.D. 

Councilor,  Third  District 


REPORT  OF  THE  COUNCILOR 
FOURTH  DISTRICT 

Total  Members;  25 

Paid  up  to  Date;  19 

2 Honorary  1 Government  physician 

The  first  meeting  was  held  February  27,  1957, 
with  the  new  officers  for  1957  being;  S.  B.  Simon, 
President,  J.  T.  Cowan,  Secretary-Treasurer;  pre- 
siding. Dr.  E.  A.  Rudolph  of  Aberdeen  was  guest 
speaker. 

The  next  meeting  was  held  June  12,  1957,  with 
John  C.  Foster,  executive  secretary  present.  Dr. 
M.  M.  Morrissey,  newly  elected  president  of  the 
State  Medical  Association  was  honored  at  the 
meeting.  Councilor  and  Delegate  reported  on  the 
State  convention. 

On  August  21,  1957,  a dinner-business  meeting 
was  held,  at  which  the  film  “The  Medical  Witness” 
was  shown. 

On  December  20,  1957,  a meeting  was  called  for 
the  election  of  officers  for  1958,  the  result  being; 
R.  C.  Jahraus,  M.D.,  President;  J.  C.  Murphy,  M.D., 
Vice-President;  J.  T.  Cowan,  M.D.,  Secretary- 
Treasurer;  C.  L.  Swanson,  M.D.,  Delegate;  S.  W. 
Fox,  M.D.,  Alternate  Delegate;  and  B.  L.  Lind- 
bloom.  Censor. 

The  first  meeting  of  1958,  was  a dinner-business 
meeting  held  January  18th.  Routine  business  mat- 
ters were  taken  up. 

Following  the  meeting  of  the  Councilors  on  Jan- 
uary 19,  1958,  a survey  was  made  of  the  malprac- 
tice insurance  premiums  paid  by  the  Fourth  Dis- 
trict members,  with  100%  cooperation  of  the  mem- 
bers. 

L.  C.  Askwig,  M.D. 

Councilor,  Fourth  District 


REPORT  OF  THE  COUNCILOR 
FIFTH  DISTRICT 

The  Huron  District  Medical  Society  held  five 


meetings  during  the  year  of  1957-1958.  The  first 
two  meetings  on  May  27  and  September  19,  1957, 
were  concerned  mostly  with  the  plans  for  the  Fall 
Pheasant  Seminar  which  the  Huron  District  has 
put  on  for  the  last  three  years.  The  plans  were 
completed  and  on  October  26  and  27,  1957,  the 
annual  Pheasant  Seminar  was  again  held  at  Huron, 
South  Dakota,  in  the  new  auditorium  of  the  St. 
John’s  Nursing  Home. 

The  program  on  October  26,  1957  included; 

9-  9;45  Extrophy  of  the  Urinary  Bladder  — 
W.  G.  Shultz,  M.D.,  F.A.C.S.,  F.I.C.S. 
Tuscon,  Arizona 

10-10;45  Salt  and  Water  Therapy  in  Pediatrics; 

The  Do’s  and  Dont’s  — Edward  C.  Burke, 
M.D.,  Dept,  of  Pediatrics,  Mayo  Clinic 
12  Noon  Pheasant  season  opens 
Football  game  between  Huron  College  and 
Yankton  College  at  8 P.M. 

The  program  on  October  27,  1957,  included; 

9-  9;45  Medicolegal  Medicine,  Joseph  Koucky, 
L.L.D.,  Chicago,  Illinois 

10-10  ;45  Management  of  Complications  of  Acute 
Nephritis  — Edmund  C.  Burke,  M.D., 
Dept,  of  Pediatrics,  Mayo  Clinic 
12  Noon  Hunting 

7 ;30  P.M.  Sunday  evening  stag  and  Smorgasbord 
at  Huron  Country  Club. 

The  meetings  were  well  attended  and  heartily 
enjoyed  by  all  present. 

The  December  5,  1957  meeting  was  held  at  Mil- 
ler, South  Dakota,  which  was  the  annual  meeting. 
The  following  officers  were  elected  for  the  coming 
year; 

President — Theodore  Hohm,  M.D. 

Vice-President — Roscoe  Dean,  M.D. 
Secretary-Treasurer — Fred  Leigh,  M.D. 

Board  of  Censors — Robert  DeGeest,  M.D. 
Delegate — Howard  Saylor,  M.D. 

Second  Delegate — John  C.  Hagin,  M.D. 

The  last  two  meetings  held  on  January  30  and 
March  10,  1958,  consisted  of  business  in  preparation 
for  the  State  meeting  to  be  held  in  Huron  this  year. 
The  meetings  were  held  with  John  C.  Foster.  The 
arrangements  for  the  State  meeting  were  discussed 
and  specific  assignments  given  for  the  completion 
of  the  plans  for  the  State  meeting. 

Paul  Hohm,  M.D. 

Councilor,  Fifth  District 


REPORT  OF  THE  COUNCILOR 
SIXTH  DISTRICT 

The  Sixth  District  had  three  regular  meetings 
this  year,  plus  the  Annual  Hunter’s  Fall  Medical 
Meeting,  which  was  held  in  conjunction  with  the 
State  Medical  Association. 

At  the  first  meeting,  following  the  State  meet- 
ing on  August  20,  Dr.  Morrissey,  State  President 
from  Pierre  was  in  attendance.  A regular  evening 
of  business  was  conducted  and  the  Hunter’s  meet- 
ing was  discussed. 

At  this  meeting.  Dr.  Auld  was  nominated  for  the 
General  Practitioner  of  the  Year  from  the  Sixth 
District  and  was  later  selected  by  the  Council  for 
this  honor. 

In  October  the  Annual  Hunter’s  Fall  Medical 
Meeting  was  held  here  in  Mitchell.  A very  ex- 
cellent program  was  presented  by  the  Doctor’s  of 
the  University  of  Minnesota.  The  Hunt  was  a 
complete  success  and  we  are  looking  forward  to 
it’s  continuance.  The  visiting  Doctors  expressed 
their  complete  satisfaction  with  the  Hunt  and  the 
Program. 

On  February  11,  1958,  a regular  meeting  was 
held  and  the  Annual  Election  of  Officers  was  held 
at  this  time.  The  following  were  elected; 

President — Dr.  Warren  Peiper 

Vice-President — Dr.  D.  R.  Nelimark 

Secretary-Treasurer — Dr.  T.  Pollerman 
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Delegates — Dr.  H.  R.  Lewis  and  Dr.  Porter 
Alternates — Dr.  Leonard  Tobin  and  Dr.  R.  Gere 
The  Councilors  report  was  given  by  Dr.  P.  P. 
Brogdon  on  the  status  of  the  Life  Insurance  pro- 
gram and  the  possibility  of  changes  in  the  future 
and  the  Councilors  survey  of  our  Malpractice  In- 
surance. 

Dr.  Lewis  gave  a report  of  the  progress  of  the 
Medicare  and  Compensation  Committee  and  the 
Forand  Bill  was  discussed. 

March  26,  1958,  the  Sixth  District  had  a scien- 
tific program  and  dinner.  Dr.  Eirinberg  had  a 
discussion  on  the  recognition  and  treatment  of  the 
superficial  fungus  infection  of  the  skin.  Discussion 
followed. 

Preston  Brogdon,  M.D. 

Councilor,  Sixth  District 


REPORT  OF  THE  COUNCILOR 
SEVENTH  DISTRICT 

111  Members 

6 Honorary  members 
2 Military  Service 
1 Leave  of  Absence 

Nine  meetings  were  held  during  the  past  year. 
Average  attendance  60  members. 

The  March  meeting  was  held  with  the  Minne- 
haha Bar  Association.  Mr.  H.  Beckham,  Council 
Bluffs,  Iowa,  spoke  on  “Improving  Medical-Legal 
Relations.” 

Officers  elected  for  this  year  are  as  follows: 
President — F.  C.  Kohlmeyer,  M.D. 

Vive-President — C.  Stanley  Larson,  M.D. 
Secretary — A.  K.  Myrabo,  M.D. 

Treasurer — D.  Ensberg,  M.D. 

C.  J.  McDonald,  M.D. 

Councilor,  Seventh  District 


REPORT  OF  THE  COUNCILOR 
EIGHTH  DISTRICT 

The  Yankton  District  Medical  Society  held  its 
final  meeting  of  1957  in  Yankton,  at  the  Yankton 
State  Hospital,  on  February  6,  1958. 

Election  of  officers  for  the  year  1958  were  held 
and  the  following  were  elected: 

President — Robert  S.  Monk,  M.D. 

Vice-President — Amos  Michael,  M.D. 

Secretary — W.  F.  Stanage,  M.D. 

Treasurer — Hugo  Andre,  M.D. 

Drs.  I.  I.  Kaufman  and  Jose  Villa  of  Freeman 
were  transferred  from  the  Eighth  District  Medical 
Society  to  the  Seventh  District  Medical  Society. 

Scientific  speakers  for  the  year  and  the  topics 
they  discussed  are  as  follows: 

Edward  E.  Mason,  M.D.,  Associate  Professor  of 
Surgery  at  State  University  of  Iowa,  Discussed 
“The  Clinical  Significance  of  Serum  Sodium 
concentration.” 

Joseph  Fortner,  M.D.,  of  Memorial  Center,  New 
York  City,  discussed  “Diagnosis  and  Treatment 
of  Malignant  Melanomas.” 

Richard  D.  Brasfield,  M.D.,  of  Memorial  Center, 
New  York  City,  discussed  and  illustrated  by 
film  the  “Indications  for  Liver  Resection  for 
Malignant  Disease.” 

Robert  E.  Nelson,  M.D.,  Sioux  Falls,  S.  Dak.,  dis- 
cussed “Non-Penetrating  Injuries  of  the  Chest.” 
Drs.  H.  A.  Sydow  of  Yankton  and  L.  L.  Long  of 
Elk  Point  were  made  members  of  the  Yankton 
District  Medical  Society. 

National  Diabetes  Week  was  held  from  Novem- 
ber 17  through  November  23,  1957.  The  Commit- 
tee were:  Drs.  Moore,  Eyres,  T.  P.  Price  and 
Dregseth. 

Medical  Education  Week  was  set  for  April  20 
through  April  26,  1958,  with  the  Committee  com- 
prised of  Drs.  Ranney,  McVay,  Dregseth  and 
Reaney. 

The  Forand  Bill  was  discussed  briefly  and  it  was 


stressed  that  all  doctors  express  their  opposition 
to  their  representatives  and  senators. 

T.  H.  Sattler,  M.D. 

Councilor,  Eighth  District 


REPORT  OF  THE  COUNCILOR 
NINTH  DISTRICT 

Improvement  of  public  relations  has  again  been 
a primary  objective  of  the  Black  Hills  District  Med- 
ical Society  during  the  year  1957.  Our  monthly 
television  programs  during  1956  were  widely 
acclaimed  by  the  public  generally  but  because  of 
lack  of  available  time,  KOTA-TV  was  only  able  to 
allow  us  time  for  three  programs  during  1957.  But 
monthly  TV  programs  were  resumed  in  January 
of  this  year  and  it  is  expected  that  they  will  be 
continued  without  interuption  during  the  balance 
of  1958. 

The  Black  Hills  District  Society  has  also  been 
active  in  the  promotion  of  polio  vaccination,  in- 
fluenza vaccination,  diabetic  week,  health  educa- 
tion, examination  of  boy  scouts  at  the  Black  Hills 
camp  and  a number  of  other  local  projects. 

The  annual  essay  contest  this  year  was  promoted 
and  handled  by  the  Womens  Auxiliary  which  is  to 
be  commended  for  their  successful  and  fine  man- 
agement of  this  activity.  We  also  wish  to  thank 
radio  stations  KOTA  and  KRSD  and  the  Rapid 
City  Daily  Journal  for  their  generous  cooperation 
in  this  and  all  of  our  various  other  public  relations 
projects. 

A medico-legal  conference  sponsored  jointly  by 
the  District  Medical  and  District  Bar  Association 
and  held  in  May  of  1957  in  Rapid  City  was  a great 
success.  Many  aspects  of  medico-legal  problems 
were  discussed  by  capable  speakers  resulting  in  a 
better  understanding  between  the  two  professions 
as  to  their  respective  problems  and  responsibilities 
to  patients,  clients  and  to  each  other. 

On  April  9,  1957,  the  District  meeting  was  held 
at  Ft.  Meade  with  Dr.  E.  C.  Banner  of  the  Mayo 
Clinic  as  guest  speaker  who  presented  a paper  and 
film  on  the  subject  of  “In  fertility.” 

The  polio  vaccination  project  in  the  Black  Hills 
District  seemed  to  have  been  carried  out  with  a 
minimum  of  confusion  and  to  the  apparent  satis- 
faction of  all  concerned.  At  Buffalo,  South  Dakota, 
the  immunizations  were  handled  by  the  physicians 
from  Belle  Fourche. 

Dr.  Wesley  Sphink,  Professor  of  Medicine  at  the 
University  of  Minnesota  School  of  Medicine  pre- 
sented a paper  on  “The  Present  Day  Use  of  Anti- 
biotic Therapy”  at  the  Veterans  Administration 
Hospital  at  Hot  Springs,  South  Dakota,  at  the 
June  14  meeting.  A report  was  also  given  on  the 
medical-legal  conference  held  in  Rapid  City. 

The  August  8,  1957,  meeting  was  the  annual  fish- 
fry  held  at  the  City  Park  in  Spearfish.  Guests  of 
honor  at  this  meeting  were  Dr.  Morrissey,  Presi- 
dent of  the  State  Medical  Association,  Dr.  Walter 
Hard,  Dean  of  the  University  of  South  Dakota 
School  of  Medicine,  Dr.  Michael,  Professor  of 
Pathology  at  the  University  of  South  Dakota  and 
Dr.  Donahoe  of  Sioux  Falls  the  recipient  of  the 
years  Distinguished  Service  Award  of  the  South 
Dakota  State  Medical  Association.  The  speaker 
was  Dr.  L.  M.  Randall,  Head  of  the  Department  of 
Ob-Gyn  at  the  Mayo  Clinic.  Dr.  Randall  talked 
about  “Cancer  in  the  Female  Genital  Tract.” 

On  October  8,  1957,  the  regular  meeting  was  held 
at  Sanator,  South  Dakota.  Dr.  Mordant  Peck  of 
Denver,  Colorado,  presented  an  illustrated  lecture 
on  “Revascularization  of  the  Heart.” 

Final  plans  for  the  1958  essay  contest  were 
drafted.  The  Womens  Auxiliary  and  the  Medical 
Society  co-sponsored  the  contest  with  the  Medical 
Society  providing  the  District  prizes.  As  in  the 
past,  scholarships  in  the  amount  of  $84.00  were 
provided  to  the  Nursing  Schools  of  the  South  Da- 
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kota  State  College  at  Brookings  and  St.  John’s 
McNamara  Hospital,  Rapid  City. 

The  December  meeting  of  the  Black  Hills  District 
Medical  Society  was  held  at  St.  Joseph’s  Hospital 
in  Deadwood.  Dr.  Charles  Cox,  Professor  of 
Microbiology  of  the  University  of  South  Dakota 
School  of  Medicine  presented  a paper  on  “Varia- 
tion in  Antigenicity  of  Bacteria  and  Viruses.”  Dr. 
Cox  gave  a very  interesting  talk  followed  by  a 
question  and  answer  period,  in  which  many  ques- 
tions about  the  Asian  flu  virus  were  discussed. 

A motion  was  passed  thanking  the  Pharmaceu- 
tical Association  for  their  cooperation  in  the  man- 
agement of  the  Asian  Flu  immunization  program. 
It  was  felt  that  this  program  had  been  very  satis- 
factorily handled  from  the  standpoint  of  Doctors, 
Pharmacists  and  patients. 

During  the  year  1957,  plans  for  incorporation  of 
the  Black  Hills  District  Medical  Society  were  con- 
sidered and  completed.  Among  the  new  members 
taken  into  the  Society  during  the  year  were  four 
men  from  the  Public  Health  Service  and  nine  from 
the  Ellsworth  Air  Force  Base.  The  Black  Hills 
l3istrict  is  very  grateful  to  the  House  of  Delegates 
for  their  action  in  waiving  dues  for  men  in  these 
certain  catagories.  Two  of  our  members.  Dr.  F.  S. 
Howe,  of  Deadwood,  and  Dr.  Soe  were  voted  Hon- 
orary membership.  We  mourn  the  loss  of  Dr.  G.  H. 
Miller  of  Spearfish  and  Dr.  T.  G.  Fitzgibbon  of 
Deadwood  during  1957. 

The  overwhelming  response  from  the  doctors  in 
the  District  in  answer  to  questionnaires  sent  out 
regarding  malpractice  insurance  was  most  gratify- 
ing. Well  over  90  per  cent  responded  and  I wish 
to  express  my  personal  appreciation  for  their 
splendid  cooperation  on  this  survey. 

Officers  for  1958  were  elected  as  follows: 

President — S.  F.  Sherrill,  M.D. 

Vice-President — R.  A.  Boyce,  M.D. 

Secretary-Treasurer — W.  A.  Geib,  M.D. 

Board  of  Censors — C.  E.  Roper,  M.D. 

Grievance  Committee — C.  R.  Behren,  M.D. 

J.  D.  Bailey,  M.D. 

Councilor,  Ninth  District 


REPORT  OF  THE  COUNCILOR 
TENTH  DISTRICT 

The  10th  District  was  not  too  active  in  the  year 
1957-1958.  Our  district  covers  a good  many  miles 
and  only  a few  doctors,  accordingly,  we  did  not 
meet  often. 

The  District  helped  sponsor  a polio  immunization 
clinic  held  at  Mission,  South  Dakota,  March  1957. 
Dr.  Peter  Lakstigala,  and  Dr.  Harold  Phelps  being 
present.  More  than  500  immunizations  were  given. 

In  August  a film  of  Grand  Rounds,  by  Upjohn 
Company,  was  shown  at  Rosebud  Community 
Hospital,  all  members  were  present. 

In  September  another  Grand  Rounds  film  was 
shown,  with  all  members  present.  We  felt  that 
these  films  were  excellent  and  our  group  enjoyed 
them. 

On  December  17,  1957,  a tumor  conference  was 
held  at  the  Rosebud  Community  Hospital,  and  dis- 
cussion of  cases  was  held.  At  this  meeting  it  was 
decided  which  cases  would  be  presented  for  con- 
sideration by  Damon  Runyan  Cancer  Foundation. 

During  the  year  1957,  Dr.  Robert  Quinn  retired, 
and  moved  to  Florida.  At  this  writing  he  has  been 
pressed  back  into  service.  We  feel  that  his  assist- 
ance to  the  Burke,  South  Dakota,  community  is  of 
particular  note,  in  that  he  is  working  full  time 
again  and  doing  an  excellent  service.  He  has  been 
a friend  and  counselor  to  most  of  us,  and  we  wel- 
come his  return. 

Dr.  Rudolph  Roesel  moved  from  Burke,  South 
Dakota,  to  complete  his  surgical  residency  at 
Creighton  University,  Omaha,  Nebraska.  Dr.  Roe- 


sel is  to  be  complimented  on  his  practice  while  in 
Burke,  South  Dakota.  We  trust  that  he  will  return 
to  our  country  when  he  has  completed  his  surgical 
training. 

The  District  participated  in  National  Diabetes 
Week,  and  the  results  were  forwarded  to  the  Dia- 
betes Committee  in  a separate  report. 

Two  new  members  were  introduced  to  our  So- 
ciety Dr.  R.  J.  Burkman,  Rosebud  Indian  Hospital, 
and  Dr.  M.  H.  Nelson,  Rosebud  Indian  Hospital, 
Rosebud,  South  Dakota.  We  welcome  these 
USPHS  doctors  who  are  really  isolated. 

On  February  8,  1958,  a District  meeting  was 
held  at  Rosebud,  South  Dakota.  The  meeting  was 
concluded  by  an  emergency  Splenectomy,  which 
was  concluded  favorably  to  the  patient. 

On  March  4,  1958,  another  District  meeting  was 
held  at  Rosebud  Community  Hospital,  Winner, 
South  Dakota.  This  meeting  was  informal  since 
only  four  members  were  able  to  attend.  However, 
by  telephone  and  letter,  it  was  decided  that  our 
District  would  charge  County  Welfare  patients. 
Blue  Shield  fees  as  a minimum  fee  schedule.  This 
has  been  presented  to  the  Counties  involved  and 
has  met  with  favor. 

Two  meetings  prior  to  the  summer  vacation 
months  are  planned.  It  is  hoped  that  all  will  be 
attended,  weather  permitting. 

Robert  H.  Hayes,  M.D. 

Councilor,  Tenth  District 


REPORT  OF  THE  COUNCILOR 
ELEVENTH  DISTRICT 

Four  scientific  meetings  were  held  during  the 
year,  in  conjunction  with  the  Cheyenne  and  Stand- 
ing Rock  government  physicians.  A spring  meet- 
ing was  held,  which  was  attended  by  President, 
M.  M.  Morrissey  and  Executive  Secretary,  John 
Foster.  At  this  meeting  Dr.  Stephans  of  Selby  was 
elected  President.  Dr.  Nolan  of  Mobridge  Secre- 
tary Treasurer.  Drs.  John  and  Harold  Lowe  and 
C.  A.  Johnson  were  nominated  as  candidates  for 
Councilor,  and  Dr.  Totten  of  Lemmon  was  elected 
Delegate. 

G.  C.  Torkildson,  M.D. 

Councilor,  Eleventh  District 


REPORT  OF  THE  COUNCILOR 
TWELFTH  DISTRICT 

On  March  11,  1958,  after  a buffet  dinner  at  the 
home  of  Dr.  and  Mrs.  D.  A.  Gregory,  a meeting  of 
the  12th  District  Medical  Society  was  held  in  the 
basement  of  the  Milbank  Clinic.  There  were  11 
members  present  from  Veblen,  Webster,  Sisseton 
and  Milbank.  In  addition,  to  the  regular  members. 
Dr.  M.  M.  Morrissey  and  John  C.  Foster  were  also 
in  attendance  and  spoke  briefly. 

An  election  of  officers  was  held: 

President — W.  C.  Brinkman,  M.D. 

Secretary-Treasurer — D.  A.  Gregory,  M.D. 

Delegate — L.  W.  Keller,  M.D. 

A meeting  is  scheduled  for  the  first  part  of  May 
at  Webster,  South  Dakota. 

E.  A.  Johnson,  M.D. 

Councilor,  Twelfth  District 

The  Committee  has  read  the  reports  of  the  Councilors 
of  each  District.  It  ’was  noted  that  all  the  Districts  seemed 
to  be  much  more  active  ‘with  more  and  better  scientific 
programs.  JVe  congratulate  the  Districts  and  believe  the 
continued  detailing  of  the  District  activities  by  the  Coun- 
cilors in  their  reports  is  to  be  recommended  to  stimulate 
and  give  ideas  to  other  Districts.  The  Committee  moves 
the  adoption  of  all  the  Councilors  reports. 
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REPORTS  OF  COMMITTEES 
AS  ADOPTED  BY  THE 
HOUSE  OF  DELEGATES 

REPORT  OF  THE  COMMITTEE 
ON  SCIENTIFIC  WORK 

The  Committee  on  Scientific  Work  submits  the 
following  scientific  meeting  for  1958: 

“Curare,”  film,  Courtesy  of  Squibb 
“Management  of  Acute  Urinary  Suppression”  by 
Ormond  S.  Culp,  M.D.,  Mayo  Clinic 
“Surgical  Trauma  During  Gynecological  Opera- 
tions” by  John  S.  Welch,  M.D.,  Mayo  Clinic 
“Management  of  Acute  Injuries  of  the  Hand”  by 
P.  R.  Lipscomb,  M.D.,  Mayo  Clinic 
“Emergencies  in  the  Newborn”  by  R.  V.  Platou, 
M.D.,  New  Orleans 

“Vertigo”  by  Franz  Altmann,  M.D.,  New  York 
City 

“Recent  Advances  in  Supervoltage  Irradiation 
and  Cobalt  Bomb  Therapy  of  Cancer”  by  Mil- 
ton  Friedmann,  M.D.,  New  York  City 
“The  Correction  of  Disability  of  the  Hand  Re- 
sulting From  Rheumatoid  Arthritis”  by  P.  R. 
Lipscomb,  M.D.,  Mayo  Clinic 
“Fibrination-Defibrination;  The  Fibrinogen-  Fi- 
brin Conversion  Syndrome  of  Late  Pregnancy” 
by  Charles  L.  Schneider,  M.D.,  Dearborn,  Mich. 
“Maternal  and  Child  Mortality  in  South  Dakota” 
by  the  Ob-Gyn  Society,  South  Dakota 
“Patent  Ductus  Arterrisus,”  film.  Courtesy 
Squibb 

“Problems  of  Management  of  Vulvo- Vaginitis” 
by  Charles  L.  Schneider,  M.D.,  Dearborn,  Mich. 
“Arthopod-Borne  Encephalitis”  by  John  A. 

Rowe,  Ph.D.,  USPHS,  Kansas  City,  Mo. 

“A  Method  of  Evaluation  of  Plain  Films  in  Pa- 
tients with  Congenital  Heart  Disease”  by  Rich- 
ard G.  Lester,  M.D.,  U.  of  Minn. 

“Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Congenital  Malformations  of  the 
Heart”  by  Benjamin  M.  Gasul,  M.D.,  Chicago 
“Current  Concepts  in  the  Treatment  of  Conges- 
tive Heart  Failure,”  by  Paul  Winchell,  M.D., 
Minneapolis 

“The  Recent  Advances  in  the  Surgery  of  Ac- 
quired and  Congenital  Heart  Lesions”  by 
Thomas  J.  E.  O’Neill,  M.D.,  Philadelphia 
Panel  Discussion,  participating,  Drs.  Gasul, 
Lester,  O’Neill  and  Winchell. 

M.  M.  Morrissey,  M.D.,  Chr. 

A.  A.  Lampert,  M.D. 

R.  A.  Buchanan,  M.D. 

A.  P.  Reding,  M.D. 

Report  of  the  Scientific  Work  Committee  — The  Ref- 
erence Committee  commends  them  for  the  proposed  ex- 
cellent program  at  this  meeting.  We  move  the  adoption  of 
this  report. 


REPORT  OF  THE  COMMITTEE 
ON  LEGISLATION 

The  Legislative  Committee  has  held  two  meet- 
ings since  its  appointment  in  June,  1957.  The  first 
meeting  was  held  on  January  17,  1958,  at  Huron 
and  the  second  on  March  30,  1958,  at  Sioux  Falls. 
Each  of  these  meetings  was  attended  by  the  Presi- 
dent and  other  officers  of  the  Association  as  well 
as  members  of  the  Legislative  Committee  of  the 
Women  Auxiliary  to  the  State  Medical  Association. 
At  the  March  meeting  we  discussed  national  legis- 
lative matters  with  a representative  of  the  staff  of 
AMA.  In  addition  to  the  formal  meetings  there 
has  been  considerable  communication  by  telephone, 
telegraph,  and  correspondence  among  the  mem- 
bers of  the  Committee  and  the  secretary  of  the 
Association. 

The  Committee  has  under  consideration  several 
matters  of  legislation  the  most  important  of  which 
is  the  so-called  Forand  Bill.  The  Committee  be- 


lieves that  each  member  of  our  Association  should 
acquaint  himself  thoroughly  with  all  provisions  of 
this  legislation.  It  believes  that  each  district  so- 
ciety should  stimulate  on  this  subject  and  should 
itself  devote  one  meeting  to  a discussion  of  this  bill. 
Respectfully  submitted, 

COMMITTEE  ON  LEGISLATION 
SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

H.  Russell  Brown,  M.D.  Chr. 

Paul  G.  Bunker,  M.D. 

E.  T.  Rudd,  M.D. 

Robert  Van  Demark,  M.D. 

C.  L.  Swanson,  M.D. 

H.  R.  Lewis,  M.D. 

Report  of  the  Committee  on  Legislation  — The  Ref- 
erence Committee  moves  to  accept  the  recommendations. 

REPORT  OF  THE  PUBLICATIONS  COMMITTEE 
During  the  past  fiscal  year  the  South  Dakota 
Journal  of  Medicine  published  1256  pages,  an  in- 
crease of  216  pages  over  the  year  before  and  of 
304  over  the  year  previous  to  that.  Editorial,  scien- 
tific and  news  material  totaled  606  Vi  pages,  an 
increase  of  88  over  the  year  before.  Advertising 
space  jumped  up  an  additional  65  pages  to  total 
649%. 

The  Journal  started  the  year  with  a cash  balance 
of  $2,916.26  plus  $517.50,  at  the  end  of  the  year  it 
had  a cash  balance  of  $5,189.93  and  $6,640.15  in 
accounts  receivable  with  all  outstanding  debts 
aid  except  the  April  Journal  in  the  amount  of 
2,196.87. 

The  Committee  wishes  to  note  its  deep  sorrow  at 
the  passing  of  its  chairman  and  Journal  editor, 
R.  G.  Mayer,  M.D.,  his  inspired  leadership  has  been 
the  basis  for  the  success  of  our  Journal. 

Raspectfully  submitted, 

THE  PUBLICATIONS  COMMITTEE 
R.  E.  Van  Demark,  M.D.,  Chr. 

T.  H.  Sattler,  M.D. 

Report  of  Publications  Committee  — The  Reference 
Committee  moves  to  accept  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  DEFENSE 

Due  to  the  increasing  number  of  claims  of  mal- 
practice and  the  high  rates  for  insurance  coverage 
against  such  suits,  the  Committee,  acting  on  the 
advice  of  the  Reference  Committee,  made  a survey 
of  the  physicians  in  the  State.  Questionnaires  were 
sent  to  the  members  of  the  South  Dakota  State 
Medical  Association  in  an  effort  to  ascertain  the 
magnitude  of  the  problems  of  malpractice  suits. 

On  July  10,  1957,  questionnaires  were  mailed  to 
427  physicians.  Tabulation  on  September  11,  1957 
showed  that  351  questionnaires,  82.2%  had  been 
returned. 

The  questionnaire,  with  the  final  totals,  gives 
you  this  information: 

1.  Have  you  been  sued  by  a patient  in  the  last 
12  months? 

YES— 4 NO— 347  NO  ANSWER 

TOTAL  351 

2.  If  “yes”  did  you  settle  out  of  court? 

YES— 1 NO— 2 NO  ANSWER 

1 Not  settled  yet 

3.  If  you  did  not  settle  out  of  court,  is  the  case 
still  pending? 

YES— 1 NO- 

TOTAL  1 

4.  Have  you  been  sued  by  a patient  in  the  last 
five  years? 

YES— 15  NO— 331  NO  ANSWER— 5 

TOTAL  351 

5.  What  are  the  limits  of  insurance  you  carry? 

None  26  30,000  2 

Blank  14  30-60,000  1 

5-15,000  8 30-70,000  1 
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5-20,000 

1 

30-90,000 

3 

5-25,000 

1 

30-100,000 

1 

10,000 

2 

40-120,000 

4 

10-20,000 

1 

50,000 

5 

10-30,000 

17 

50-100,000 

12 

10-50,000 

2 

50-150,000 

59 

20,000 

1 

50-200,000 

1 

15-20,000 

1 

60-180,000 

1 

15-30,000 

3 

75-150,000 

4 

15-45,000 

4 

100,000 

6 

20-40,000 

2 

100-150,000 

1 

20-50,000 

2 

100-200,000 

3 

20-60,000 

7 

100-300,000 

89 

20-100,000 

1 

150,000 

4 

25,000 

4 

150-450,000 

11 

25-50,000 

6 

200,000 

2 

25-75,000 

35 

Maximum 

1 

25-100,000 

1 

? ? 

1 

'total 

351 

6.  Would  you  be  willing  to  report  all  future  suits 
to  a Committee  of  the  Medical  Association  as 
soon  as  they  are  instituted  in  an  effort  to  gain 
experience  to  combat  future  suits? 

YES— 335  NO— 12  NO  ANSWER— 4 

TOTAL  351 

7.  Would  you  be  interested  in  a group  liability 
policy  if  the  rates  were  lower  than  those  you 
now  pay? 

YES— 327  NO— 17 

4 Said  it  Depends 
1 Doesn’t  know 
1 Retired  not  interested 
1 Carries  own  protection 
TOTAL  351 

Respectfully  submitted, 

COMMITTEE  ON  MEDICAL  DEFENSE 
A.  P.  Reding,  M.D.,  Chr. 

Russell  Orr,  M.D. 

D.  R.  Mabee,  M.D. 

Report  of  the  Committee  on  Medical  Defense  — The 
Reference  Committee  commends  them  for  the  excellence 
of  their  report  and  hopes  that  in  vienv  of  this  report  ap- 
propriate steps  ’will  be  taken  to  adjust  malpractice  rates 
in  South  Dakota.  We  move  the  adoption  of  the  report. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  SCHOOL  AFFAIRS 

The  Committee  on  Medical  School  Affairs  — 
Medical  Education  and  Hospitals,  held  a meeting 
on  January  18,  1958,  at  Huron,  South  Dakota. 

The  Committee  recommended  the  following 
motions  to  the  Council  of  the  South  Dakota  State 
Medical  Association: 

1.  Allocation  of  funds  for  two  medical  student 
scholarships  in  the  Amount  of  $100.00  each, 

- and  $50.00  to  help  defray  the  cost  of  a dele- 
gate to  the  Student  AMA  annual  meeting. 
Also  contribute  to  the  Science  Fairs  as  done  in 
the  past. 

2.  A Poison  Registry  Center  be  established  at 
the  University  of  S.  Dak.,  and  that  wide- 
spread publicity  be  given  to  S.  D.  Doctors  on 
this  matter. 

3.  A continuation  of  refresher  courses  at  the  U. 
of  S.  Dak.,  with  the  view  to  improve  the  level 
of  laboratory  work  done  in  the  hospital  and 
doctor  offices  in  the  State  of  S.  Dak. 

4.  The  problem  of  medical  school  admissions  be 
considered  and  that  each  District  Medical  So- 
ciety in  the  State  make  an  effort  to  partici- 
pate in  AMEF  week  this  year. 

The  Committee  expressed  their  appreciation  to 
the  AMEF  Committee  of  the  S.  D.  State  Medical 
Association  for  their  efforts  to  increase  AMEF 
contributions  in  1957. 

Dr.  Hard  gave  the  Committee  information  on 
the  Following: 

1.  Medical  School  Annual  Dinner-Dance,  March 
29,  Dr.  Fred  Coller  spoke  on  “Evolution  of 
Surgery.” 


2.  Transferring  of  Medical  students. 

3.  Tuition  increase  for  out-of-state  students  to 
$600.00  or  an  increase  of  $50.00  a year.  In- 
state as  is  or  $320.00  a year. 

4.  Building  addition  planned. 

Respectfully  submitted, 

COMMITTEE  ON  MEDICAL  SCHOOL  AFFAIRS 
C.  B.  McVay,  M.D.,  Chr. 

R.  C.  Jahraus,  M.D. 

Ronald  Price,  M.D. 

F.  D.  Gillis,  Jr.,  M.D. 

W.  H.  Saxton,  M.D. 

F.  R.  Williams,  M.D. 

Report  of  the  Committee  on  Medical  School  Affairs  — 
The  Committee  moves  to  accept  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  ECONOMICS 

We  have  had  two  meetings  during  the  year,  the 
first  one  on  December  15,  1957,  at  Sioux  Falls,  the 
second  meeting  on  January  18,  1958,  at  Huron. 
Present  at  the  first  meeting  were  Dr.  A.  Willen, 
Dr.  R.  H.  Hayes,  John  C.  Foster,  and  Dr.  Davidson. 

The  reason  for  the  special  meeting  was  confer- 
ence with  representatives  of  the  Insurance  Com- 
panies regarding  the  Associations  group  life  insur- 
ance program,  discussion  on  the  matter  of  group 
malpractice  insurance. 

At  the  first  meeting  the  Committee  made  the 
following  recommendations  to  the  Council: 

1.  That  the  Council  consider  a revision  of  the 
present  group  life  insurance  plan  to  break 
down  rates,  giving  the  younger  men  a lower 
rate  than  has  now  been  possible. 

2.  That  more  study  be  given  the  group  loss  of 
time  plans  and  submitted  by  the  various  com- 
panies, and  that  Mr.  Diers  make  an  earnest 
effort  to  increase  enrollment  in  the  present 
plan  to  make  it  a true  group. 

3.  That  no  expansion  of  the  present  plan  of 
group  disability  coverage  be  considered  until 
true  group  proportions  have  been  enrolled. 

The  second  meeting  was  somewhat  a continua- 
tion of  the  first  meeting  regarding  this  insurance. 
The  question  was  brought  up  at  that  time  by  Dr. 
Morrissey  to  change  the  name  of  the  Committee. 
No  action  was  taken  on  this  matter.  Decided  to 
contact  every  member  of  the  Society  through  the 
Councilors  and  find  out  how  much  was  being  paid 
out  for  malpractice  insurance  from  the  society. 
This  concluded  the  Committee  meetings  and  more 
or  less  the  work  of  the  Committee  for  the  year. 
Respectfully  submitted, 

COMMITTEE  ON  MEDICAL  ECONOMICS 
Magni  Davidson,  M.D.,  Chr. 

Abner  Willen,  M.D. 

R.  H.  Hayes,  M.D. 

Report  of  the  Medical  Economics  Committee  — The 
Committee  moves  to  accept  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  NECROLOGY 

The  Committee  reports  the  following  deceased 
physicians  in  the  State  during  the  past  year: 

Otto  Baum,  M.D.,  Yankton,  passed  away  Oct.  30, 
1957 

C.  S.  Bobb,  M.D.,  Mitchell,  passed  away  in  Oct. 

E.  C.  Bobb,  M.D.,  Mitchell,  passed  away  in  Nov. 

G.  E.  Burman,  M.D.,  De  Smet,  passed  away  on 
November  20,  1957  . 

C.  L.  Bury,  M.D.,  Geddes,  passed  away  in  Jan- 
uary. 

T.  Fitzgibbon,  M.D.,  Deadwood,  passed  away  on 
June  29,  1957. 

A.  P.  Hawkins,  M.D.,  Waubay,  passed  away  in 
the  Fall  of  1957. 

C.  W.  Hargens,  M.D.,  Hot  Springs,  passed  away 
in  August,  1957. 

H.  R.  Hummer,  M.D.,  Sioux  Falls,  passed  away  in 
September,  1957. 
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E.  Joyce,  M.D.,  Hurley,  passed  away  in  July, 

1957. 

Glen  Leemhuis,  M.D.,  Lemmon,  passed  away 
April  13,  1957. 

G.  H.  Miller,  M.D.,  Spearfish,  passed  away  in 
October,  1957. 

R.  G.  Mayer,  M.D.,  Aberdeen,  passed  away  on 
January  8,  1958. 

H.  B.  Martin,  M.D.,  Harrold,  passed  away  on 
May  25,  1957. 

F.  F.  Pfister,  M.D.,  Webster,  passed  away  in 
July,  1957. 

T.  Ranney,  M.D.,  Aberdeen,  passed  away  in 
August,  1957. 

Also  Dr.  B.  A.  Bobb,  formerly  of  South  Dakota, 
and  a past-president  of  the  South  Dakota  State 
Medical  Association,  passed  away  in  February, 

1958. 

Respectfully  submitted, 
COMMITTEE  ON  NECROLOGY 
D.  J.  Glood,  M.D.,  Chr. 

J.  C.  Murphy,  M.ID. 

J.  T.  Cowan,  M.D. 

Report  of  the  Committee  on  Necrology  — The  Com- 
mittee moves  to  accept  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  PUBLIC  HEALTH 

The  Committee  during  the  past  year  1957-1958 
reviewed  House  Bill  No.  826,  concerning  Protection 
against  Radiation. 

The  problem  of  the  State  Public  Health  Labora- 
tory performing  sugar  determinations  at  the  State 
Fair  was  reviewed.  The  opinion  of  the  Committee 
was  forwarded  to  the  State  Executive  Secretary. 
Respectfully  submitted, 

COMMITTEE  ON  PUBLIC  HEALTH 
R.  K.  Rank,  M.D.,  Chr. 

F.  C.  Totten,  M.D. 

N.  E.  Wessman,  M.D. 

Report  of  the  Committee  on  Public  Health  — The  Com- 
mittee moves  to  accept  this  report. 


SUB-COMMITTEES 
REPORT  OF  THE  SUB-COMMITTEE 
ON  CANCER 

Members  of  the  South  Dakota  Medical  Society 
are  actively  concerned  with  the  South  Dakota 
Division  of  the  American  Cancer  Society.  At  the 
present  time,  the  following  are  members  of  the 
Executive  Board: 

George  F.  McIntosh,  M.D. 

Leroy  C.  Askwig,  M.D. 

Myron  C.  Tank,  M.D. 

Donald  H.  Breit,  M.D. 

Paul  V.  McCarthy,  M.D. 

This  group,  along  with  a lay-group  of  commis- 
sioners, controls  the  policies  of  the  Cancer  Society 
in  South  Dakota. 

At  the  annual  meeting  of  the  Society,  Septem- 
ber 27,  1957,  Drs.  W.  A.  Dawley,  Robert  K.  Rank, 
Hans  Jacoby,  William  Duncan,  Leroy  C.  Askwig, 
and  Paul  V.  McCarthy,  conducted  a question  and 
answer  type  panel  discussion  on  cancer.  This  meet- 
ing was  very  stimulating  and  was  a most  gracious 
effort  on  the  part  of  the  participating  doctors  to 
spread  cancer  facts  to  our  people  in  South  Dakota. 

The  Cancer  Society  has  a number  of  immediate 
contemplated  programs.  It  will  shortly  distribute 
to  the  medical  profession  of  South  Dakota  a 
graphic  pamphlet  on  the  Papanicolaou  diagnistic 
procedure.  The  Society,  at  the  present  time,  is 
contemplating  assisting  the  hospitals  within  the 
State  in  establishing  Cancer  Registry  programs. 
The  former  programs  of  aid  to  certain  classes  of 
patients,  the  dressing  program,  and  the  mainten- 
ance of  a film  library  are  being  continued.  The 
Bulletin  CA  is  sent  to  the  medical  profession  in 
South  Dakota. 


Information  concerning  the  activities  of  the  So- 
ciety may  be  had  by  addressing  the  American 
Cancer  Society,  South  Dakota  Division,  Watertown, 
South  Dakota. 

Respectfully  submitted, 
COMMITTEE  ON  CANCER 
Paul  V.  McCarthy,  M.D.,  Chr. 

W.  A.  Geib,  M.D. 

J.  V.  McGreevy,  M.D. 

Report  of  the  Committee  on  Cancer  — The  Committee 
moves  to  accept  this  report. 


REPORT  OF  THE  SUB-COMMITTEE 
ON  TUBERCULOSIS 

We  wish  to  express  our  deep  regret  at  the  loss  of 
one  of  our  members.  The  passing  of  Dr.  R.  G. 
Mayer,  who  was  a member  of  the  Committe,  was 
a distinct  loss,  to  the  entire  State  and  to  this  Com- 
mittee. 

We  wish  to  again  emphasize  the  need  for  mass 
detection  in  Tuberculosis.  It  is  true  that  there  is 
a great  value  in  Mass  Mantou  testing,  but  because 
of  the  great  number  of  cases  of  other  pathology 
that  can  be  detected,  at  a time  when  they  may  be 
amenable  to  treatment,  makes  Mass  X-ray  Sur- 
veying worthwhile.  It  is  true  that  some  anxiety 
may  be  caused  momentarily,  before  X-ray  can  be 
secured,  but  this  surely  is  inconsequential  when 
compared  to  the  good  that  can  be  accomplished 
by  detection  of  a malignancy  while  it  is  in  an 
operable  condition. 

We  must  stress  that  Tuberculosis  is  decreasing 
but  it  definitely  is  not  under  control  and  now,  as 
before,  the  burden  is  upon  the  general  practitioner 
who  sees  the  patient  early.  He  must  suspect 
tuberculosis  early  and  he  must  insist  on  adequate 
treatment.  He  must  realize  that  there  is  a time 
for  drug  therapy  and  a time  for  surgery.  If  sur- 
gery is  not  performed  at  the  optimum  time  the 
possibility  of  a satisfactory  result  is  materially 
decreased.  We  must  still  insist  that  the  most  satis- 
factory place  to  treat  tuberculosis  is  in  a Sanator- 
ium. 

During  the  fiscal  year  56-57  thirty  three  per  cent 
of  the  cases  of  tuberculosis  that  were  admitted  to 
the  Sanatorium  were  far  advanced.  This  indicates 
that  either  the  patient  is  not  consulting  the  phys- 
ician early  enough  or  the  physician  is  not  sus- 
pecting tuberculosis  early  enough. 

Respectfully  submitted, 

W.  L.  Meyer,  M.D.,  Chr. 

R.  G.  Mayer,  M.D.,  (deceased) 
Saul  Friefeld,  M.D. 

Report  of  the  Sub-Committee  on  Tuberculosis  — The 
Committee  moves  to  accept  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  MATERNAL  AND  CHILD  WELFARE 

The  Committee  held  a joint  meeting  with  repre- 
sentatives from  the  Child  Welfare  Department  of 
the  State  Department  of  Health.  This  meeting  was 
held  at  the  request  of  the  Child  Welfare  Depart- 
ment representatives  because  they  were  seeking 
consultation  with  regard  to  their  adoption  pro- 
ceedings and  their  problems  relating  to  “problem” 
children. 

During  the  past  two  years  the  Committee  has 
sent  out  to  all  doctors  and  hospitals  in  the  State 
of  South  Dakota  a questionnaire  concerning  Ob- 
stetric Analgesia  and  Anesthesia.  The  material 
summarized  from  the  returned  questionnaires  will 
be  presented  orally  and  by  exhibit  at  the  State 
Scientific  Medical  Meetings  and  a written  report 
will  be  available  to  all  doctors  in  the  State. 

A Committee  member  represented  the  State  of 
South  Dakota  at  the  American  Medical  Associa- 
tion’s Regional  Conference  on  Perinatal  Mortality 
and  Morbidity  Studies  held  in  Chicago,  Illinois, 
Sunday,  March  23,  1958. 
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The  Committee  recommends  that  Councilors  con- 
sider favorably  the  enclosed  document  entitled 
“An  act  providing  for  the  confidental  character 
of  medical  studies  conducted  by  the  South  Dakota 
Board  of  Health,  South  Dakota  State  Medical  Asso- 
ciation or  allied  medical  societies.”  If  the  opinion 
of  the  Councilors  is  favorable  the  Committee 
recommends  that  the  document  be  presented  to  the 
next  session  of  the  State  Legislature  of  South  Da- 
kota for  its  action. 

An  act  providing  for  the  confidential  character 
of  medical  studies  conducted  by  the  South  Dakota 
State  Board  of  Health,  South  Dakota  Medical  Asso- 
ciation or  allied  medical  societies. 

Be  it  enacted  by  the  State  Legislature  of  the 
State  of  South  Dakota. 

(1)  All  information,  interviews,  reports,  state- 
ments memoranda,  or  other  data  procured 
by  the  State  Board  of  Health,  State  Medical 
Association,  or  allied  medical  societies  in  the 
course  of  a medical  study  for  the  purpose  of 
reducing  morbidity  or  mortality  shall  be 
strickly  confidential  and  shall  only  be  used 
for  medical  research. 

(2)  Such  information,  records,  reports,  state- 
ments, notes,  memoranda,  or  other  data, 
shall  not  be  admissible  as  evidence  in  any 
action  of  any  kind  in  any  court  or  before 
any  tribunal,  board,  agency,  or  person. 

(3)  The  furnishing  of  such  information  in  the 
course  of  a research  project  to  the  State 
Board  of  Health,  Medical  Association  or 
allied  medical  societies  or  their  authorized 
representatives,  shall  not  subject  any  per- 
son, hospital,  sanitarium,  nursing  or  rest 
home  or  such  agency  to  any  action  for  dam- 
ages or  other  relief. 

(4)  No  patient,  or  patient’s  relatives,  or  patient’s 
friends  named  in  any  medical  study,  shall  be 
interviewed  unless  consent  of  the  attending 
physician  and  surgeon  is  first  obtained. 

(5)  The  disclosure  of  any  information,  records, 
reports,  statements,  notes,  memoranda  or 
other  data  obtained  in  a medical  study  ex- 
cept that  necessary  for  the  purpose  of  the 
specific  study  is  thereby  declared  a mis- 
demeanor and  punishable  as  such. 

DEFINITION: 

The  purpose  of  such  studies  is  to  accumulate 
information  concerning  problems  in  a given 
branch  of  medicine,  and  to  use  that  informa- 
tion to  educate  the  medical  profession  in  an 
effort  to  reduce  the  incidence  of  those  prob- 
lems. 

Respectfully  submitted, 

COMMITTEE  ON  MATERNAL  AND 
CHILD  WELFARE 
Brooks  Ranney,  M.D.,  Chr. 

L.  W.  Tobin,  M.D. 

W.  A.  Anderson,  M.D. 

Report  of  the  Committee  on  Maternal  and  Child  Wel- 
fare — The  Committee  moves  to  accept  this  report.  The 
proposed  legislation  for  the  confidential  nature  of  the 
medical  studies  conducted  by  the  South  Dakota  State 
Board  of  Health  and  the  South  Dakota  State  Medical 
Association  and  allied  medical  societies  is  recommended 
for  approval  by  this  Committee. 


REPORT  OF  THE  COMMITTEE 
ON  DIABETES 

The  activities  of  the  Diabetes  Committee  for  the 
year  1958  were  limited  to  cooperation  with  the 
State  Public  Health  Service  in  obtaining  material 
for  medical  exhibits  at  the  State  Fair  in  Huron  and 
to  cooperate  with  distant  societies  during  Diabetes 
Week.  It  was  later  called  to  the  attention  of  the 
Committee  that  the  Council  disapproved  of  this 
type  of  medical  education  and  it  will  not  be  the 
policy  in  the  future  of  the  State  Association  to  co- 
operate in  State  Fair  activities. 


The  Committee  was  instrumental  in  obtaining 
publicity  material  for  radios,  TV  and  newspapers 
during  National  Diabetes  Week,  November  17th 
through  25th,  1957,  and  for  the  distribution  there- 
of of  this  material  to  the  local  committees  and  Dis- 
trict Societies. 

A total  of  12,009  people  were  tested  in  the  State 
during  this  week.  There  were  thirty-nine  people 
who  showed  sugar  in  the  urine  and  they  were  re- 
ferred to  their  private  physicians  for  follow-up 
study.  Eight  of  these  people  were  previously 
known  diabetics. 

The  Diabetes  Committee  strongly  recommends 
closer  cooperation  between  the  District  Societies 
and  the  State  Committee  in  organizing  more  active 
participation  during  National  Diabetes  Detection 
Week  in  the  future. 

Respectfully  submitted, 
COMMITTEE  ON  DIABETES 
E.  W.  Sanderson,  M.D.,  Chr. 

M.  E.  Sanders,  M.D. 

Clifford  Gryte,  M.D. 

Report  of  the  Committee  on  Diabetes  — The  Committee 
recommends  that  the  last  tvoo  lines  of  paragraph  1 be 
deleted  as  the  Committee  does  not  believe  it  is  the  intent 
of  South  Dakota  State  Medical  Association  not  to  co- 
operate with  the  State  Fair  activities. 

The  report  includes  a recommendation  that  closer  co- 
operation between  the  District  Societies  and  the  State 
Committee  on  Diabetes.  IV e move  to  accept  this  report 
as  amended. 


REPORT  OF  THE  EXECUTIVE  COMMITTEE 

The  Executive  Committee  did  not  have  occasion 
to  meet  during  the  year,  except  that  a portion  of 
the  Committee  met  with  the  President  and  Secre- 
tary-Treasurer of  Blue  Shield  Corporation  to  ad- 
vise on  selection  of  a man  employee  for  the  Blue 
Shield  operation. 

Other  actions  of  the  Committee  were  handled  by 
letter  or  telephone  calls. 

Respectfully  submitted, 
EXECUTIVE  COMMITTEE 
M.  M.  Morrissey,  M.D.,  Chr. 

A.  A.  Lampert,  M.D. 

R.  A.  Buchanan,  M.D. 

C.  R.  Stoltz,  M.D. 

A.  P.  Reding,  M.D. 

Magni  Davidson,  M.D. 

Report  of  the  Executive  Committee  — The  Committee 
moves  to  accept  this  report. 


REPORT  OF  THE  GRIEVANCE  COMMITTEE 

Your  Committee  respectfully  presents  the  fol- 
lowing report  of  its  activities: 

No  physical  meeting  of  the  Committee  has  been 
held  since  the  76th  annual  meeting  of  the  Associa- 
tion. Considerations  and  deliberations  of  all  mat- 
ters coming  before  this  Committee  having  been 
handled  by  phone  and  correspondence  between 
members  of  the  Committee  and  the  parties  con- 
cerned. Your  Committee  believes  that  except  in 
rare  instances,  grievances  can  be  settled  by  mail 
and  by  phone.  We  feel  that,  so  far,  at  least,  this 
belief  is  borne  out  by  facts. 

Two  files  that  have  been  held  as  not  completely 
settled,  are  now  believed  resolved,  in  that  no  word 
of  further  action  has  been  received  during  the 
present  fiscal  year  of  our  Association.  These  were: 

1)  A case  of  a patient  claiming  lack  of  interest 
or  responsibility;  that  an  appointment  was 
refused  on  a declared  holiday;  that  as  a re- 
sult undue  suffering  and  expense  resulted. 
Their  request  was  remission  of  the  unpaid 
balance  of  their  bill.  The  Committee  recom- 
mended this,  and  nothing  has  been  heard  of 
this  grievance  since  February  1957.  A letter 
of  attempted  indignation  from  the  probable 
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medical  instigator  of  the  complaint  was 
castigaingly  answered,  and  no  further  record 
shows. 

2)  A case  of  a threatened  suit  against  a doctor 
for  alleged  mismanagement  of  an  O.B.  case, 
resulting  in  a spastic  child.  This  matter  has 
been  thoroughly  checked  by  the  Committee 
and  all  parties  interviewed.  The  original  com- 
plaint was  written  November  2,  1954.  The  last 
correspondence  from  this  Committee  was 
late  October,  1954.  Since  no  further  action 
has  been  taken  since  1954,  your  Committee 
believes  this  case  may  well  have  been 
dropped  as  we  suggested. 

Four  cases  were  closed  during  this  past  year. 
They  are  summarized  herewith,  not  necessarily  in 
chronological  order: 

Case  tl 

An  alleged  overcharge  by  a physician  in  a Work- 
men’s Compensation  case  involving  a wrist  frac- 
ture. For  x-rays  alone  a charge  of  $200.00  had  been 
made.  This  seemed  to  be  the  chief  portion  of  the 
charges  under  question.  Your  Committee  sugges- 
ted to  the  Industrial  Commissioner  that  the  matter 
of  x-ray  charges  be  reevaluated  by  the  doctor  and 
a compromise  effected.  Apparently  this  was  done, 
for  nothing  has  been  heard  since  July,  1957. 

Case  #2 

This  was  actually  a gripe  rather  than  a com- 
plaint. In  fact,  a formal  grievance  was  not  filed, 
but  a dissatisfied  patient  had  changed  physicians 
and  wanted  to  register  a “nasty  comment”  against 
the  first  physician  and  gratuitously  return  a 
grocer’s  bagful  of  unused  tablets  and  pills.  The 
chairman  of  your  Committee  soothed  the  ruffled 
feelings  of  the  patient  and  offered  to  return  the 
medicines  and  admonish  the  doctor.  This  satisfied 
the  patient  and  her  husband.  The  doctor  was  duly 
admonished  and  his  pills  returned.  Everyone 
seemed  satisfied. 

Case  #3 

This  case  was  entirely  and  completely  a legal 
problem  between  doctors,  and  after  investigation 
your  Committee  concurred  that  the  one-time  part- 
ners should  place  their  differences  before  a board 
of  their  attorneys  and  abide  by  that  legal  advice. 
This  was  probably  done,  for  no  more  has  been 
heard  since  last  August. 

Case  #4 

This  was  a case  involving  a doctor  in  the  District 
in  which  the  chairman  practices.  The  chairman 
investigated  the  matter,  which  was  an  alleged 
over-charge,  and  then  referred  the  file  to  Dr.  D.  S. 
Baughman,  a member  of  the  Committee.  Dr. 
Baughman  wrote  an  explanatory  letter  to  the  com- 
plaining patient  on  November  26,  1957.  No  further 
word  has  been  received,  so  apparently  the  ex- 
planation satisfied. 

One  other  grievance  has  been  filed  with  this 
Committee,  but  as  yet  is  under  study  by  the  Com- 
mittee. It  too,  is  a matter  of  a grievance  by  one 
doctor  against  another,  and  it  is  possible  the  mat- 
ter rnay  not  properly  be  within  the  responsibility 
of  this  Committee.  We  are  not  ready  to  report  on 
it  at  this  time. 

Your  Committee  comments  that  there  have  been 
few  grievances  for  us  to  settle  this  year,  which  in- 
dicates a happy  situation.  We  admonish  the  mem- 
bership to  be  most  careful  about  commenting  to  a 
patient,  or  his  family,  about  another  physician’s 
previous  care  of  the  patient,  for  careless  words  or 
opinions  can  cause  much  needless  trouble.  We  also 
urge  the  members  to  be  circumspect  in  financial 
matters  with  patients.  While  it  is  true  that  med- 
ical fees  have  not  increased  in  proportion  to  wages 
of  other  laborers,  yet  it  is  often  advisable  to 
“Temper  the  wind  to  the  shorn  lamb.” 

We  respectfully  submit  this  report  and  move  its 
adoption. 


Respectfully  submitted, 

THE  GRIEVANCE  COMMITTEE 
L.  J.  Pankow,  M.D.,  Chr. 

D.  S.  Baughman,  M.D. 

D.  A.  Gregory,  M.D. 

R.  E.  Jernstrom,  M.D. 

A.  W.  Spiry,  M.D. 

Report  of  the  Grievance  Committee  — The  Committee 
moves  to  accept  this  report. 


REPORT  OF  THE  COMMITTEE 
ON  MENTAL  HEALTH 
The  Committee  is  quite  deeply  in  the  process  of 
study  of  the  current  laws  governing  mentally  ill 
and  retarded  individuals  and  comtemplate  event- 
ually formulating  a set  of  recommendation  to  for- 
ward to  the  legislative  research  council  of  the  State 
Legislature.  However,  at  this  time,  we  are  only 
in  preliminary  studies  and  as  yet  have  no  set  of 
recommendations  to  render. 

Respectfully  submitted, 

THE  MENTAL  HEALTH  COMMITTEE 

G.  W.  Smith,  M.D.,  Chr. 

E.  S.  Watson,  M.D. 

Clark  Johnson,  M.D. 

R.  C.  Knowles,  M.D. 

H.  E.  Davidson,  M.D. 

C.  G.  Baker,  M.D. 

Report  of  the  Committee  on  Mental  Health  — The  Com- 
mittee moves  to  accept  this  report. 


REPORT  OF  THE  BENEVOLENT 
FUND  COMMITTEE 

The  Benevolent  Fund  was  originally  established 
by  the  Auxiliary  with  annual  allotments  from  the 
State  Association.  This  was  started  during  the 
time  of  economic  depression  with  the  dire  need  of 
some  physicians.  Better  times  soon  followed,  but 
with  marked  wisdom  the  Fund  has  been  continued 
as  a bulwark  against  future  disasters.  After  creat- 
ing an  appreciable  amount  of  $5,000.00  it  was  the 
opinion  of  the  Society  that  the  monies  be  used 
under  certain  conditions  for  sudent  loans,  bearing 
interest  at  term  rates. 

The  money  now  at  hand  in  this  fund,  as  well  as 
an  itemization  of  loans  is  as  follows: 

April  4,  1958 

Government  Bonds  $3,700.00 

Loans  $4,700.00 

Cash  $ 897.86 


$9,297.86 

The  Committee  feels  strongly  that  this  Fund  is 
very  worthwhile  in  all  its  intent  and  purpose — amd 
the  use  it  is  now  being  put  to  is  most  creditable. 
We  strongly  urge  the  Association  to  continue  its 
annual  allotments  and  never  rescind  its  perman- 
ency. 

Respectfully  submitted  for  the  fiscal  year  1957-58. 
THE  BENEVOLENT  FUND  COMMITTEE 
Wm.  Donahoe,  M.D.,  Chr. 

J.  C.  Hagin,  M.D. 

F.  C.  Totten,  M.D. 

Report  of  the  Benevolent  Fund  Committee  — The  Com- 
mittee moves  to  accept  this  report. 

REPORT  OF  THE  RHEUMATIC  FEVER  AND 
HEART  DISEASE  COMMITTEE 

The  following  report  of  the  South  Dakota  Heart 
Association’s  Rheumatic  Fever  Prevention  Pro- 
gram also  constitutes  a portion  of  the  Medical 
Association’s  Committee  on  Rheumatic  Fever  and 
Heart  Disease  report.  (We  are  asking  the  support 
of  the  S.  D.  Pharmaceutical  Association  as  well  as 
the  S.  D.  Medical  Association.  The  Rheumatic 
Fever  Committee  of  the  South  Dakota  State  Med- 
ical Association  and  the  South  Dakota  Heart  Asso- 
ciation submits  the  following  for  your  approval.) 

1.  Physicians  may  apply  for  the  special  Heart 

Association  oral  penicillin  by  submitting  an  ap- 
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plication  to  the  State  Department  of  Health  for 
each  medical  indigent  rheumatic  lever  patient. 
Data  for  statistical  purposes  requested  on  the  ap- 
plication blank  with  a special  application  will 
then  be  sent  to  the  physician  by  the  State  De- 
partment of  Health. 

(a)  Upon  return  of  the  application  card  by  the 
requesting  physician  the  program  coordin- 
ator G.  J.  Van  Heuvelen,  M.D.,  State  Health 
Officer,  checks  the  diagnosis  in  terms  of  the 
criterion. 

(b)  Questionable  diagnosis  are  forwarded  by 
the  medical  coordinator  to  the  chairman  of 
the  S.  D.  Heart  Association,  Rheumatic  Fever 
Committee,  H.  W.  Farrell,  M.D.,  1000  S. 
Euclid  Avenue,  Sioux  Falls,  S.  D.,  who  is  a 
private  pediatrician.  The  chairman,  or  a 
member  of  his  committee  contacts  the  re- 
questing physician  by  a personal  phone  call 
or  by  a personal  letter  asking  for  further  in- 
formation in  clarification  of  the  diagnosis  in 
the  most  tactful  way  possible. 

2.  One  coded  prescription  will  be  sent  by  return 
mail  to  the  physician.  Each  prescription  is  for 
one  bottle  of  100  tablets.  It  is  a three  months 
supply  of  buffered  potassium  penicillin  G 250,000 
units.  The  patient  should  get  a new  prescription 
every  three  months.  Follow-up  examination  is 
often  recommended  at  this  interval. 

(a)  A notice  is  also  sent  to  the  patient,  see  form 
two,  patients  name,  doctor,  address,  will  take 
a tablet  every  day  preferably  at  the  same 
time  each  morning.  Go  back  to  your  phys- 
ician before  your  tablets  are  all  gone  for  an 
additional  supply.  Give  at  least  two  weeks 
notice  because  it  takes  that  long  to  obtain 
your  medicine.  Any  unusual  illness  should 
be  reported  to  your  physician. 

3.  The  patient  will  present  the  prescription  to 
the  pharmacist  of  his  choice.  The  pharmacist 
will  not  stock  this  special  bottle.  The  patient 
must  wait  a week  or  two  for  the  bottle  to  arrive 
from  the  wholesaler. 

4.  The  pharmacist  will  retain  the  special  pres- 
cription and  send  the  stub  to  the  wholesaler. 
Upon  receipt  of  this  stub  the  wholesaler  will  send 
the  pharmacist  one  of  these  bottles  with  the 
pharmacist’s  next  regular  stock  order. 

5.  The  wholesaler  will  send  the  sub  to  the  med- 
ical coordinator  in  this  case,  Dr.  Van  Heuvelen, 
who  will  then  make  a file  folder  up  indicating 
the  name  of  the  patient  and  the  county  in  which 
he  lives  and  this  is  filed  empty  in  a file  drawer. 
A card  number  four  is  then  placed  in  a working 
file.  Card  number  four  serves  as  an  adequate 
follow-up  of  these  patients.  The  date  the  peni- 
cillin was  mailed  by  the  wholesaler  should  be 
present  on  the  stub.  This  date  is  then  recorded 
on  the  front  of  card  number  one  in  the  perman- 
ent file.  The  date  which  the  supply  will  expire, 
three  months  from  the  date  mailed  is  recorded 
on  the  back  of  card  number  one.  On  the  card 
number  one  a date  corresponding  to  three  weeks 
prior  to  the  date  of  expiration  is  entered.  Card 
number  one  is  placed  in  the  working  file  box 
under  the  follow-up  date  three  weeks  prior  to 
expiration  of  the  penicillin  supply.  A routine 
check  of  the  follow-up  file  is  made  every  Mon- 
day morning  by  the  secretary.  Cards  falling  due 
on  that  date  are  pulled.  See  attached  card  num- 
ber four  is  typed  and  sent  to  the  physician.  Card 
number  one  is  then  placed  in  a hold  section  of 
the  working  file.  The  requesting  physician  com- 
pletes the  follow-up  card  number  four  and  re- 
turns it  to  the  program  coordinator.  The  program 
coordinator  checks  the  information  on  the  card, 
orders  further  prescription  sent.  Then  when  stub 
is  returned  via  wholesaler  this  sale  is  recorded 
on  card  number  4.  Then  above  is  duplicated 
with  exception  that  data  will  be  on  card  number 


4 in  working  file.  Card  number  one  is  placed  in 
the  permanent  file  holder  for  that  patient.  If  the 
physician  does  not  return  a follow-up  applica- 
tion card  within  four  to  six  weeks  of  initial  mail- 
ing to  him  an  additional  follow-up  card  number 
four  and  a follow-up  letter  number  five  should 
be  sent  to  the  physician.  If  the  physician  replies 
to  the  follow-up  letter  number  five  requesting 
nursing  follow-up,  the  medical  coordinator 
writes  the  public  health  nurse,  school  nurse  or 
county  nurse  in  that  area  asking  the  nurse  to 
contact  the  private  physician  to  determine  his 
wishes.  If  in  reviewing  the  second  request,  num- 
ber four,  the  medical  coordinator  notes  that  item 
three  as  well  as  item  one  and  two  have  been 
checked  without  any  additional  comments  a 
personal  letter  is  sent  to  the  physician  request- 
ing clarification.  If  the  case  is  closed  for  any 
reason  all  cards  are  transferred  to  the  permanent 
file  folder  and  special  tab  number  seven  is 
placed  on  the  folder  to  indicate  the  case  is  closed. 

6.  Upon  receipt  of  the  bottle  of  penicillin,  the 
pharmacist  will  apply  his  own  label,  a special 
label  for  rheumatic  fever  only,  the  label  on  the 
back  of  the  bottle  should  be  left  on. 

7.  The  pharmacist  will  sell  the  item  for  $5.00  a 
bottle.  The  system  used  provides  an  automatic 
three  month  check  on  the  distribution. 

The  program  is  under  the  supervision  of  the 
Rheumatic  Fever  Committee  of  the  South  Dakota 
Heart  Association,  the  South  Dakota  Medical  Asso- 
ciation working  with  the  South  Dakota  Pharma- 
ceutical Association.  The  success  of  this  prevention 
of  secondary  infection  of  the  rheumatic  fever  pa- 
tient rests  solely  in  the  hands  of  the  physician, 
for  it  is  only  through  him  that  this  service  is  a 
success  or  failure.  The  very  small  handling  charge 
will  not  permit  special  delivery  by  the  pharmacy 
in  most  cases.  The  physicians  may  participate  in 
this  plan  by  merely  completing  and  forwarding 
one  of  the  enclosed  application  forms  upon  request 
from  the  State  Public  Health  Officer,  State  Depart- 
ment of  Public  Health.  Your  prescription  pads 
will  be  sent  to  you  by  return  mail. 

The  program  committee  hereby  submits  a sum- 
mary of  the  activities  carried  out  in  the  year  1958: 

An  extensive  effort  was  made  this  year  to  ex- 
pand our  professional  education  and  lay  education 
program  throughout  the  other  months  of  the  year. 
It  was  decided  to  divide  the  state  up  into  districts 
similar  to  our  District  Medical  Societies  and  estab- 
lish a film  library  and  a general  program  chairman 
for  each  one  of  these  districts  to  act  as  a guide  and 
supervisor  of  this  public  service  offered  by  the 
South  Dakota  Heart  Association.  They  have  been 
given  the  authority  to  contact  various  doctors  and 
lay  people  to  perpetuate  the  knowledge  of  heart 
disease  to  the  medical  profession  and  lay  people 
throughout  the  state  of  South  Dakota.  The  value 
of  this  project  is  twofold,  one,  it  takes  some  of  the 
work  load  off  the  central  office.  Two,  gets  this  in- 
formation out  to  the  grass  roots  of  South  Dakote  in 
a faster  and  more  direct  route.  All  of  these  respec- 
tive chairmen  have  been  advised  to  send  out  letters 
particularly  during  the  summer  months  to  the 
respective  chairmen  of  the  various  service  clubs, 
community  clubs,  womens  clubs,  Farm  Bureau,  etc. 
so  that  they  will  have  Heart  Association  problems 
in  mind  for  their  coming  programs  during  the 
ensuing  year.  Through  the  help  of  the  executive 
secretary  we  have  inaugurated  a monthly  news 
letter,  which  is  sent  out  to  all  members  of  the 
South  Dakota  Heart  Association  so  that  they  can 
become  better  acquainted  with  the  activities  of  the 
Association  in  what  is  transpiring  throughout  the 
various  parts  of  the  State. 

This  year  we  have  given  more  consideration  to 
the  cardiac  on  the  farm  and  exhibits  and  talks 
were  given  to  the  Thirteenth  Annual  Agriculture 
Week  sponsored  by  the  Watertown  Chamber  of 
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Commerce,  January  19th  through  the  25th  at  which 
time  topics  were  presented  by  members  of  the 
South  Dakota  Heart  Association  on  cardiac  prob- 
lems as  they  pretain  to  the  farmer.  Likewise, 
exhibits  were  presented  at  the  Sioux  Empire  Farm 
Show.  A letter  went  out  to  all  members  of  the 
Extension  Service  and  the  county  agents  seeking 
their  cooperation  in  offering  our  speaking  bureau 
facilities  and  also  exhibits  at  any  farm  meetings 
to  help  the  cause  of  cardiac  on  the  farm.  One  of 
our  biggest  projects,  however,  has  been  to  set  up  in 
South  Dakota  a medium  of  distribution  of  peni- 
cillin for  the  prevention  of  secondary  infection  in 
the  rheumatic  fever  patient.  Enclosed  please  find 
a copy  of  the  proposed  plan  which  we  hope  will  be 
adopted  by  the  South  Dakota  Medical  Association 
and  the  South  Dakota  Pharmaceutical  Association. 
We  have  also  secured  a very  wonderful  program 
for  our  annual  meeting  for  both  the  professional 
members  and  also  the  lay  members.  Mrs.  Janssen 
is  in  charge  of  obtaining  the  speakers  for  the  lay 
educational  part  of  the  annual  Heart  Association 
meeting  and  Dr.  Stanage  and  myself  have  been  in 
charge  of  securing  the  speakers  for  the  combined 
meeting  of  the  South  Dakota  Heart  Association 
and  the  South  Dakota  State  Medical  Association. 
We  realize  that  this  is  purely  scratching  the  sur- 
face of  the  multitude  of  things  that  we  can  insti- 
tute throughout  the  State  of  South  Dakota,  and 
we  recognize  that  nothing  has  been  done  as  far  as 
the  housewife  or  cardiac  in  the  home  which  will 
leave  plenty  opportunity  for  the  succeeding  pro- 
gram chairman  and  committee  to  improve  and  also 
enlarge  the  present  program  which  has  been  estab- 
lished. 

Respectfully  submitted, 

RHEUMATIC  FEVER  & HEART  DISEASE 
COMMITTEE 
J.  Argabrite,  M.D.,  Chr. 

B.  T.  Lenz,  M.D. 

H.  W.  Farrell,  M.D. 

Report  of  the  Rheumatic  Fever  and  Heart  Disease 
Committee  — The  Committee  moves  to  accept  this  report. 


SPECIAL  COMMITTEES 
REPORT  OF  THE  RADIO  BROADCAST  AND 
T.V.  COMMITTEE 

The  Committee’s  main  function  is  to  assure  the 
wide  spread  and  continuous  use  of  AMA  radio 
transcriptions  by  the  various  radio  stations 
throughout  the  State. 

The  Committee  has  had  no  meetings  during  the 
year.  However,  Committee  activities  were  co- 
ordinated by  telephone  and  letter.  The  Committee 
objective  is  two  fold:  (1)  to  have  the  radio  trans- 
criptions used  on  a weekly  basis  by  the  stations 
throughout  the  State,  (2)  to  provide  for  the  ad- 
vanced programing  of  these  weekly  transcriptions 
for  a twelve  month  period.  This  objective  has  been 
accomplished  completely  in  some  areas  and  only 
partially  in  others. 

Respectfully  submitted, 

THE  RADIO  BROADCASTS  COMMITTEE 

J.  J.  Stransky,  M.D.,  Chr. 

H.  L.  Ahrlin,  M.D. 

F.  D.  Leigh,  M.D. 

R.  Olson,  M.D. 

J.  C.  Rodine,  M.D. 

S.  D.  Simon,  M.D. 

J.  P.  Steele,  M.D. 

The  Committee  recommends  that  the  report  of  the  Radio 
Broadcast  Committee  he  accepted  and  that  continued 
efforts  be  made  to  continue  the  work  of  the  Committee. 
W e suggest  that  possibly  this  committee  could  undertake 
the  problem  of  unethical  medical  advertising  over  radio 
and  television.  W e further  recommend  that  the  name  of 
this  committee  be  changed  to  include  television. 


REPORT  OF  THE  AMEF  COMMITTEE 
The  AMEF  Committee  conducted  a letter  solici- 


tation type  of  campaign  since  this  method  has  been 
found  to  be  most  successful.  It  is  with  sincere 
thanks  that  the  Committee  wishes  to  express  its 
appreciation  to  A.  A.  Lampert,  M.D.,  John  C.  Fos- 
ter, Executive  Secretary,  and  Dr.  Walter  L.  Hard, 
Dean  of  the  School  of  Medicine,  for  their  appealing 
letters,  which  were  sent  to  the  doctors  of  South 
Dakota  and  the  alumni  of  the  School  of  Medicine. 
The  response  was  gratifying. 

Perhaps  some  facts  and  figures  taken  from  the 
National  Committee’s  Report  up  to  December  31, 
1957,  might  be  of  interest.  Certainly  this  report 
reveals  that  many  physicians,  organizations,  people 
of  industry,  our  auxiliary  members,  and  lay  people 
realize  the  importance  of  maintaining  the  high 
standards  of  our  medical  education  without  aid 
from  the  federal  government.  This  should  be  a 
challenge  to  the  doctors  in  South  Dakota. 

1957  Income $984,885.00 

Amount  distributed  in  Grants  to 
Medical  Schools  on  February  11, 

1957  $1,072,366.00 

1957  Source  of  Income 

Physicians  $541,528.46 

American  Medical  Association 100,000.00 

Other  Societies,  Organizations, 

and  Clinics 214,369.50 

Woman’s  Auxiliary  113,540.56 

Laymen  and  Memorials  5,206.50 

Income  from  Securities  10,239.98 


$984,885.00 

To  bring  this  down  to  the  State  level,  the  follow- 
ing figures  are  for  1956-1957. 

Number  of  contributors  ■ 1956  1957 

152  228 

Amount  of  Contributions  $5,756.50  $8,647.00 

The  figures  show  that  there  has  been  an  increase 
of  76  contributors  over  1956  and  that  $2,890.50  more 
was  made  in  contributions  than  in  1956.  This  is  a 
good  percentage. 

Dr.  Walter  L.  Hard  reported  that  166  physicians, 
representing  more  than  one  third  of  the  practicing 
physicians  in  South  Dakota,  as  well  as  alumni  out- 
side the  State,  contributed  $6,636.00  in  support  of 
the  operational  budget  of  the  University  of  South 
Dakota  Medical  School  during  the  year  1957.  Some 
of  our  doctors  designate  part  of  their  contributions 
to  their  alma  maters  in  other  States. 

It  was  gratifying  to  the  Committe  to  note  that 
at  the  Seventh  Annual  State  AMEF  Chairmen’s 
meeting  in  Chicago,  January  25-26,  1958,  two  of  the 
letters  which  were  used  in  our  1957  campaign 
were  also  used  in  a brochure  “Examples  of  Ma- 
terial from  Successful  1957  State  Campaigns.” 

Respectfully  submitted, 

A.  P.  Reding,  M.D.,  Chr. 

A.  A.  Lampert,  M.D. 

O.  J.  Mabee,  M.D. 

H.  L.  Saylor,  M.D. 

S.  F.  Sherrill,  M.D. 

The  Committee  compliments  the  AMEF  Committe  on  its 
work  and  recommends  that  its  efforts  should  be  exerted 
again  in  the  coming  year.  The  progress  made  by  this 
committee  is  excellent. 


REPORT  OF  THE  EDITORIAL  COMMITTEE 
The  Editorial  Committee  feels  that  the  Journal 
is  only  as  good  as  the  South  Dakota  physicians  who 
submit  scientific  and  editorial  material  to  it.  This 
year  there  was  a slight  decrease  in  the  number  of 
papers  submitted  by  South  Dakota  physicians. 

We  recommend  that  some  steps  be  taken  to  in- 
crease the  number  of  ease  reports  which  have 
major  interest  to  the  other  South  Dakota  prac- 
titioners. 

Respectfully  submitted, 

G.  S.  Paulson,  M.D. 

Harold  Lowe,  M.D. 

H.  R.  Wold,  M.D. 
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R.  E.  Van  Demark,  M.D. 

T.  W.  Reul,  M.D. 

Mary  Price,  M.D. 

Amos  Michael,  M.D. 

M.  L.  Spain,  M.D. 

The  Committee  recommends  that  the  report  of  the 
Editorial  Committee  be  accepted.  The  Committee  can 
only  strongly  emphasize  the  fact  that  South  Dakota  phys- 
icians must  increase  their  scientific  contributions  to  the 
Journal  to  de^uelop  the  Journal  to  its  full  ’worth. 


REPORT  OF  THE  MEDICAL  LICENSURE 
COMMITTEE 

The  Board  held  their  two  regular  meetings  dur- 
ing the  year.  The  summer  meeting  was  held  in 
Rapid  City  in  July,  and  the  January  meeting  was 
held  in  Sioux  Falls. 

Eight  physicians  wrote  the  examinations  during 
the  year,  and  21  physicians  were  licensed  by  re- 
ciprocity in  South  Dakota.  Three  D.P.  physicians 
were  granted  full  licensure  at  the  July  meeting. 

Carthage  and  Veblen  were  re-designated  as  em- 
ergency medical  areas. 

South  Dakota  established  reciprocity  with  five 
more  states  during  the  year,  they  are:  District  of 
Columbia,  Maine,  New  Jersey,  New  York  and 
Pennsylvania. 

The  Board  appropriated  $750.00  to  the  South 
Dakota  Basic  Science  Board  for  the  prosecution 
of  illegal  practitioners.  The  Board  also  set  a $5.00 
fee  for  the  Booklet  of  Licensed  Physicians,  and  to 
change  the  list  so  that  it  shows  the  specialist  of 
each  physician. 

The  Board  nominated  the  following  officers  in 
July:  President,  F.  F.  Pfister,  M.D.,  Vice-President, 
J.  H.  Cheney,  D.O.,  Secretary-treausurer,  Magni 
Davidson,  M.D.  Dr.  R.  A.  Buchanan,  Huron,  was 
selected  by  the  Governor  to  the  Board  after  the 
death  of  Dr.  Pfister. 

The  Committee  wishes  to  express  their  deep 
regret  at  the  loss  of  their  chairman.  Dr.  Pfister. 
Respectfully  submitted, 

MEDICAL  LICENSURE  COMMITTEE 
Magni  Davidson,  M.D. 

C.  E.  Kemper,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Medical  Licensure  Committee.  The  careful  handling 
of  their  problems  is  again  complimented. 


REPORT  OF  THE  COMMITTEE 
ON  VETERANS  ADMINISTRATION  AND 
MILITARY  AFFAIRS 

The  Committee  on  Veterans  Administration  and 
Military  Affairs  held  no  meetings  during  the  year. 
Respectfully  submitted, 

L.  C.  Askwig,  M.D.,  Chr. 

M.  R.  Gelber,  M.D. 

G.  H.  Steele,  M.D. 

T.  J.  Billion,  M.D. 

The  Committee  on  Veterans  Administration  and  Mili- 
tary Affairs  submitted  no  report. 


REPORT  OF  THE  COMMITTEE 
ON  SPAFFORD  MEMORIAL  FUND 

The  recipient  of  the  Spafford  Memorial  Award 
has  not  been  named  as  yet  this  year.  The  prize  is 
awarded  each  year  to  that  student  who,  in  the 
opinion  of  the  Committee,  has  made  the  most  satis- 
factory progress  in  the  study  of  Latin,  preferably 
Vergil. 

This  Award  was  established  by  the  South  Dakota 
State  Medical  Association  and  other  friends  of  Dr. 
Spafford  in  recognition  of  his  many  years  of  ser- 
vice as  a member  of  the  State  Board  of  Regents 
of  Education  and  especially  of  his  interest  in  the 
study  of  the  ancient  classics.  Last  year  in  June  it 
was  awarded  to  Mr.  Edward  Matthews  of  Pierre, 
South  Dakota. 

Respectfully  submitted, 

T.  E.  Eyres,  M.D.,  Chr. 


The  Committee  recommends  the  acceptance  of  the  report 
of  the  Committee  on  the  Spafford  Memorial  Fund. 


REPORT  OF  THE  COMMITTEE 
ON  PREPAYMENT  AND  INSURANCE  PLANS 

The  Committee  met  only  as  the  Medical  member 
of  the  Blue  Shield  Board  of  Directors. 

Action  taken  during  the  year  was  to  drop  S.  Paul 
Mercury  Indemnity  Insurance  Company  from  the 
list  of  approved  health  insurance  companies  for 
non-remittance  of  financial  and  membership  state- 
ments. 

Respectfully  submitted, 

PREPAYMENT  AND  INSURANCE  PLANS 

COMMITTEE 

C.  J.  McDonald,  M.D.,  Chr. 

D.  H.  Breit,  M.D. 

Paul  Hohm,  M.D. 

Robert  Monk,  M.D. 

A.  A.  Lamport,  M.D. 

E.  A.  Johnson,  M.D. 

T.  H.  Sattler,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Prepayment  and  Insurance  Plans  Committee  as 
submitted. 


REPORT  OF  THE  COMMITTEE 
ON  RURAL  MEDICAL  SERVICE 

This  is  the  thirteenth  year  of  the  establishment 
of  this  Committee.  This  year  the  National  Rural 
Health  Conference  was  held  in  Jackson,  Mis- 
sissippi. Looking  back  at  what  has  been  accom- 
plished in  Rural  Health  in  the  past  thirteen  years 
that  I have  been  connected  with  this  movement, 
we  have  made  the  following  achievements: 

1.  Immediately  after  the  war  our  social  planners 
were  in  the  saddle  and  were  doing  everything 
possible  to  bring  about  Socialized  Medicine  in 
the  United  States  by  bringing  out  a very  falsi- 
fied biased  report  on  the  status  of  the  rural 
recruits  in  comparison  to  the  urban  recruits. 
They  made  many  distorted  and  unjustifiable 
accusations,  that,  in  the  first  place  the  health 
of  the  nation  was  impaired  and  that  the  rural 
people  had  very  poor  health  and  medical  facil- 
ities. At  the  second  year  meeting  the  figures 
and  statistics  were  ably  studied  and  evaluated 
and  found  to  be  incorrect.  However,  we  have 
always  felt  that  we  could  always  improve  in 
our  health,  whether  in  the  country  or  urban 
areas,  and  that  we  should  strive  for  improve- 
ment. 

2.  Look  at  the  problem  of  not  being  able  to  get 
doctors  to  come  into  the  rural  areas.  This 
problem  of  not  being  able  to  get  doctors  to 
come  into  the  rural  areas  was  studied  and 
many  plans  devised  whereby  men  have  been 
attracted  to  the  rural  areas.  In  conjunction 
with  the  various  farm  organizations.  Farm 
Bureau,  Farm  Grange,  and  State  Universities, 
with  their  Extension  Departments,  and  Fed- 
eral Government,  we  have  been  able  to  attract 
young  men  to  the  country,  by  giving  them 
scholarships  for  their  medical  education,  by 
giving  loans  as  Sears  & Roebuck  has  done  for 
building  clinic  buildings  and  also  educating 
the  various  communities.  If  they  want  to 
have  better  health  it  is  not  only  necessary  to 
have  a good  doctor  but  to  have  up  to  date  and 
modern  conveniences,  good  roads,  good 
schools,  good  water  system,  good  sewage,  and 
good  milk  supply.  It  was  also  pointed  out 
that  living  in  the  country  had  many  advan- 
tages over  city  living. 

3.  The  problems  of  farm  accidents  and  highway 
accidents  have  been  discussed  and  clinics, 
programs,  and  campaigns  have  been  organ- 
ized so  that  we  would  be  able  to  inform  the 
rural  people  how  to  avoid  accidents.  This  is 
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...  in  Skin  Diseases:  I”  a study  of  26  patients  with  severe  der- 
matoses, AMSTOCORT  was  proved  to  have  potent  anti-inflammatory  and 
antipruritic  properties,  even  at  a dosage  only  % that  of  prednisone^. . . 
Striking  affinity  for  skin  and  tremendous  potency  in  controlling  skin  dis- 
ease, including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  imfroved^. . . absence  of  serious  side  effects  specifically  noted.^’  ® 


...in  Rheumatoid  Arthritis;  Impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients*. . . 6 mg.  of  amstocort  corre- 
sponded in  effect  to  10  mg.  of  prednisone  daily  (in  addition,  gastric  ulcer 
which  developed  during  prednisone  therapy  in  2 cases  disappeared  during 
ARisTOCORT  therapy),® 


1.  Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosentlial,  A.  L.s 
J.  A.  M.  A.  165:1821,  (Dec  7)  1957. 

2.  Shelley,  W.  B.,  and  Pillsbury,  D.  M.s 
Personal  Communication. 

3.  Sherwood,  A.,  and  Cooke,  R.  A.:  Personal  Communication. 

4.  Freyberg,  R.  H.,  Berntsen,  C.  A.,  and  Heilman,  L.:  Paper 
presented  at  International  Congress  on  Rheumatic  Diseases, 
Toronto,  June  25,  1957. 

5.  Hartung,  E.  F.;  Personal  Communication. 

6.  Schwartz,  E.:  Personal  Communication. 

7.  Sherwood,  A.,  and  Cooke,  R.  A.:  J.  Allergy  28:97, 1957. 

8.  Heilman,  L.,  Zumoff,  B.,  Kretshmer,  N.,  and  Kramer,  B.: 
Paper  presented  at  Nephrosis  Conference,  Bethesda,  Md., 
Oct.  26,  1957. 

9.  Ibid.:  Personal  Communication. 

10.  Barach,  A.  L.:  Personal  Communication. 

11.  Segal,  M.  S.:  Personal  Communication. 

12.  Cooke,  R.  A.:  Personal  Communication. 

13.  Dubois,  E.L.:  Personal  Communication. 


Triamcinolone  LEDERLE 


,..in  Respiratory  Allergies:  “Good  to  excellent”  results  in  29  of 
30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage 
of  only  7 mg.®. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg. 
to  control  allergic  rhinitis  in  a group  of  42  patients,  with  an  actual  reduction  of 
blood  pressure  in  12  of  these. 

• •.in  Other  Conditions:  TTwo  failures,  4 partial  remissions  and  8 cases 
with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characteriza- 
tion of  ARiSTOCORT  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of 
the  nephrotic  syndrome.®'®. . .Prompt  decrease  in  the  cyanosis  and  dyspnea  of 
pulmonary  emphysema  and  fibrosis,  with  marked  improvement  in  patients  refrac- 
tory to  prednisone.^®' . . Favorable  response  reported  for  25  of  28  cases  of 
disseminated  lupus  erythematosus.^® 


-OH 


Depending  on  the  acuteness  and  severity  of  the  disease  under 
therapy,  the  initial  dosage  of  aristocort  is  usually  from  8 to  20  mg. 
daily.  When  acute  manifestations  have  subsided,  maintenance 
dosage  is  arrived  at  gradually,  usually  by  reducing  the  total  daily 
dosage  2 mg.  every  3 days  until  the  smallest  dosage 
has  been  reached  which  will  suppress  symptoms. 


Comparative  studies  of  patients  changed  to  aristocort 
from  prednisone  indicate  a dosage  of  aristocort  lower  by  about  H 
in  rheumatoid  arthritis,  by  Vi  in  allergic  rhinitis  and  bronchial 
asthma,  and  by  Vi  to  Vi  in  inflammatory  and  allergic  skin  diseases. 
With  ARISTOCORT,  no  precautions  are  necessary  in  regard  to  dietary 
restriction  of  sodium  or  supplementation  with  potassium. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of 
30;  and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
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not  only  with  farm  machinery,  but  with  the 
paints  and  poisons  around  the  home.  In  the 
past  few  years,  with  these  newer  sprays  and 
insecticides  it  has  created  a great  problem 
and  we  have  now  begun  to  get  organized  to 
know  what  types  of  poisons  are  being  used 
and  what  to  do  in  case  of  poisoning.  We  are 
now  organizing  a service  in  the  State  where- 
by we  will  have  24  hour  contact  with  the 
place  where  we  can  get  information  to  take 
care  of  poisoning. 

4.  The  matter  of  nutrition  has  been  stressed. 

5.  The  matter  of  dental  hygiene  and  dental  care 
and  the  problem  of  being  able  to  get  dentists 
to  go  out  to  the  rural  areas,  has  been  studied. 

6.  The  nursing  problem  (the  nursing  shortage) 
is  another  topic  that  we  have  explored  and 
we  have  done  a great  deal  to  solve  this,  par- 
tially. I think  that  we  can  all  say  that  the 
present  nursing  situation  is  bad.  We  have  too 
many  generals  and  too  few  soldiers  to  actually 
carry  out  the  work.  With  our  highly  scientific 
type  of  medicine  we  have  relegated,  actually, 
the  nursing  problem  to  Nurse’s  Aides  and 
LPNs,  who  have  done  an  excellent  job  as  far 
as  they  could. 

7.  We  have  a great  deal  of  changing  population, 
new  areas  that  have  to  be  supplied  with  doc- 
tors and  all  the  hygienic  facilities  that  are 
necessary.  We  also  find  that  we  have  city 
people  coming  out  and  forming  urban  areas. 
Perhaps  this  is  a greater  trend  than  the  farm 
people  coming  into  the  cities. 

I had  the  pleasure  of  representing  the  Society 
again  at  the  Thirteenth  Annual  Health  Conference 
held  this  year  in  Jackson,  Mississippi.  We  had 
excellent  speakers  and  find  discussions.  I am  sure 
that  those  who  attended  will  be  going  back  to  their 
communities  with  a great  many  ideas  on  how  to 
improve  the  rural  health  of  their  own  communities. 
It  was  decided  at  the  Council  Meeting  that  every 
other  year  we  would  try  to  put  on  a State  Rural 
Health  Conference.  Last  year  when  we  tried  to 
put  one  on  we  had  a blizzard  and  so  it  was  not 
very  well  attended  in  Huron.  I trust  that  next 
year  will  be  much  better. 

I want  to  take  this  opportunity  to  thank  the 
South  Dakota  State  Medical  Association  for  giving 
me  an  opportunity  to  work  in  this  capacity. 
Respectfully  submitted, 

RURAL  MEDICAL  SERVICE  COMMITTEE 
A.  P.  Peeke,  M.D.,  Chr. 

E.  F.  Kalda,  M.D. 

G.  J.  Bloemendaal,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Committee  on  Rural  Medical  Ser^vice,  and  com- 
mends the  committee  for  the  vjork  they  have  done.  How- 
ever, the  Committee  recommends  that  the  words  “situation 
is  had”  in  item6,  line  6,  be  changed  to  “situation  needs 
improvement.” 


REPORT  OF  THE  COMMITTEE 
ON  NURSING  TRAINING 

As  far  as  the  report  of  the  Nurses  Training  Com- 
mittee, the  only  program  that  I have  been  asso- 
ciated with  was  that  of  Rural  Nursing. 

During  the  years  of  1955,  56  and  57  the  sending 
schools  sent  144  students  out  to  receiving  hospitals. 
At  the  present  time  there  are  five  sending  hospitals 
and  five  receiving  hospitals.  We  feel  that  this  is  a 
worthwhile  program  as  some  of  these  students  re- 
turn to  the  smaller  hospitals  in  various  commun- 
ities throughout  the  State  after  they  have  become 
acquainted  with  rural  nursing.  This  program  is 
very  ably  handled  by  Hazel  Hubbs  of  State  Col- 
lege. 

Respectfully  submitted, 

NURSING  TRAINING  COMMITTEE 
J.  A.  Muggly,  M.D.,  Chr. 


C.  L.  Vogele,  M.D. 

G.  F.  Gryte,  M.D. 

The  Committee  recommends  the  acceptance  of  the 
Nursing  Training  Committee  report. 


REPORT  OF  THE  COMMITTEE 
ON  WORKMEN'S  COMPENSATION 

The  Committee  on  Workmen’s  Compensation  has 
been  principally  interested  in  the  problems  of  fees 
paid  to  physicians  for  compensation  cases,  during 
the  past  year. 

Accordingly  a meeting  was  held  in  Pierre  on 
December  8,  1957,  to  study  this  problem.  In  ad- 
dition to  the  members  of  the  Committee  the  fol- 
lowing interested  persons  were  invited,  and 
present:  M.  M.  Morrissey,  M.D.,  Mr.  Thomas  Ries, 
the  Industrial  Commissioner,  Mr.  John  C.  Foster, 
Representatives  of  the  Association  of  Clinic  Man- 
agers, Messrs.  Ed  Gerloff,  James  Gormley  and 
Francis  Sly. 

Representatives  of  the  Sunshine  Mutual  Insur- 
ance Company  and  the  Western  Surety  Insurance 
Company  of  Sioux  Falls,  South  Dakota  were  in- 
vited, but  did  not  attend. 

The  advisability  of  creating  a uniform  fee  sched- 
ule was  discussed. 

The  advisability  of  routinely  calling  on  the  Med- 
ical Association  Advisory  Committee  to  the  Indus- 
trial Commissioner,  by  the  Commissioner,  was  dis- 
cussed. 

That  area  of  the  problem,  dealing  with  required 
changes  in  the  Workmen’s  Compensation  Law  was 
discussed. 

As  a result  of  this  meeting,  it  was  found  that 
the  Industrial  Commissioner  required  either  a fee 
schedule,  or  an  advisory  group  to  aid  him  in  de- 
ciding fair  fees. 

As  a temporary  device,  the  Committee  suggests 
that  the  Medicare  schedule  be  followed,  as  a basis 
for  fees  charged  for  care  of  Workmen  covered  by 
the  Compensation  laws. 

The  Committee  wishes  to  point  out  that  it  is  in- 
consistent, to  charge  a lesser  fee  for  Compensation 
cases,  than  for  dependents  cared  for  under  Med- 
icare. The  former  group  represents  a liability  of 
the  employer  and  the  carrier. 

The  Committee  believes  that  the  Society  should 
consider  the  advisability  of  a fee  schedule,  or  an- 
other system,  remembering  the  need  of  the  Indus- 
trial Commissioner,  as  well  as  the  other  parties 
involved. 

The  Committee  recommends  further  study  of 
the  Workmen’s  Compensation  laws,  and  further 
efforts  in  the  coming  Legislative  Session  to  prop- 
erly amend  these  laws.  Notably  deficient  under 
the  present  laws,  are  the  maximums  for  Medical 
costs,  and  Indemnity  benefits,  to  the  injured. 

Respectfully  submitted, 
WORKMEN’S  COMPENSATION 
COMMITTEE 
J.  N.  Hamm,  M.D.,  Chr. 

R.  Giebink,  M.D. 

H.  R.  Lewis,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Committee  on  Workmen’s  Compensation.  The 
Committee  wishes  to  emphasize  the  importance , as  pointed 
out  by  the  committee,  of  instituting  adequate  Workmen’s 
Compensation  legislation  at  the  earliest  possible  moment 
in  the  coming  session  of  the  legislature  and  commends  the 
committee  for  its  intensive  efforts  in  developing  this  pro- 
gram with  the  sincere  hope  that  this  coming  year  will  see 
realization  of  this  necessary  legislation.  We  recommend 
that  this  same  committee  be  continued  because  of  the 
experience  they  have  accumulated  over  the  past  several 
years. 


REPORT  OF  THE  COMMITTEE 
ON  BLOOD  BANKS 

The  report  of  the  1957  Committee  on  Blood 
Banks  suggested  that  a 4 point  program  be  con- 
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sidered. 

1.  A volunlary  program  of  testing  unknown 
samples  of  blood  by  hospitals  and  blood  banks 
in  South  Dakota. 

2.  A workshop  on  Blood  Banking  technical 
methods. 

3.  A voluntary  inspection  and  approval  program 
for  Blood  Banks  and  Hospitals  transfusion 
services  in  South  Dakota. 

4.  A donor  club  program  for  South  Dakota  phys- 
icians. 

At  the  19-57  annual  meeting  it  was  thought  ad,- 
visable  to  attempt  to  organize  a workshop  for  1957. 
With  the  cooperation  of  Dean  W.  L.  Hard  and  Dr. 
A.  C.  Michael  a workshop  was  held  November 
13-16,  1957,  at  the  School  of  Medicine  in  Vermillion. 
A total  of  22  students  enrolled,  and  instruction  was 
provided  by  Medical  Technologists  from  Vermil- 
lion, Huron,  Aberdeen,  Sioux  Falls,  Yankton  and 
Rapid  City.  Eight  South  Dakota  pathologists  as- 
sisted in  the  workshop.  The  workshop  was  an  un- 
qualified success.  The  South  Dakota  State  Medical 
Association  made  a generous  grant  to  support  the 
workshop. 

Your  Committee  believes  that  further  workshops 
should  be  held  in  Blood  Banking  and  Clinical 
Pathology.  It  is  hoped  financial  support  for  work- 
shops can  be  obtained  through  the  South  Dakota 
Hospital  Association,  the  South  Dakota  State  Med- 
ical Association,  the  University  of  S.  D.  School  of 
Medicine,  and  the  students  tuition.  Your  Commit- 
tee would  appreciate  further  instruction  from  the 
House  of  Delegates  or  Council  as  to  advisability  of 
future  workshops  in  Blood  Banking  and  Clinical 
Pathology. 

Your  Committee  further  believes  that  a Volun- 
tary program  of  testing  unknown  samples  of  blood 
should  be  instituted  and  financially  supported  by 
the  South  Dakota  State  Medical  Association. 

Finally  your  Committee  believes  that  the  Blood 
Bank  Committee  should  be  instructed  concerning 
the  Associations  wishes  concerning  the  Voluntary 
inspection  and  approval  program  for  Blood  trans- 
fusion facilities. 

Respectfully  submitted, 

BLOOD  BANK  COMMITTEE 
W.  A.  Geib,  M.D.,  Chr. 

R.  L.  Carefoot,  M.D. 

A.  K.  Myrabo,  M.D. 

The  Committee  suggests  that  the  name  of  the  Blood 
Bank  Committee  be  changed  to  the  Clinical  Pathology 
Committee.  The  Committee  recommends  the  acceptance 
of  the  report  of  the  Blood  Bank  Committee  and  ’wishes 
to  commend  those  participating  in  this  program.  The 
Committee  further  ’wishes  to  recommend  that  the  amount 
of  five  hundred  dollars  be  appropriated  for  a program 
for  the  forthcoming  year  to  carry  out  the  proposed  pro- 
gram insofar  as  funds  permit  and  that  long  range  plan- 
ning of  ’workshops  be  outlined  by  the  Committee. 


REPORT  OF  THE  COMMITTEE 
ON  REHABILITATION 

The  Committee  had  no  matters  referred  to  it  for 
consideration  and  accordingly  has  not  met. 

Respectfully  submitted, 
REHABILITATION  COMMITTEE 
R.  E.  Van  Demark,  M.D.,  Chr. 

Paul  Bunker,  M.D. 

W.  A.  Dawley,  M.D. 

H.  L.  Ahrlin,  M.D. 

Mary  Schmidt,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Rehabilitation  Committee.  The  Committee  recom- 
mends that  some  kind  of  constructive  rehabilitation  pro- 
gram be  studied  for  further  suggestions. 


REPORT  OF  THE  COMMITTEE 
ON  PRESS  RADIO  CODE 

Your  Press-Radio  Committee  wishes  to  make  the 
following  report  for  the  past  year. 


There  was  no  meeting  of  the  Press-Radio  Com- 
mittee during  the  past  year  as  there  was  no  need 
of  it.  However,  there  was  correspondence  between 
the  chairman  and  the  other  members  of  the  Com- 
mittee. The  State  offices  of  the  Press  and  Radio 
were  again  notified  of  the  name  of  the  chairman 
of  the  Press-Radio  Committee  of  the  Medical  Asso- 
ciation and  were  requested  to  send  the  chairman 
any  complaints  they  might  have.  No  complaints 
have  been  received  at  the  time  of  this  report.  On 
the  contrary,  there  was  a letter  received  from  the 
executive  editor  of  one  of  the  leading  South  Da- 
kota daily  papers  from  which  I would  like  to 
quote. 

“Obviously  our  relationships  are  improving 
rapidly.  I believe  that  our  news  room  has  a much 
better  understanding  of  the  problems  of  the  med- 
ical profession  and  I am  sure  at  least  a good  many 
of  the  doctors  in  this  city  also  understand  our 
problems.  I again  want  to  thank  you  for  the  in- 
terest you  have  shown  this  problem.  It  can’t  all  be 
worked  out  at  one  time  but  certainly  long  strides 
are  being  made  in  the  right  direction.” 

There  has  been  no  meeting  of  the  representa- 
tives of  the  different  news  gathering  agencies  and 
the  Medical  Society  this  year.  I feel  there  should 
be  such  a meeting  next  year  and  would  suggest 
that  Mr.  Foster  arrange  for  a meeting  this  coming 
year. 

Your  Society  has  published  a Medical  News  Ser- 
vice Guide.  Every  doctor  and  every  official  of 
each  hospital  should  have  one  of  these  guides.  They 
are  available  without  cost  from  Mr.  Foster. 

Your  Committee  feels  that  the  Press-Radio  Code 
has  been  of  real  value  and  we  urge  that  all  doctors 
be  conscious  of  the  need  for  good  relationship  with 
the  press  and  radio  and  then,  do  their  part  in  help- 
ing to  maintain  this  good  relationship.  As  men- 
tioned in  the  report  last  year,  we  urge  that  every 
district  society  have  a committee  on  Press-Radio 
Code  and  this  committee  be  responsible  for  seeing 
to  it  that  the  code  works  in  their  localities.  We 
also  urge  that  every  hospital  have  forms  on  which 
the  doctor  can  state  the  condition  of  the  patient. 
This  form  eliminates  the  need  of  the  radio  or 
newspaper  representative  having  to  talk  to  the 
doctor.  I am  sure  that  most  places  the  newspaper 
will  be  glad  to  furnish  these  forms  free  of  charge. 
Anyone  who  needs  a medical  news  Service  Guide 
or  does  not  know  what  these  reporting  forms  are, 
please  contact  Mr.  Foster  while  you  are  still  at  the 
State  Meeting. 

Respectfully  submitted, 
PRESS-RADIO  COMMITTEE 
Roy  E.  Jernstrom,  M.D.,  Chr. 

S.  M.  Brzica,  M.D. 

E.  A.  Rudolph,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Press  Radio  Committee.  The  Committee  recom- 
mends that  the  hospital  reporting  forms  for  stating  the 
condition  of  the  patient  be  sent  to  the  various  district 
medical  societies.  The  Committee  feels  that  the  recom- 
mendation in  this  report  regarding  a meeting  of  this 
committee  voith  medical  representatives  and  ’with  ne’ws 
gathering  agencies  ’would  be  desirable. 


REPORT  OF  THE  COMMITTEE 
ON  CARE  OF  THE  INDIGENT 

After  careful  consideration  of  the  overall  prob- 
lems inherent  in  the  handling  of  indigent  care  and 
after  study  of  various  other  programs,  the  Com- 
mittee wishes  to  make  the  following  observations: 

1.  Any  program  of  tax-supported  medical  care 
at  any  level  of  government  should  be  closely 
scrutinized  to  determine  its  effect  on  the  pub- 
lic and  the  medical  profession. 

2.  We  are  opposed,  in  principle,  to  the  use  of 
federal  funds  in  any  program  of  medical  care 
for  the  indigent. 
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3.  We  feel  that  any  program  at  State  or  County 
level  should  provide  free  choice  of  physician 
and  uniform  payments  to  physicians. 

House  of  Delegates  for  adoption: 

1.  That  the  South  Dakota  State  Medical  Associa- 
tion support  a program  of  indigent  care  that 
will  equalize  the  quantity  and  quality  of  such 
care  in  the  State  of  South  Dakota. 

2.  That  free  choice  of  physician  by  the  indigent 
be  granted  and  the  county  physician  type  of 
care  eliminated. 

3.  That  a uniform  fee  schedule  be  presented  by 
the  Association  for  care  of  the  indigent  either 
in  a State  or  County  program. 

4.  That  a “Medicare”  type  of  statewide  indigent 
care  program  be  operated  through  the  Asso- 
ciation, by  agreement  with  State  authorities. 

Respectfully  submitted, 

COMMITTEE  ON  INDIGENT  CARE 

H.  P.  Adams,  M.D.,  Chr. 

A.  P.  Peeke,  M.D. 

R.  A.  Boyce,  M.D. 

H.  Russell  Brown,  M.D. 

P.  V.  McCarthy,  M.D. 

E.  J.  Perry,  M.D. 

R.  F.  Hubner,  M.D. 

C.  A.  Johnson,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Indigent  Care  Committee  and  we  nvish  to  urge 
that  the  recommendations  to  the  House  of  Delegates  as 
stipulated  be  adopted;  and  that  specific  legislation  be 
dragon  up  and  instituted  at  the  next  session  of  the  legis- 
lature. 


REPORT  OF  THE  COMMITTEE 
ON  CORONER'S  LAW 

A bill  for  a new  Coroner’s  Law  in  South  Dakota 
will  again  be  introduced  to  the  South  Dakota 
Legislature  in  1959.  The  bill  which  was  introduced 
in  the  last  session  is  to  be  submitted  to  the  Legis- 
lative Research  Committee  for  their  consideration. 

It  is  hoped  hearings  will  be  held  by  them  at 
which  interested  individuals  may  give  their  opin- 
ions. The  bill  will  also  be  submitted  to  the  College 
of  American  Pathologists  for  their  comments. 

-Respectfully  submitted, 

CORONER’S  LAW  COMMITTEE 

W.  A.  Geib,  M.D.,  Chr. 

M.  M.  Morrissey,  M.D. 

R.  H.  Hayes,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Coronoer’s  Lanjo  Committee,  and  that  their  efforts 
be  encouraged  to  continue  until  an  adequate  law  is  ac- 
cepted by  the  legislature. 

REPORT  OF  THE  COMMITTEE 
ON  CIVIL  DEFENSE 

No  report. 

L.  C.  Askwig,  M.D.,  Chr. 

G.  J.  Bloemendaal,  M.D. 

P.  V.  McCarthy,  M.D. 


The  Civil  Defense  Committee  submitted  no  report. 

REPORT  OF  THE  COMMITTEE 
ON  IMPROVEMENT  OF  PATIENT  CARE 

No  report. 

R.  Delaney,  M.D.,  Chr. 

M.  Sanders,  M.D. 

C.  L.  Vogele,  M.D. 

C.  F.  Gryte,  M.D. 

J.  A.  Muggly,  M.D. 

R.  A.  Buchanan,  M.D. 

The  Committee  on  Improvement  of  Patient  Care  sub- 
mitted no  report. 


REPORT  OF  THE  COMMITTEE 
ON  SCHOOL  HEALTH 

No  report. 

R.  G.  Mayer,  M.D.,  Chr.,  (deceased) 
W.  A.  Anderson,  M.D. 


N.  R.  Whitney,  M.D. 

The  Committee  on  School  Health  submitted  no  report. 


REPORT  OF  THE  COMMITTEE 
ON  AGING 

The  Committee  on  Aging  did  not  meet  during 
the  year  1957-58,  since  no  business  appeared.  I con- 
sulted with  the  other  two  members  of  the  Com- 
mittee, for  any  business  they  may  wish  to  present, 
and  they  did  not  have  any  matters  to  discuss. 

Respectfully  submitted, 
COMMITTEE  ON  AGING 
Warren  L.  Jones,  M.D.,  Chr. 

J.  W.  Argabrite,  M.D. 

M.  P.  Merryman,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Committee  on  Aging.  The  Committee  feels  that 
this  problem  needs  detailed  study  and  the  committee  is 
encouraged  to  investigate  South  Dakota  problems  in 
conjunction  with  the  AMA  reports  and  programs.  It  is 
further  suggested  that  the  committee  obtain  information 
regarding  further  needs  in  homes  for  the  aged  and  pos- 
sible procedures  for  obtaining  adequate  amounts  of  such 
facilities  for  the  State  of  South  Dakota. 


REPORT  OF  THE  COMMITTEE 
ON  TRAFFIC  SAFETY 

This  Committee  was  created  by  the  Council  of 
the  State  Medical  Association  in  October  of  1957. 
The  Council  did  not  specify  the  Committees  pur- 
pose, and  it  did  not  delineate  the  scope  of  activities 
of  the  Committee. 

The  Committee  has  obtained  much  information 
from  several  States  who  presently  have  actively 
functioning  Traffic  Safety  Committees.  Much  pre- 
liminary Committee  work  has  been  accomplished 
by  correspondence  and  telephone  meetings.  A 
Committee  meeting  was  held  in  Huron  on  March 
12,  1958,  with  all  members  being  present.  It  was 
decided  that  the  Committee  could  operate  most 
effectively  by  confining  its  activities  to  two  broad 
areas:  (1)  To  submit  and  promote  passage  of  State 
Legislation  which  will  effect  increased  traffic 
safety.  (2)  To  organize  and  promote  a program  of 
statewide  education  relating  to  traffic  safety. 

South  Dakota  is  the  only  State  in  the  Union  that 
does  not  have  a drivers  license  law  requiring  ex- 
amination for  new  drivers.  This  is  must  legisla- 
tion if  the  State  is  to  have  an  effective  traffic 
safety  program.  In  addition  to  this  legislation, 
the  State  should  have  on  its  books  a mandato^ 
blood  alcohol  law  similar  to  that  now  in  effect  in 
Utah.  It  is  also  felt  that  anyone  under  fifteen  years 
of  age  applying  for  a drivers  permit  should  be  re- 
quired by  law  to  have  taken  and  passed  a recog- 
nized high  school  drivers  course. 

If  the  above  proposed  legislation  is  to  be  favor- 
ably received,  an  intensive  educational  program 
must  be  carried  out  throughout  the  State  prior  to 
the  next  legislative  session.  The  Committee  feels 
that  traffic  safety  committees  should  be  formed  in 
each  of  the  Medical  Districts  in  the  State  and  that 
each  District  Committee  should  actively  promote 
the  showing  of  several  good  movies  on  traffic 
safety  to  service  clubs  and  groups  in  their  respec- 
tive communities.  It  is  further  thought  that  the 
Medical  Association  might  very  profitably  com- 
bine forces  with  the  State  Highway  Patrol  and  the 
State  Safety  Commissioners  office  in  a joint  pub- 
licity and  educational  program. 

This  Committee  should  be  a continuing  one.  If 
the  Council  and  the  House  of  Delegates  approve 
the  above  outlined  objectives  of  the  Committee, 
immediate  action  should  be  taken  to  implement 


— 284  — 


JULY  1958 


and  carry  out  these  objectives. 

Respectfully  submitted, 

COMMITTEE  ON  TRAFFIC  SAFETY 
J.  J.  Stransky,  M.D.,  Chr. 

R.  L.  Lillard,  M.D. 

H.  L.  Saylor,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Committee  on  Traffic  Safety.  The  Committee 
strongly  supports  the  recommendation  of  this  committee 
regarding  a driver’s  license  lavu  and  age  limit  restrictions. 
The  Committee  feels  that  immediate  action  should  be 
taken  to  enact  these  suggestions  into  lava  at  the  next 
legislative  session. 


REPORT  OF  THE  COMMITTEE 
ON  THE  FALL  HUNTER'S  MEDICAL  MEETING 

The  South  Dakota  State  Medical  Association 
sponsored  a Fall  Hunter’s  Medical  Meeting  in 
October  1957.  Due  to  many  sicknesses,  deaths,  etc. 
the  enrollment  was  not  what  had  been  hoped  for, 
but  the  meeting  was  well  received  by  the  forty 
physicians  that  attended. 

A questionnaire  was  sent  to  the  physicians  that 
had  attended  the  meeting  asking  them  if  they  had 
enjoyed  the  meeting,  did  they  feel  that  the  scien- 
tific program  was  adequate,  etc.  The  answers  re- 
ceived were  most  gratifying.  Some  of  the  comments 
were:  “Many  thanks  for  your  hospitality,  I don’t 
know  why  the  S.D.S.M.A.  would  go  to  so  much 
trouble  for  other  doctors  — pretty  sure  Illinois 
wouldn’t.”  “Enjoyed  the  session  very  much.  The 
treatment  was  terrific  and  hope  this  enthusiatic  ap- 
proval will  aid  in  plans  for  a return  engagement. 
Wish  to  express  my  thanks  to  all  concerned  with 
making  the  session  a success.”  “I  want  to  compli- 
ment you  on  the  handling  of  the  meeting  and  to 
say  that  it  was  nice  to  meet  with  some  of  the  S.  D. 
doctors.  I think  the  idea  is  a fine  one  and  would 
like  to  attend  again  next  year.”  “Your  meeting  was 
excellent — it  was  a shame  so  few  attended — I know 
more  wanted  to  be  there  and  we’ve  given  it  a good 
plug  since  we  returned.”  “Was  very  well  arranged.” 
“I  certainly  want  to  express  my  appreciation  of  this 
meeting.  I had  a wonderful  time  and  got  com- 
pletely relaxed.  I hope  that  you  see  your  way 
clear  to  having  this  meeting  again  soon.”  etc. 

The  financial  outcome  is  as  follows: 

Expenses  $4,118.42 

Income  $3,966.00 


$ 152.42 

It  is  recommended  that  a second  annual  Fall 
Hunter’s  Medical  Meeting  be  held  in  October  1958 
at  Mitchell. 

Respectfully  submitted, 

FALL  HUNTER’S  MEDICAL  COMMITTEE 
W.  A.  Delaney,  M.D.,  Chr. 

H.  R.  Lewis,  M.D. 

L.  W.  Tobin,  M.D. 

The  Committee  recommends  the  acceptance  of  the  Com- 
mittee on  the  Fall  Hunter’s  Medical  Meeting  report  and 
their  recommendation  that  a 2nd  Falls  Hunters  meeting 
he  held  as  suggested. 


DISTINGUISHED  SERVICE  AWARDS 

Started  in  1951 

1952 —  H.  Russell  Brown,  M.D.,  Watertown 

1953 —  Guy  Van  Demark,  M.D.,  Sioux  Falls 

1954 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 

1955 —  R.  G.  Mayer,  M.D.,  Aberdeen 


1956 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 

1957 —  W.  E.  Donahoe,  M.D.,  Sioux  Falls 

1957 —  Mrs.  Lucille  Dory,  Watertown 

1958 —  Drs.  J.  C.  Hagin,  M.  W.  Pangborn,  and 
James  DeGeest,  Miller 

1958 — J.  F.  Brencke,  Superior,  Wise. 

1958 — Mrs.  Agnes  Holdridge,  Madison 


FIFTY  YEAR  CLUB  MEMBERS 

J.  L.  Chassell,  M.D.,  Belle  Fourche 

F.  L.  Class,  M.D.,  Huron 

M.  E.  Cogswell,  M.D.,  Wolsey 
W.  D.  Farrell,  M.D.,  Aberdeen 
F.  W.  Freyberg,  M.D.,  Mitchell 
E.  E.  Gage,  M.D.,  Sioux  Falls 

E.  H.  Grove,  M.D.,  Arlington 
J.  A.  Hohf,  M.D.,  Yankton 

F.  S.  Howe,  M.D.,  Deadwood 
A.  H.  Hoyne,  M.D.,  Salem 

A.  S.  Jackson,  M.D.,  Rapid  City 
R.  J.  Jackson,  M.D.,  Hot  Springs 
J.  A.  Jacotel,  M.D.,  Milbank 

G.  T.  Jordan,  M.D.,  Vermillion 
F.  F.  Keene,  Wessington  Springs 

N.  T.  Owen,  M.D.,  Rapid  City 
T.  F.  Riggs,  M.D.,  Pierre 

H.  L.  Saylor,  M.D.,  Huron 

F.  W.  Valkennar,  M.D.,  Chancellor 
C.  H.  Weishaar,  M.D.,  Aberdeen 

O.  R.  Wright,  M.D.,  Huron 


The  78th  Annual  Meeting  of  the 
South  Dakota  State  Medical 
Association  Will  Be  Held  In 
Rapid  City,  South  Dakota 
June  20,  21,  22,  23,  1959 
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South  Dakota  Medical  Association  Roster-1958 
Membership  by  Districts 

ABERDEEN 
DISTRICT  No.  1 

Pres.,  A.  Keegan,  M.D. 

Sec.,  Wm.  Gorder,  M.D. 


Alway,  J.  D.  

Aberdeen 

* Farrell,  W.  D.  ...... 

Aberdeen 

Nelson,  P.  S.  

.....  Redfield 

Avotins,  R.  

Faulkton 

Gel  her,  M R 

Aberdeen 

Norgello,  V.  

Redfield 

Berbos,  J.  N.  

Aberdeen 

Gorder,  Wm.  

Aberdeen 

Patterson,  David 

Redfield 

Berzins,  R.  

Bowdle 

Graff,  L.  W. 

Britton 

Perry,  E.  J.  

Redfield 

Bloemendaal,  G.  J. 

Ipswich 

Hagan,  A.  S.  

Faulkton 

Pfisterer,  T.  R.  

.....  Redfield 

*Brenckle,  J.  F. 

Mellette 

Hudgins,  D.  (M.S.) 

Aberdeen 

Pittenger,  E.  A. 

...  Aberdeen 

*Bruner,  J.  E.  

Aberdeen 

*Jackson,  E.  B 

Aberdeen 

Rank,  R.  K.  

...  Aberdeen 

Bunker,  P.  G.  

Aberdeen 

Keegan,  Agnes  

Aberdeen 

Rodine,  J.  C.  

...  Aberdeen 

Calene,  J.  L.  

Aberdeen 

King,  B.  F.  

Aberdeen 

Rudolph,  E.  A.  

...  Aberdeen 

Cooley,  F.  H 

Aberdeen 

Marvin,  T.  R.  

Faulkton 

Sanders,  M.  E.  

Redfield 

Currie,  K.  P.  

Britton 

Martyn,  W.  E. 

Aberdeen 

Scheffel,  A . R. 

Redfield 

Damm,  W.  P 

Redfield 

Murdy,  B.  C. 

Aberdeen 

Sprosts,  K 

Conde 

Drissen,  E.  M.  

Britton 

Murdy,  C.  B.  

Aberdeen 

Steele,  G.  H.  

...  Aberdeen 

Driver,  I.  — 

Aberdeen 

Murdy,  Robert  C.  _. 

Aberdeen 

Vogele,  A.  C.  

Aberdeen 

Eckrich,  J.  A.  

Aberdeen 

McCarthy,  P.  V.  .. 

Aberdeen 

Vogele,  C.  L.  

...  Aberdeen 

*Elward,  L.  R.  

Doland 

McIntosh,  G.  F 

Eureka 

*Weishaar,  C.  E.  

..  Aberdeen 

Zvenjnicks,  K.  

Leola 

WATERTOWN 

DISTRICT 

No.  2 

Pres.,  S.  W.  Allen,  M.D. 

Sec.,  T.  J.  Wrage,  M.D. 

Allen,  S.  W 

....  Watertown 

*Christianson,  A.  H. Illinois 

Rousseau,  M.  C.  

Watertown 

Argabrite,  J.  W.  . 

...  Watertown 

Clark,  C.  J.  

....  Watertown 

Ryan,  C.  

Watertown 

Auskaps,  R.  

Lake  Norden 

Fedt,  Donald  

...  Watertown 

*Schieb,  A.  P. 

Watertown 

Bartron,  G.  R. 

...  Watertown 

Huppler,  E.  G.  

Watertown 

Stoltz,  C.  R 

Watertown 

Bartron,  H.  J.,  Jr.  . 

Clark 

Kilgard,  R.  M 

Watertown 

Stransky,  J.  J.  

Watertown 

Brakss,  V.  - 

..  Castlewood 

Maxwell,  R.  T. 

....  Clear  Lake 

Walters,  S.  J.  

Watertown 

Brewster,  C.  B.  .. 

...  Watertown 

Randall,  O.  S 

....  Watertown 

Willen,  A.  

Clark 

Brown,  H.  Russell 

Watertown 

Reul,  T.  W.  

...  Watertown 

Wrage,  T.  R.,  Jr.  

Watertown 

MADISON-BROOKINGS 

DISTRICT 

No.  3 

Pres.,  S.  E.  Friefeld,  M.D. 

Sec.,  G.  M.  Kershner,  M.D. 

Anderson,  J.  A.  — . 

Madison 

Hurewitz,  M.  

. Flandreau 

Peeke,  A.  P.  

Volga 

Austin,  D.  C.  

.....  Brookings 

Kershner,  C.  M.  _._ 

___..  Brookings 

Plowman,  E.  T.  

..  Brookings 

Baughman,  D.  S. 

Madison 

Krijger,  A.  

Lake  Preston 

Roberts,  C.  S.,  Jr.  

..  Brookings 

Benjamin,  M.  B 

Michigan 

K ri  i per  P 

I .a  ke  Fre.ston 

Scheller  D L 

Arlington 

Boyd,  F.  E.  

Flandreau 

Lillard,  R.  L.  

Madison 

Tank,  M.  ... 

..  Brookings 

Davidson,  M.  

.....  Brookings 

Marr,  Liselotte  

Estelline 

Watson,  E.  S 

..  Brookings 

Friefeld,  S.  

Brookings 

Marr,  Valentine 

Estelline 

Westaby,  J.  R 

Madison 

Henry,  Robert  

.....  Brookings 

Mugply,  J A 

Madi.<>nn 

Whitson,  G.  E. 

Madison 

Hillan,  D.  D.  

Madison 

Otey  B.  T. 

Flandreau 

Wold  H R 

Madison 

Hura,  R.  D.  

Howard 

Patt,'W.  H.  

Brookings 

PIERRE 

DISTRICT 

No.  4 

Pres.,  R.  C.  Jahraus,  M.D. 

Sec.,  J.  Cowan,  M.D. 

Askwig,  L.  C 

Pierre 

Horthy,  K. 

Kennebec 

*Riggs,  T.  F.  

Pierre 

Collins,  E.  H.  

— Gettysburg 

Jahraus,  R.  C. 

Pierre 

Salladay,  I.  R.  

Pierre 

Cowan,  J.  T. 

. Pierre 

Janis,  J.  B. 

Hnyen 

Simon,  S.  

Pierre 

Dzintars,  P.  F.  

Faith 

Lindbloom,  B.  O. 

Pierre 

Sundet,  N.  J.  .. . 

Kadoka 

Embree,  V.  

Pierre 

Mangulis,  G. 

Phillip 

Swanson,  C.  L.  .... 

Pierre 

Flynn,  E.  

Pierre 

Morrissey,  M.  M. 

Pierre 

Urbanyi,  E.  W.  . 

Gettysburg 

Fox,  S.  W.  - 

Pierre 

Murphy,  J.  C. 

Murdo 

Van  Heuvelen,  G.  J. 

Pierre 

Hayes,  Alfred  

_____  M.S. 

Orgusaar,  R. 

Florida 

Voss,  E. 

...  Ft.  Pierre 

Horthy,  A 

Kennebec 

*Indicates  Honorary  Member  M.S.  Indicates  Military  Service 
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Adams,  H.  P. Huron 

Avots-Avotins,  K. Texas 

Bell,  G.  Robert De  Smet 

Buchanan,  D Huron 

Buchanan,  R.  A. Huron 

Carefoot,  R.  L. Huron 

Charbonneau,  Y.  Huron 

*Cogswell,  M.  E.  Wolsey 

Dean,  Roscoe  Wess.  Springs 


Auld,  C.  V.  Plankinton 

Binder,  C.  F.  Chamberlain 

Bollinger,  W.  F Parkston 

Brogdon,  P.  P. Mitchell 

Delaney,  Robert  Mitchell 

Delaney,  W.  A.,  Jr. Mitchell 

*Dick,  L.  C.  Spencer 

Downes,  J.  J.  (M.S.) 

Chamberlain 
Fritz,  W.  H.  Mitchell 


Akland,  L.  Canton 

Anderson,  T.  Sioux  Falls 

Anderson,  W.  R Sioux  Falls 

Angelos,  T.  Canton 

Ameson,  W.  A.  Sioux  Falls 

Aspaas,  P.  K. Dell  Rapids 

Barnett,  G.  L.  Sioux  Falls 

Becker,  S.  Sioux  Falls 

Billingsley,  P.  R.  — - Sioux  Falls 

Billion,  T.  J.,  Jr.  Sioux  Falls 

Borris,  R.  (M.S.)  Valley  Springs 

Breit,  D.  H.  Sioux  Falls 

Brzica,  S.  M. Sioux  Falls 

Bums,  E.  A. Sioux  Falls 

Bums,  K.  R. Sioux  Falls 

* Carney,  M.  Kansas 

Chalmers,  J.  H. Sioux  Falls 

Church,  W.  O Sioux  Falls 

Clark,  J.  C.  Sioux  Falls 

Collins,  R.  E.  Montrose 

Cottam,  G.  I.  W.  Sioux  Falls 

Cutshall,  V.  H.  Sioux  Falls 

Dehli,  H.  M. Colton 

Devick,  J'.  C Colton 

DeWitt,  W.  Sioux  Falls 

Dickinson,  J.  Canistota 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R.  Sioux  Falls 

Donahoe,  S.  A Sioux  Falls 

Donahoe,  W.  E.  Sioux  Falls 

Driver,  D.  R.  Sioux  Falls 

Duimstra,  F.  Sioux  Falls 

Ehik,  J.  Centerville 

Eirinberg,  I.  Sioux  Falls 

Ensberg,  D. Sioux  Falls 

Epp,  D.  Freeman 

Erickson,  E.  G.  Sioux  Falls 

Erickson,  O.  P. Valley  Springs 

Farrell,  H.  W.  Sioux  Falls 

*Indicates  Honorary  Member 


HURON 

DISTRICT  No.  5 

Pres.,  Ted  Hohm,  M.D. 

Sec.,  Fred  Leigh,  M.D. 

DeGeeSt,  J.  H.  Miller 

Gryte,  C.  F.  Huron 

Hagiri,  J.  C.  Miller 

Hanson,  Wm.  O.  De  Smet 

Hofer,  E.  A.  Huron 

Hohm,  P.  Huron 

Hohm,  T.  Huron 

Kilpatrick,  W.  R.  J.  Huron 

Leigh,  F.  D.  Huron 


MITCHELL 
DISTRICT  No.  6 

Pres.,  W.  S.  Peiper,  M.D. 
Sec.,  T.  A.  Pollerman,  M.D. 

Gere,  R.  G.  Mitchell 

Gillis,  F.  D.,  Jr Mitchell 

Holland,  L.  W.  Chamberlain 

*Hoyne,  A.  H.  Salem 

*Keene,  F.  F. Wess.  Springs 

Lewis,  H.  R.  Mitchell 

Lloyd,  J.  H.  Mitchell 

Mabee,  D.  R.  Mitchell 

Mabee,  O.  J.  Mitchell 


SIOUX  FALLS 
DISTRICT  No.  7 

Pres.,  F.  C.  Kohlmeyer,  M.D. 

Sec.,  A.  K.  Myrabo,  M.D. 

Fisk,  R.  G.  Dell  Rapids 

*Gage,  E.  E.  Sioux  Falls 

Gargas,  B.  L.  Sioux  Falls 

Giebink,  R.  R.  Sioux  Falls 

Green,  R.  D.  Sioux  Falls 

Greenfield,  D.  Sioux  Falls 

Greenfield,  R.  E. Sioux  Falls 

Greenough,  E.  E.  — . Sioux  Falls 

(Jregg,  J.  B.  Sioux  Falls 

Groebner,  O.  A. Sioux  Falls 

*Grove,  A.  F. Dell  Rapids 

Grove,  M.  S. Sioux  Falls 

Hage,  W.  Sioux  Falls 

Hansen,  H.  F. Sioux  Falls 

Hermanson,  J.  M.  California 

Herrick,  T.  G. Sioux  Falls 

Hoskins,  J.  H. Sioux  Falls 

Hyden,  A Sioux  Falls 

Ihle,  C.  W.  Sioux  Falls 

Jameson,  G.  M.  Sioux  Falls 

Jones,  W.  L. Sioux  Falls 

Kahler,  E.  S.  Sioux  Falls 

Kaufman,  I.  I.  Freeman 

Kemper,  C.  E. Viborg 

King,  L.  ...  Sioux  Falls 

Kittelson,  H.  O. Sioux  Falls 

Knowles,  R.  C. Sioux  Falls 

Kohlmeyer,  F.  C.  ....  Sioux  Falls 

Lamb,  H.  ..  ...  Arizona 

Larson,  C.  S.  Sioux  Falls 

Leraan,  L.  G. Sioux  Falls 

Lietzke,  E.  T.  Beresford 

Low,  Lyman  - Lennox 

Magdsick,  C.  C.,  Jr.  Sioux  Falls 

Maresh,  E.  R. Sioux  Falls 

Mitchell,  C.  B.  Sioux  Falls 

Myrabo,  A.  K.  Sioux  Falls 

McDonald,  C.  J. Sioux  Falls 

McGreevy,  E.  J. Sioux  Falls 


Lenz,  B.  T.  Huron 

McManus,  T.  B.  ....  Wess.  Springs 

Pangbum,  M.  W. Miller 

Repsys,  A.  Woonsocket 

Saxton,  W.  H.  Huron 

*Saylor,  H.  L.,  Sr.  Huron 

Saylor,  H.  L.,  Jr.  Huron 

Tschetter,  P.  S.  Huron 

♦Wright,  O.  R.  Huron 


McCann,  J.  P. Parkston 

Neilmark,  D.  R.  Mitchell 

Peiper,  W.  A. Mitchell 

Pollerman,  T. Alexandria 

Porter,  M.  Parkston 

Skogmo,  B.  R.  Mitchell 

Tobin,  F.  J.  Mitchell 

Tobin,  L.  W. Mitchell 

Vonburg,  V.  R.  Mitchell 


McGreevy,  J.  V. Sioux  Falls 

Nelson,  J.  A.  Sioux  Falls 

Nelson,  R.  E Sioux  Falls 

Nilsson,  F.  C. Sioux  Falls 

Ogbom,  R.  J.  Sioux  Falls 

Olson,  R.  G.  Sioux  Falls 

Opheim,  W.  L.  Sioux  Falls 

Orr,  R.  T. Utah 

Pankow,  L.  J. Sioux  Falls 

Parke,  L.  L.  Canton 

Peik,  D.  J Sioux  Falls 

Petres,  A.  Hartford 

Reagan,  P.  R. Sioux  Falls 

Reagan,  R.  Sioux  Falls 

Reifel,  A.  Sioux  Falls 

Rich,  E.  L.  Sioux  Falls 

Sanderson,  E.  W.  ....  Sioux  Falls 

Sercl,  W.  Sioux  Falls 

Shreves,  H. Sioux  Falls 

Smith,  G.  W.  Sioux  Falls 

Stahmarm,  F.  Sioux  Falls 

Steiner,  P.  K Sioux  Falls 

Stern,  C.  A.  Sioux  Falls 

Strauss,  B. . Parker 

Suckow,  E.  E. Garretson 

Toren,  R.  Sioux  Falls 

♦Van  Demark,  G.  E.  Sioux  Falls 
Van  Demark,  R.  E.  __  Sioux  Falls 
Van  Demark,  W.  E.  ..  Sioux  Falls 

Van  Lier,  P.  C.  Sioux  Falls 

Villa,  Jose  Freeman 

Volin,  H.  P.  Lennox 

Volin,  V.  V.  Sioux  Falls 

Watson,  E.  F.  Garretson 

Wessman,  N.  E. Sioux  Falls 

Williams,  D.  B.  Sioux  Falls 

Williams,  M.  F.  Sioux  Falls 

♦Zimmerman,  Goldie,  E. 

Missoula,  Montana 


M.S.  Indicates  Military  Service 
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Abts,  F.  J Yankton 

Andre,  H.  C.  Vermillion 

Auld,  M.  A.  Yankton 

Auld,  Marian  Yankton 

Baker,  Cecil Yankton 

Berg,  S.  Tyndall 

Coram,  Frank  J.  M.S. 

Dregseth,  K.  Yankton 

Eyres,  T.  E.  Vermillion 

Fairbanks,  W.  H.  Vermillion 

Faithe,  M. Wakonda 

Foley,  R.  J.  Tyndall 

Glood,  D.  Viborg 

Grover,  W.  W.  Wisconsin 


Ahrlin,  H. Rapid  City 

Bailey,  J.  D.  Rapid  City 

Baker,  C.  E.  Belle  Fourche 

Bareis,  R.  J.  Rapid  City 

Berry,  J.  T.  M.S. 

Behrens,  C.  L. Rapid  City 

Blunck,  C.  J. Rapid  City 

Borgmeyer,  H.  J. Rapid  City 

Boyce,  R.  A.  Rapid  City 

Bray,  R.  B. Rapid  City 

Brownell,  M.  D.  Rapid  City 

Butler,  J.  M. Valley  Springs 

Byrne,  J.  R. Edgemont 

Cameron,  D.  E.  Rapid  City 

Chassell,  J.  L. Belle  Fourche 

Chu,  C.  L.  Term. 

Clark,  B.  S Spearfish 

Clark,  C.  A Lead 

Cook,  W.  S.  , Rapid  City 

Cooper,  R.  Rapid  City 

Crane,  H.  L.  ..  Washington,  D.  C. 
D’Arata,  F.  J.  New  Underwood 

Davidson,  H.  E.  Lead 

Billion,  J.  A.  (M.S.)  ..  Rapid  City 

Dulaney,  C.  H.  Ft.  Meade 

Edyvean,  W.  H. Deadwood 

Elston,  J Rapid  City 

Feehan,  J.  J.  Rapid  City 

Finley,  R.  G. Rapid  City 

*Fleeger,  R.  B.  Lead 

Geib,  W.  Rapid  City 

Grau,  H.  J Rapid  City 

Hamm,  J.  N.  Sturgis 

Hare,  H.  J. Rapid  City 

Hare,  Lyle  Spearfish 

Heidepreim,  G.  Rapid  City 


Burkman,  R.  J.  M.S. 

Clark,  F.  J.  - Gregory 

Hayes,  R.  H. Winner 


Johnson,  C.  A Lemmon 

Lowe,  H.  Mobridge 

Lowe,  J.  A. Mobridge 


Batt,  E.  J. M.S. 

Brauer,  H.  H.  Sisseton 

Brinkman,  W.  C.  Sisseton 

Duncan,  Wm. Webster 

Gregory,  D.  A. Milbank 


YANKTON 
DISTRICT  No.  8 
Pres.,  R.  Monk,  M.D. 

Sec.,  W.  F.  Stanage,  M.D. 

*Hohf,  J.  A.  Yankton 

Honke,  R.  W.  Wagner 

Hubner,  R.  F.  Yankton 

Johnson,  C.  F. Yankton 

Jordan,  G.  T.  Vermillion 

Kalda,  E.  F.  Platte 

Kelsey,  F.  O Vermillion 

Lyso,  M.  Yankton 

Monk,  R. Yankton 

Moore,  E.  J. Vermillion 

McVay,  C.  B.  Yankton 

*Ohlmacher,  J.  C.  Vermillion 

Price,  Mary  Armour 

BLACK  HILLS 
DISTRICT  No.  9 
Pres.,  S.  F.  Sherrill,  M.D. 

Sec.,  W.  Geib,  M.D. 

*Heineman,  A.  A.  Wasta 

Heinzen,  F.  J.  M.S. 

Hesz,  A.  B. Hill  City 

Hewitt,  J.  M.  Rapid  City 

Holleman,  W.  W.  Rapid  City 

Hornbeck,  N.  B.  M.S. 

*Howe,  F.  S. Deadwood 

Hvam,  Ole  Quinn 

*Jackson,  A.  S.  Lead 

*Jackson,  R.  J.  Rapid  City 

Jacobson,  T.  R. Hot  Springs 

Jernstrom,  R.  E. Rapid  City 

Jones,  W.  E.  Sturgis 

Kegaries,  D.  L.  Rapid  City 

Kelly,  W.  T. M.S. 

Koren,  Paul Rapid  City 

Kucera,  W.  Lead 

Lampert,  A.  A.  Rapid  City 

Leeds,  J.  F.  Hot  Springs 

Lewis,  J.  R.  M.S. 

Lemley,  R.  E.  Rapid  City 

Lydiatt,  J.  Hot  Springs 

Marousek,  M.  Belle  Fourche 

Mattox,  J.  E.  Deadwood 

Mattox,  N.  E.  Deadwood 

Mead,  T.  Spearfish 

Merryman,  M.  P.  Rapid  City 

Meyer,  W.  L. Sanator 

*Mills,  G.  W Wall 

Minkel,  R.  M. Wyo. 

*Morse,  W.  E. Rapid  City 

Morsman,  C.  F. Hot  Springs 

McCroskey,  R.  C Rapid  City 

Munson,  H.  B. Ranid  City 

Nieher,  W.  C. M.S. 

Nozik,  H.  I.  M.S. 

ROSEBUD 
DISTRICT  No.  10 
Pres.,  F.  J.  Clark,  M.D. 

Sec.,  Lakstigala,  M.D. 
Lakstigala,  Peter  White  River 

Roesel,  R.  W.  Burke 

Phelps,  H.  Winner 

NORTHWEST 
DISTRICT  No.  11 
Pres.,  A.  Stephans,  M.D. 
Sec.,  B.  P.  Nolan,  M.D. 

Nolan,  B.  P.  Mobridge 

Spiry,  A.  W.  Mobridge 

Stephans,  A.  Selby 

WHETSTONE  VALLEY 
DISTRICT  No.  12 
Pres.,  W.  C.  Brinkman,  M.D. 
Sec.,  D.  A.  Gregory,  M.D. 


*Jacotel,  J.  A.  Milbank 

Jana  vs,  V.  Milbank 

Johnson,  E.  A Milbank 


Judge,  W.  T. Milbank 

Karlins,  W.  H.  Webster 
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Price,  Ronald Armour 

Price,  T.  P.,  Jr. Yankton 

Ranney,  B. Yankton 

Reaney,  D.  B.  Yankton 

Reding,  A.  P. Marion 

Rich,  F.  (M.S.)  Elk  Point 

Riesberg,  E.  Yankton 

Riesberg,  H.  Yankton 

Sattler,  T.  H. Yankton 

Stanage,  W.  F. Yankton 

Sydow,  H. Yankton 

Thompson,  R.  F. Yankton 

Tidd,  J.  T. Yankton 

Willcockson,  T.  H.  Yankton 


Olsson,  G.  Rapid  City 

O’Toole,  T.  F.  Rapid  City 

Owen,  G.  S. Rapid  City 

*Owen,  N.  T.  Rapid  City 

Palmerton,  E.  S. Rapid  City 

Paulson,  G.  Rapid  City 

Pemberton,  M.  O.  Deadwood 

Phillips,  R.  K. Hot  Springs 

Pokomy,  J.  F.  Newell 

Radusch,  F.  J.  Rapid  City 

Riner,  H.  L.  New  Mexico 

Roper,  C.  E. Hot  Springs 

Ruud,  E.  T.  Rapid  City 

Saxton,  A.  J. Rapid  City 

Sebring,  F.  U.  Martin 

Semones,  A.,  Jr I^ead 

Sherrill,  S.  F.  Belle  Fourche 

Silva,  J.  L.  M.S. 

Slingsby,  J.  B.  Rapid  City 

Smiley,  J.  C. Deadwood 

*Soe,  C.  A.  ....  Shell  Beach,  Calif. 

Spain,  M.  L. Rapid  City 

Stewart,  N.  W Lead 

Stone,  D.  Q M.S. 

Sullivan,  W.  S. M.S. 

Theissen,  H.  H.  Rapid  City 

Wall,  D.  W.  M.S. 

Westaby,  R.  S.,  Jr.  ....  Rapid  City 

White,  F.  T. M.S. 

Whitney,  N.  R.  Rapid  City 

Williams,  F.  R.  Rapid  City 

Winter,  M.  O M.S. 

Wood,  G.  F.  Rapid  City 

Yackley,  J.  V.  Rapid  City 

Zarbaugh,  G.  F.  Deadwood 


Nelson,  M.  - M.S. 

Studenberg,  J.  E.  Winner 


Torkildson,  G.  McLaughlin 

Totten,  F.  C.  - Lemmon 

Zandersons,  Vilas  Herried 


Keller,  L.  W.  ' Webster 

Lie,  Dagfinn Webster 

Lovering,  J.  Sisseton 

Peabody,  P.  D. Sisseton 

Zeidaks,  O.  Waubay 


JULY  1958 

Roster  - South  Dakota  Medical  Association  - 1958 

Alphabetical  Listing 


Abts,  F.  J.  Yankton 

Adams,  H.  P Huron 

Ahrlin,  H.  L.  Rapid  City 

Akland.  L.  Canton 

Allen,  S.  W. Watertown 

Alway,  J.  D.  Aberdeen 

Anderson,  J.  A. Madison 

Anderson,  T.  Sioux  Falls 

Anderson,  W.  R. Sioux  Falls 

Andre,  H.  C Vermillion 

Angelos,  T.  Canton 

Argabrite,  J.  W. Watertown 

Arneson,  W.  Sioux  Falls 

Askwig,  L.  C.  Pierre 

Aspaas,  P.  K. Dell  Rapids 

Auld,  C.  V.  Plankinton 

Auld,  M.  A.  Yankton 

Auld,  Marian  Yankton 

Auskaps,  R. Lake  Norden 

Austin,  D.  C. Brookings 

Avots,  Avotins,  K.  __  Texas 

Avotins,  R.  Faulkton 

Bailey,  J.  D Rapid  City 

Baker,  Cecil Yankton 

Baker,  C.  E.  Belle  Fourche 

Bareis,  R.  J. Rapid  City 

Barnett,  G.  L. Sioux  Falls 

Bartron,  G.  R. Watertown 

Bartron,  H.  J.,  Jr. Watertown 

Batt,  E.  J M.S. 

Baughman,  D.  S. Madison 

Becker,  S.  Sioux  Falls 

Behrens,  C.  L. Rapid  City 

Bell,  G.  Robert De  Smet 

Benjamin,  M.  B.  Michigan 

Berbos,  J.  N.  Aberdeen 

Berg,  S. Tyndall 

Berry,  J.  T.  . M.S. 

Berzins,  R Bowdle 

Billingsley,  P.  R.  ....  Sioux  Falls 

Billion,  T.  J.,  Jr. Sioux  Falls 

Binder,  C.  F.  Chamberlain 

Bloemendaal,  G.  J Ipswich 

Blunck,  C.  F.  Rapid  City 

Bollinger,  W.  F.  Parkston 

Borris,  R.  C.  (M.S.) 


Borgmeyer,  H.  J. 

Boyce,  R.  A.  

Boyd,  F.  E.  

Valley  Springs 

Rapid  City 

Rapid  City 

Flandrpaii 

Brakss  V.  

Castlewood 

Brauer,  H.  H.  ..... 

Sisseton 

Bray,  R.  B.  

Rapid  City 

Breit,  D.  H.  ..  . 

Sioux  Falls 

*Brenckle,  J.  F.  . 

Mellette 

Brewster,  C.  B.  .. 

Brinkman,  W.  C. 

Watertown 

Sisseton 

Brogdon,  P.  P.  ... 

..  Mitchell 

Brzica,  S.  M.  ... 

Sioux  Falls 

Brown,  H.  R.  

Watertown 

Brownell,  M.  E.  .. 
*Bruner,  J.  E.  

Rapid  City 

- ..  Aberdeen 

Buchanan,  D.  

Huron 

Buchanan,  R.  A.  . 

Huron 

Bunker,  P.  G.  

Aberdeen 

Burkman,  R.  J. 

Burns,  E.  A.  

Burns,  K.  R. 

M.S. 

Sioux  Falls 

Sioux  Falls 

Butler,  J.  M.  

Byrne,  J.  R. . 

Hot  Springs 

. ...  . Edgemont 

Calene.  J.  L. 

Aberdeen 

Cameron,  D.  E.  Rapid  City 

Carefoot,  R.  L. Huron 

*Carney,  M.  ....  Manhatten,  Kan. 

Chalmers,  J.  H.  Sioux  Falls 

Charbonneau,  Y. Huron 

Chassell,  J.  L. Belle  Fourche 

* Christianson,  A.  Illinois 

*Indicates  Honorary  Member 


Chu,  C.  L.  Tenn. 

Church,  W.  C. Sioux  Falls 

Clark,  B.  S. Spearfish 

(ilark,  C.  A. Lead 

Clark,  C.  J.  Watertown 

Clark,  F.  J.  Gregory 

Clark,  J.  C. Sioux  Falls 

*Cogswell,  M.  E.  Wolsey 

Collins,  E.  H Gettysburg 

Collins,  R.  E.  Montrose 

Cook,  W.  S M.S. 

Cooley,  F.  H. Aberdeen 

Cooper,  R.  Rapid  City 

Coram,  F.  J. M.S. 

Cottam,  G.  I.  W. Sioux  Falls 

Cowan,  J.  T. Pierre 

Crane,  H.  L.  ..  Washington,  D.  C. 

Currie,  K.  P.  Britton 

Cutshall,  V.  H.  Sioux  Falls 

D’Arata,  E.  J.  ..  New  Underwood 

Damm,  W.  P.  Redfield 

Davidson,  H.  E.  Lead 

Davidson,  M. Brookings 

Dean,  Roscoe  Wess.  Springs 

De  Geest,  J.  M.  Miller 

Dehli,  H.  M. Colton 

Delaney,  R.  Mitchell 

Delaney,  W.  A.,  Jr Mitchell 

Devick,  J.  C.  Colton 

DeWitt,  W.  Sioux  Falls 

*Dick,  L.  C. Spencer 

Dickinson,  J.  Canistota 

Dillon,  J.  A.  (M.S.)  ....  Rapid  City 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R. Sioux  Falls 

Donahoe,  S.  A. Sioux  Falls 

Donahoe,  W.  E.  Sioux  Falls 

Downes,  J.  J.  (M.S.) 

Chamberlain 

Dregseth,  K.  Yankton 

Drissen,  E.  M Britton 

Driver,  D.  R Sioux  Falls 

Driver,  I.  E. . Aberdeen 

Duimstra,  F.  Sioux  Falls 

Dulaney,  C.  H. Ft.  Meade 

Duncan,  Wm.  Webster 

Dzintars,  P.  F. Faith 

Eckrich,  J.  A.  Aberdeen 

Edyvean,  W.  G.  Deadwood 

Ehik,  J. Centerville 

Eirinberg,  I.  Sioux  Falls 

Elston,  J.  Rapid  City 

*Elward,  L.  R.  Doland 

Embree,  V ....  Pierre 

Ensberg,  D.  Sioux  Falls 

Epp,  D.  Freeman 

Erickson,  E.  G.  Sioux  Falls 

Erickson,  O.  P. Valley  Springs 

Eyres,  T.  E.  Vermillion 

Faithe,  M.  Wakonda 

Fairbanks,  W.  H.  Vermillion 

Farrell,  H.  W. Sioux  Falls 

*Farrell,  W.  D.  Aberdeen 

Fedt,  Donald Watertown 

Feehan,  J.  J. Rapid  City 

Finley,  R.  C.  Rapid  City 

Fisk,  R.  G.  Dell  Rapids 

*Fleeger,  R.  B. Lead 

Flynn,  E.  Pierre 

Foley,  R.  J.  Tyndall 

Friefeld,  S.  Brookings 

Fritz,  W.  N.  Mitchell 

Fox,  S.  W.  Pierre 

*Gage,  E.  E.  Sioux  Falls 

Gargas,  B.  L.  Sioux  Falls 

Geib,  W.  A.  Rapid  City 

Gelber,  M.  R. Aberdeen 

Gere,  R.  G. Mitchell 
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Giebink,  R.  R Sioux  Falls 

Gillis,  F.  D.,  Jr.  Mitchell 

Glood,  D Viborg 

Gorder,  Wm.  Aberdeen 

Graff,  L.  W.  Britton 

Grau,  H.  J.  Rapid  City 

Green,  R.  D.  Sioux  Falls 

Greenfield,  D. Sioux  Falls 

Greenfield,  R.  E.  ....  Sioux  Falls 
Greenough,  E.  E.  ....  Sioux  Falls 

Gregg,  J.  B Sioux  Falls 

Gregory,  D.  A. Milbank 

Groebner,  O.  A. Sioux  Falls 

* Grove,  A.  F.  Dell  Rapids 

Grove,  M.  S.  Sioux  Falls 

Grover,  W.  W.  Wisconsin 

Gryte,  C.  F.  Huron 

Hagan,  A.  S. Faulkton 

Hage,  W.  Sioux  Falls 

Hagin,  J.  C Miller 

Hamm,  J.  N.  Sturgis 

Hansen,  H.  F. Sioux  Falls 

Hanson,  W.  O. De  Smet 

Hare,  H.  J. Rapid  City 

Hare,  Lyle  Spearfish 

Hayes,  Alfred M.S. 

Hayes,  R.  H. Winner 

Heidepreim,  G. Rapid  City 

*Heineman,  A.  A.  Wasta 

Heinzen,  F.  J.  M.S. 

Henry,  Robert  Brookings 

Hermanson,  J.  M.  California 

Herrick,  T.  G.  Sioux  Falls 

Hesz,  A.  B.  Hill  City 

Hewitt,  J.  M.  - Rapid  City 

Hillan,  D.  D.  Madison 

Hofer,  E.  A.  Huron 

*Hohf,  J.  A. Yankton 

Hohm,  Paul  Huron 

Hohm,  Theo.  Huron 

Holland,  L.  W. Chamberlain 

Holleman,  W.  W.  ....  Rapid  City 

Honke,  R.  W. Wagner 

Hornbeck,  N.  B. M.S. 

Horthy,  A Kennebec 

Horthy,  K.  Kennebec 

Hoskins,  J.  H. Sioux  Falls 

*Howe,  F.  S.  Deadwood 

*Hoyne,  A.  H Salem 

Hubner,  R.  F.  Yankton 

Hudgins,  D.  (M.S.)  Aberdeen 

Huppler,  E.  G.  Watertown 

Hura,  R.  ....  Howard 

Hurewitz,  M.  Flandreau 

Hvam,  Ole  Quinn 

Hyden,  Anton  Sioux  Falls 

Ihle,  C.  W.  Sioux  Falls 

*Jackson,  A.  S.  Lead 

*Jackson,  E.  B.  Aberdeen 

*Jackson,  R.  J. Rapid  City 

Jacobson,  T.  R. Hot  Springs 

*Jacotel,  J.  A.  Milbank 

Jahraus,  R.  C.  . . Pierre 

Jameson,  G.  M.  Sioux  Falls 

Janavs,  V.  Milbank 

Janis,  J.  B.  Hoven 

Jernstrom,  Roy  E.  ....  Rapid  City 

Johnson,  C.  A. Lemmon 

Johnson,  C.  F.  Yankton 

Johnson,  E.  A.  Milbank 

Jones,  W.  E. Sturgis 

Jones,  W.  L.  Sioux  Falls 

Jordan,  G.  T.  Vermillion 

Judge,  W.  T.  Milbank 

Kahier,  E.  S.  Sioux  Falls 

Kalda,  E.  F.  Platte 

Karlins,  W.  H. Webster 

Kaufman,  I.  I. Freeman 

M.S.  Indicates  Military  Service 


Keegan,  Agnes  Aberdeen 

* Keene,  F.  F. Wess.  Springs 

Kegaries,  D.  L.  Rapid  City 

Keller,  L.  W.  Webster 

Kelly,  W.  T.  M.S. 

Kelsey,  F.  O.  Vermillion 

Kemper,  C.  E. Viborg 

Kershner,  C.  M.  Brookings 

Kilgard,  R.  M.  Watertown 

Kilpatrick,  W.  R.  J.  Huron 

King,  B.  F. Aberdeen 

King,  L.,  Jr.  Sioux  Falls 

Kittelson,  H.  O.  Sioux  Falls 

Knowles,  R.  C.  Sioux  Falls 

Kohlmeyer,  F.  C.  Sioux  Falls 

Koren,  Paul Rapid  City 

Krijger,  Anna Lake  Preston 

Krijger,  P.  Lake  Preston 

Kucera,  W.  Lead 

Lakstigala,  Peter  White  River 

Lamb,  H.  Arizona 

Lamport,  A.  A. Rapid  City 

Larson,  C.  S — Sioux  Falls 

Leeds,  J.  F. Hot  Springs 

Leigh,  F.  D.  Huron 

Lemley,  R.  E Rapid  City 

Lenz,  B.  T.  Huron 

Leraan,  L.  G. Sioux  Falls 

Lewis,  H.  R.  Mitchell 

Lewis,  J.  R.  M.S. 

Lie,  Dagfinn  Webster 

Lietzke,  E.  T.  Beresford 

Lillard,  R.  L.  Madison 

Lindbloom,  B.  O.  Pierre 

Lloyd,  J.  H.  Mitchell 

Lovering,  J.  Webster 

Low,  Lyman  Lennox 

Lowe,  H.  E.  Mobridge 

Lowe,  J.  A. Mobridge 

Lydiatt,  J.  Hot  Springs 

Lyso,  M.  Yankton 

Mabee,  D.  R.  Mitchell 

Mabee,  O.  J Mitchell 

Magdsick,  C.  C.,  Jr.  Sioux  Falls 

Mangulis,  G. Philip 

Maresh,  E.  R.  Sioux  Falls 

Marousek,  M.  Belle  Fourche 

Marr,  L.  Estelline 

Marr.  V.  Estelline 

Marvin,  T.  R.  Faulkton 

Martyn,  W.  E.  Aberdeen 

Mattox,  J.  E.  Deadwood 

Mattox,  N.  E.  Deadwood 

Maxwell,  R.  T.  Clear  Lake 

Mead,  T.  Spearfish 

Merryman,  M.  P.  Rapid  City 

Meyer,  W.  L.  Sanator 

♦Mills,  G.  W Wall 

Minkel,  R.  Wyo. 

Mitchell,  C.  B.  Sioux  Falls 

Monk,  R.  Yankton 

Moore,  E.  J.  ...  Vermillion 

Morrissey,  M.  M.  - Pierre 

♦Morse,  W.  E Rapid  City 

♦Morseman,  C.  F. Hot  Springs 

Muggly,  J.  A.  Madison 

Munson,  H.  B. Rapid  City 

Murdy,  B.  C.  Aberdeen 

Murdy,  C.  B.  Aberdeen 

Murdy,  R.  C.  Aberdeen 

Murphy,  J.  C.  Murdo 

Myrabo,  A.  K.  Sioux  Falls 

McCann,  J.  P.  Parkston 

McCarthy,  P.  V.  Aberdeen 

McCroskey,  R.  C.  ....  Rapid  City 

McDonald,  C.  J. Sioux  Falls 

McGreevy,  E.  J. Sioux  Falls 

McGreevy,  J.  V. Sioux  Falls 

McIntosh,  G.  F.  Eureka 

McManus,  T.  B.  ....  Wess.  Springs 

McVay,  C.  B.  Yankton- 

Nelimark,  D.  R.  Mitchell 


Nelson,  J.  A. Sioux  Falls 

Nelson,  M.  H.  M.S. 

Nelson,  R.  E.  Sioux  Falls 

Nelson,  P.  S Redfield 

Nieher,  W.  C.  M.S. 

Nilsson,  F.  C. Sioux  Falls 

Nolan,  B.  P Mobridge 

Norgello,  V.  Redfield 

Nozik,  H.  I.  M.S. 

Ogbom,  R.  J.  Sioux  Falls 

♦Ohlmacher,  J.  C.  Vermillion 

Olson,  R.  G.  Sioux  Falls 

Olsson,  G.  Q. Rapid  City 

Opheim,  W.  L. Sioux  Falls 

Orgusaar,  R.  Florida 

Orr,  R.  T.  Utah 

Otey,  B.  T.  Flandreau 

O’Toole,  T.  F.  Rapid  City 

Owen,  G.  S.  Rapid  City 

♦Owen,  N.  T.  Rapid  City 

Palmerton,  E.  S. Rapid  City 

Pangburn,  M.  W. , Miller 

Pankow,  L.  J. ..  Sioux  Falls 

Parke,  L.  L.  . Canton 

Patt,  W.  H.  Brookings 

Patterson,  David  Redfield 

Paulson,  G.  S Rapid  City 

Peabody,  P.  D. Sisseton 

Peeke,  A.  P.  Volga 

Peik,  D.  J. Sioux  Falls 

Pemberton,  M.  O.  ...  Rapid  City 

Peiper,  W.  Mitchell 

Perry,  E.  J. Redfield 

Petres,  A Hartford 

Pfisterer,  T.  R.  Redfield 

Phelps,  H.  Winner 

Phillips,  R.  K.  Hot  Springs 

Pittenger,  E.  A Aberdeen 

Plowman,  E.  T Brookings 

Pollerman,  T.  Alexandria 

Pokorny,  J.  F.  Newell 

Porter,  M.  Parkston 

Price,  Mary  Armour 

Price,  Ronald  Armour 

Price,  T.  P.,  Jr.  Yankton 

Radusch,  F.  J. Rapid  City 

Randall,  O.  S Watertown 

Rank,  R.  K.  Aberdeen 

Ranney,  Brooks  Yankton 

Reagan,  P.  C Sioux  Falls 

Reagan,  R.  Sioux  Falls 

Reaney,  D.  B.  Yankton 

Reding,  A.  P.  Marion 

Reifel,  A. Sioux  Falls 

Repsys,  A.  Woonsocket 

Reul,  T.  W.  Watertown 

Rich,  E.  L.  Sioux  Falls 

Rich,  F.  M.  (M.S.)  Elk  Point 

Riesberg,  Elsa Yankton 

Riesberg,  H Yankton 

♦Riggs,  'T.  F.  Pierre 

Riner,  H.  L.  .... New  Mexico 

Roberts,  C.  S.,  Jr.  Brookings 

Rodine,  J.  C.  Aberdeen 

Roesel,  R.  W.  Burke 

Roper,  C.  E Hot  Springs 

Rousseau,  M.  C.  Watertown 

Rudolph,  E.  A.  Aberdeen 

Ruud,  E.  T.  Rapid  City 

Ryan,  C.  F.  Watertown 

Salladay,  I.  R.  . Pierre 

Sanders,  M.  E. Redfield 

Sanderson,  E.  W.  Sioux  Falls 

Sattler,  T.  H.  Yankton 

Saxton,  A.  J.  Rapid  City 

Saxton,  W.  H.  Huron 

♦Saylor,  H.  L.,  Sr.  Huron 

Saylor,  H.  L.,  Jr.  Huron 

Scheffel,  A.  R Redfield 

♦Scheib,  A.  P Watertown 

Scheller,  D.  L. Arlington 

Sebring,  F.  U.  Martin 

Semones,  A.,  Jr.  Lead 
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Sercl,  W.  F.  Sioux  Falls 

Sherrill,  S.  F.  Belle  Fourche 

Shreves,  H.  Sioux  Falls 

Silva,  J.  L.  M.S. 

Simon,  S Pierre 

Skogmo,  B.  R.  Mitchell 

Slingsby,  J.  B.  Rapid  City 

Smiley,  J.  C. Deadwood 

Smith,  G.  W.  Sioux  Falls 

♦Soe,  C.  A.  Lead 

Spain,  M.  L Rapid  City 

Spiry,  A.  W.  Mobridge 

Sprosts,  K Conde 

Stahmann,  F Sioux  Falls 

Stanage,  W.  F. Yankton 

Steele,  G.  Aberdeen 

Steiner,  P. Sioux  Falls 

Stephans,  A.  Selby 

Stern,  C.  A.  Sioux  Falls 

Stewart,  N.  W. Lead 

Stoltz,  Cl.  R.  Watertown 

Stone,  D.  Q. M.S. 

Stransky,  J. Watertown 

Strauss,  B.  Parker 

Studenberg,  J.  E Winner 

Suckow,  E.  E.  Garretson 

Sullivan,  W.  S.  M.S. 

Sundet,  N.  J 1 Kadoka 

Swanson,  C.  L.  Pierre 

Sydow,  H.  Yankton 

Tank,  M.  C.  Brookings 

Theissen,  H.  H.  Rapid  City 

Thompson,  R.  F Yankton 

Tidd,  J.  T. ....  Yankton 

Tobin,  F.  J. Mitchell 

Tobin,  L.  W. Mitchell 

Toren,  R.  S.  Sioux  Falls 

Torkildson,  G McLaughlin 

Totten,  F.  C.  Lemmon 

Tracy,  G.  Watertown 

Tschetter,  P.  S.  Huron 

Urbanyi,  E.  W.  Gettysburg 

♦Van  Demark,  G.  E.  Sioux  Falls 
Van  Demark,  R.  E.  Sioux  Falls 

Van  Demark,  W.  E.  ..  Sioux  Falls 

Van  Heuvelen,  G.  J.  Pierre 

Van  Lier,  P.  C.  Sioux  Falls 

Villa,  J.  P. Freeman 

Vogele,  A.  C.  Aberdeen 

Vogele,  C.  L.  Aberdeen 

Volin,  H.  P.  Lennox 

Volin,  V.  V.  Sioux  Falls 

Vonburg,  V.  R.  Mitchell 

Voss,  E. Ft.  Pierre 

Wall,  D.  W.  M.S. 

Walters,  S.  J.  Watertown 

Watson,  E.  F Garretson 

Watson,  E.  S.  Brookings 

♦Weishaar,  C.  E.  Aberdeen 

Wessman,  N.  E. Sioux  Falls 

Westaby,  J.  R. Madison 

Westaby,  R.  S.,  Jr.  . Rapid  City 

White,  F.  R M.S. 

Whitney,  N.  R.  Rapid  City 

Whitson,  G.  E. Madison 

Willcockson,  T.  H. Yankton 

Willen,  Abner  Clark 

Williams,  D.  B.  Sioux  Falls 

Williams,  F.  R Rapid  City 

Williams,  M.  F.  Sioux  Falls 

Winter,  M.  D M.S. 

Wold,  H.  R. . Madison 

Wood,  G.  F. Rapid  City 

Wrage,  T.  R.,  Jr.  Watertown 

♦Wright,  O.  R.  Huron 

Yackley,  J.  V.  Rapid  City 

Zandersons,  V.  . Herreid 

Zarbaugh,  G.  F.  Deadwood 

Zeidaks,  O — Waubay 

♦Zimmerman,  Goldie  E. 

Missoula,  Montana 
Zvenjnicks,  K.  Leola 


HAROLD  S.  BAILEY,  PH.D. 
EDITOR 

Division  of  Pharmacy 
South  Dakota  State  College 
Brookings,  South  Dakota 
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HEALTH  AND  THE  SEXES* 


Women  in  the  United  States  today  live  con- 
siderably longer,  on  the  average,  than  men. 
In  1956,  for  example,  the  life  expectancy  of 
females  at  birth  was  over  six  years  higher. 
In  addition,  the  age-adjusted**  mortality  rate 
for  males,  9.6  per  1,000  population,  exceeded 
the  corresponding  rate  for  females  by  well 
over  50  per  cent. 

This  better  record  of  women  results  from 
the  more  rapid  decline  of  their  mortality  since 
1900,  rather  than  from  any  increase  in  the 
death  rate  among  men.  While  the  male  death 
rate  dropped  from  1900  to  1956  by  almost  one- 
half,  the  corresponding  decline  for  females 
was  much  larger  — just  under  two-thirds. 
The  mortality  differential  between  the  sexes 
is  now  wider  than  at  any  time  in  the  history 
of  this  country. 

In  1900  the  age-adjusted  death  rate  for  fe- 
males stood  at  17.0,  while  the  corresponding 
rate  for  males,  18.6,  was  about  10  per  cent 
higher.  As  the  mortality  for  both  sexes  de- 
clined with  time,  the  gap  widened  somewhat 
(see  Chart  I),  only  to  narrow  again  immed- 
iately after  the  great  influenza  epidemic  of 
1918.  Thereafter  the  long-term  decline  in 
mortality  resumed,  with  women  once  again 
benefiting  more  from  medical  progress. 

*Reprinted  from  “Progress  in  Health  Services,” 
Health  Information  Foundation,  N.  Y. 

**The  age-adjusted  death  rate  is  used  when  mor- 
tality is  compared  over  a period  of  years,  because 
it  allows  for  changes  in  age  composition  of  the 
population. 


CWt  I 


! 000  DwUtw  by  190&-19M 


*Death  registration  states  only,  1900-1932.  In  1900  these  con- 
sisted of  ten  states  and  the  District  of  Columbia, 
i Adjusted  to  1940  standards. 

Source:  Various  reports  by  the  National  Office  of  Vital 
Statistics. 

In  1956  there  were  228,000  excess  male 
deaths  in  this  country — 896,500  deaths  among 
males  compared  to  668,500  among  females, 
according  to  preliminary  estimates  by  the 
National  Office  of  Vital  Statistics.  The  an- 
nual differential  has  numbered  over  100,000 
since  well  before  1933  and  over  200,000  since 
1950.  The  excess  would  currently  be  even 
greater  except  that  today  many  more  women 
than  men  are  alive  at  the  older  ages,  when 
the  mortality  risk  is  greatest. 

The  extent  to  which  females  have  benefited 
more  than  males  from  mortality  decline  var- 
ies widely  by  age.  Even  at  the  turn  of  the 
century  males  had  a less  favorable  record 
than  females  at  all  ages,  but  the  margin  was 
not  large  throughout  much  of  the  life  span 
(see  Chart  II).  The  exceess  was  highest  among 
infants  — almost  one-fourth;  and  at  ages  35- 
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CHART  III 

‘All  rates  adjusted  to  1940  standard.  For  1900,  these  applied  to 
the  death-registration  states  only,  consisting  of  10  states  and 
the  District  of  Columbia. 

Source:  Same  as  Chart  I. 


CHART  II 

‘Death  registration  states  only,  1900-1902.  In  1900  these  con- 
sisted of  ten  states  and  the  District  of  Columbia.  Com- 
parisons are  based  on  average  of  annual  mortality  rates. 
Source:  Same  as  Chart  I. 


64  — about  one-seventh. 


diseases  of  the  coronary  arteries.  Male  mor- 
tality from  heart  disease  is  currently  more 
than  twice  the  female  rate  over  the  entire 
age  range  35-64. 


The  differential  has  widened  considerably 
since  that  time  at  all  ages  except  infancy  and 
at  85  and  over.  (At  these  oldest  ages  there  has 
even  been  a slight  narrowing  of  the  margin.) 
Currently,  male  mortality  exceeds  female  by 
140  per  cent  at  ages  15-24,  where  the  margin 
was  formerly  narrowest,  and  by  87  per  cent 
at  55-64. 

Disease  Pattern  Changes 

Excess  male  mortality  is  characteristic  of 
nearly  all  leading  diseases;  but  the  widening 
of  the  differential  has,  to  a considerable  ex- 
tent, been  associated  with  a shift  in  the  lead- 
ing causes  of  death,  from  the  communicable 
diseases  at  the  turn  of  the  century  to  the  de- 
generative diseases  today. 

In  1900  pneumonia  and  influenza,  tuber- 
culosis, and  diarrhea  and  enteritis  — three  of 
the  five  leading  causes  of  death,  accounting 
for  nearly  a third  of  the  total  — resulted  in 
excess  male  mortality  of  only  2,  9,  and  9 per 
cent,  respectively  (see  Chart  III).  By  1955  the 
importance  of  these  diseases  had  declined;  al- 
though their  excess  male  mortality  had  risen 
sharply  in  the  interim,  their  effect  on  the  sex 
ration  for  all  deaths  was  almost  negligible. 

Heart  disease  in  1900  caused  an  excess  male 
mortality  of  only  11  per  cent.  But  after  1920 
the  differential  rose  steadily,  reaching  78  per 
cent  by  1955.  This  rise  was  associated  with  a 
decline  in  the  infectious  and  rheumatic  forms 
of  the  disease,  and  a corresponding  increase 
in  arteriosclerotic  heart  disease,  especially 


Because  of  the  importance  of  heart  disease 
in  today’s  mortality  picture  (nearly  40  per 
cent  of  all  deaths  in  1956  were  ascribed  to  this 
cause)  a considerable  proportion  of  the  cur- 
rent excess  of  male  deaths  is  accounted  for 
by  this  disease  alone.  It  causes  more  than  half 
the  total  disparity  at  ages  40-74;  thereafter 
the  proportion  declines,  and  is  just  under  one- 
sixth  at  85  and  over. 

At  the  upper  ages,  in  addition  to  heart  di- 
sease, malignant  neoplasms  (cancer)  account 
for  a sizeable  proportion  of  the  excess  male 
deaths.  Cancer  was  a relatively  minor  factor 
in  the  mortality  picture  around  1900,  causing 
about  4 per  cent  of  all  deaths.  At  that  time 
female  deaths  from  this  disease  exceeded 
male  by  65  per  cent.  By  1955  cancer  accounted 
for  16  per  cent  of  all  deaths,  and  there  was  an 
excess  male  mortality  of  20  per  cent. 

The  male  death  rate  from  cancer  currently 
exceeds  the  female  rate  from  birth  through 
the  ages  of  25-29  and  at  55  and  over.  After 
the  early  twenties,  a large  proportion  of  fatal 
malignancies  involve  the  female  breast  and 
genitals. 

At  the  older  ages,  the  digestive  system  is 
the  most  common  site,  accounting  for  over 
40  per  cent  of  all  cancer  deaths.  Males  are 
most  vulnerable,  with  their  toll  exceeding 
that  of  females  by  about  50  per  cent  at  ages 
60-74.  The  largest  male  excess  in  cancer 
mortality  involves  the  respiratory  system; 
the  number  of  such  deaths  has  increased 
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spectacularly  in  recent  years. 

Male  Accident  Toll  High 

By  far  the  highest  excess  of  male  deaths 
among  the  leading  causes,  especially  at  the 
younger  ages,  occurs  among  accidents.  This 
cause  alone  accounts  for  over  four-fifths  of 
the  excess  male  toll  from  all  causes  of  death 
at  ages  10-24,  and  nearly  three-fourths  at  25- 
34.  The  male  excess  is  greatest  — over  500 
per  cent  — at  20-24.  (Nevertheless,  even  if 
accidents  could  be  eliminated  as  a cause  of 
death,  the  excess  male  mortality  would  still 
be  considerable.) 

Accidents  are  unique  among  the  leading 
causes  of  death  in  that  the  relative  excess  of 
male  deaths,  although  still  far  larger  than 
among  the  diseases,  has  declined  since  1900. 
Much  of  this  is  due  to  the  drop  in  importance 
of  fatal  work  accidents,  which  take  male  lives 
almost  exclusively. 

Even  before  birth  there  as  a pronounced 
difference  between  the  sexes  in  the  ability  to 
survive.  The  fetal  death  (stillbirth)  rate  for 
males  is  12  per  cent  higher  than  for  females. 
The  disparity  rises  to  almost  30  per  cent  in 
the  rate  for  deaths  occurring  within  24  hours 
after  birth. 

Prior  to  the  present  era  of  medical  progress, 
maternal  mortality  was  so  high  — about  20,- 
000  in  1900*  in  the  United  States — that  it  rep- 
resented a significant  counterweight  to  ex- 
cess male  mortality.  In  addition,  women  often 
experienced  the  effects  of  childbirth  years 
later  in  severe  illness  and  impaired  vitality, 
particularly  when  large  families  were  the 
rule  rather  than  the  exception.  But  within 
recent  years,  maternal  mortality  has  declined 
to  such  low  levels  — just  under  1,600  in  1956 
— that  it  no  longer  represents  a significant 
aspect  of  the  problem. 

Diabetes  mellitus  is  the  only  major  disease 
that  has  a higher  age-adjusted  mortality  rate 
for  women  than  men.  The  death  rate  from 
this  disease,  for  reasons  that  continue  to  re- 
main obscure,  is  over  35  per  cent  higher  for 
females  than  males.  Nevertheless,  this  has 
little  effect  on  the  total  mortality  situation, 
since  in  1956  less  than  2 per  cent  of  all  deaths 
were  ascribed  to  this  specific  cause. 

The  sex  difference  in  mortality  now  exists 
among  all  sectors  of  the  population,  although 

*Estimated  by  Research  Department,  Health  In- 
formation Foundation. 


often  in  unequal  degree.  For  example,  among 
nonwhites,  widening  in  the  sex  differential 
has  lagged  some  years  behind  the  rest  of  the 
population,  although  the  general  trend  has 
been  in  the  same  direction.  In  1956  the  death 
rate  for  nonwhite  males  exceeded  that  for 
nonwhite  females  by  30  per  cent,  compared  to 
a gap  of  over  60  per  cent  among  whites.  The 
shift  from  the  communicable  to  the  degenera- 
tive diseases  as  leading  causes  of  death  has 
been  less  widespread  among  nonwhites  than 
among  the  total  population. 

Also,  the  larger  the  city,  the  wider  is  the 
differential  mortality  of  its  residents  by  sex. 
Thus,  in  a recent  study*  of  mortality  in  New 
York  State  exclusive  of  New  York  City  in 
1949-51,  the  excess  of  male  over  female  mor- 
tality within  metropolitan  areas  varied  from 
39  per  cent  in  central  cities  (population  50,000 
and  over)  to  33  in  other  cities  of  10,000  and 
over  and  29  in  places  of  under  10,000.  Sim- 
ilarly, outside  metropolitan  areas,  the  per- 
centages were  37  in  places  of  10,000  and  over 
and  29  in  places  of  under  10,000. 

Social  and  economic  class  (based  on  occu- 
pation) is  also  associated  with  the  magnitude 
of  the  sex  ratio  of  mortality.  In  one  study,** 
excess  male  mortality  in  England  and  Wales 
was  higher  between  men  and  wives  of  men 
in  professional  and  intermediate  occupations, 
and  lower  for  skilled,  partly  skilled,  and  un- 
skilled occupations. 

Morbidity  Differences 

The  situation  is  quite  different,  and  con- 
siderably more  complex,  with  regard  to  ill- 
ness. Women  report  themselves  as  ill  more 
often  than  do  men.  Thus,  in  a series  of  per- 
iodic household  surveys*  of  the  white  popu- 
lation by  the  United  States  Public  Health 
Service,  females  reported  1,112  annual  cases 
of  illness  (excluding  female  genital  and  puer- 


*Data  adapted  from  E.  Parkhurst,  “Differential 
Mortality  in  New  York  State,  Exclusive  of  New 
York  City,  by  Sex,  Age,  and  Cause  of  Death, 
According  to  Degree  of  Urbanization,”  American 
Journal  of  Public  Health,  46,  8:  959-965  (August) 
1956. 

** Adapted  from  The  Registrar  General’s  Decennial 
Supplement,  England  and  Wales  1951,  “Occupa- 
tional Mortality,  Part  I,”  London,  1954. 

*S.  D.  Collins  et  al,  “Sickness  Experience  in 
Selected  Areas  of  the  United  States,”  Public 
Health  Monograph  No.  25,  Washington,  D.  C., 
1955.  These  studies  extended  from  the  1920’s 
through  the  1940’s. 
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peral  causes)  per  1,000  population,  20  per  cent 
more  than  the  927  reported  for  males. 

For  disabling  illness,  i.e.,  illness  in  which 
the  patient  is  unable  to  conduct  usual  activ- 
ities for  one  day  or  longer,  and  for  bed  cases, 
the  situation  was  essentially  similar:  Higher 
rates  were  reported  for  females  of  14  and  20 
per  cent,  respectively.  The  excess  of  cases  of 
chronic  illness  among  females  was  particu- 
larly large  — 54  per  cent. 

By  age,  the  frequency  of  reported  illness 
was  higher  among  females  at  all  ages  past  10, 
with  the  highest  excess,  60  per  cent,  at  45-54. 
These  higher  female  rates  spanned  almost  the 
entire  range  of  diagnostic  categories  of  ill- 
ness. 

Along  with  these  higher  morbidity  rates,  a 
study  in  Washington  State  in  1953  showed 
that  women  consulted  physicians  in  private 
practice  more  often  than  did  men,  even  omit- 
ting visits  for  purposes  of  health  supervision 
or  those  connected  with  childbirth  or  con- 
ditions peculiar  to  the  female  sex.''  Female 
visits  exceeded  those  of  males  by  4 per  cent, 
and  this  excess  would  have  reached  10  per 
cent  if  there  had  been  as  many  women  as  men 
in  the  population  of  that  state.  On  the  other 
hand,  more  U.  S.  males  than  females  were 
hospital  patients  in  1953.2 
The  exact  implications  of  these  studies  are 
not  yet  clear.  For  one  thing,  household  sur- 
veys of  illness  are  subject  to  various  biases, 
including  both  under-and  over-reporting,  that 
may  be  selective  for  sex.  Women,  the  chief 
respondents  in  these  surveys,  may  be  aware 
of,  or  remember,  their  own  illnesses  better 
than  those  of  the  men  in  their  households.  At 
the  same  time,  economic  and  social  pressure 
is  undoubtedly  greater  on  the  breadwinners 
of  the  family  — chiefly  men  — to  ignore  all 
but  the  most  serious  or  disabling  symptoms. 

Studies  of  physicians  in  private  practice 
omit  a large  segment  of  the  physician  popu- 
lation — for  example,  those  associated  with 
the  Veterans  Administration,  where  men  con- 
stitute a large  majority  of  patients.  And  a 
census  of  hospital  patients  at  a given  time 

1.  Data  adapted  from  S.  Standish,  Jr.,  et  al,  Why 
Patients  See  Doctors,  University  of  Washington 
Press,  Seattle,  1955. 

2.  F.  G.  Dickinson,  “Age  and  Sex  Distribution  of 
Hospital  Patients,”  Bulletin  97,  Bureau  of  Med- 
ical Economic  Research,  American  Medical  As- 
sociation, Chicago,  1955. 


presents  at  best  an  incomplete  picture,  even 
of  hospitalized  morbidity,  unless  it  includes 
data  on  admission  rates  and  length  of  hospital 
stay.  These  are  presently  unavailable  on  a 
nation-wide  basis  in  the  detail  required. 

Long-Term  Trends 

The  sex  differential  in  mortality  has  left 
its  mark  on  the  population  structure.  In  the 
early  years  of  the  century,  men  enjoyed  num- 
erical ascendency  in  this  country  in  nearly 
all  age  groups.  This  situation  resulted  from 
the  heavy  influx  of  immigrants,  among  whom 
a sizable  majority  were  males,  as  well  as  from 
the  normal  5 to  6 per  cent  annual  excess  of 
male  births. 

When  immigration  diminished,  however, 
while  the  annual  excess  of  male  deaths  grew 
ever  larger,  the  male  population  majority 
decreased  and  soon  became  a minority.  Cur- 
rently women  outnumber  men  at  all  ages 
past  the  mid-twenties. 

The  excess  is  particularly  large  — over  a 
million  in  1956  and  increasing  steadily  — 
among  persons  aged  65  and  over.  By  1975,  if 
present  trends  continue,  this  excess  will  have 
risen  to  314  million;  women  will  outnumber 
men  by  138  to  100  (see  Chart  IV).  Even  at 
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CHART  IV 

Source:  Various  reports  and  projections  by  the  Bureau  of  the 
Census. 

midlife  — 45-64  — women  will  exceed  men 
by  2.2  million,  or  11  per  cent. 

Excess  male  mortality  is  by  no  means 
peculiar  to  the  United  States.  Rather,  it  is 
common,  with  only  minor  exceptions, 
throughout  much  of  the  world.  In  general, 
(Continued  on  Page  300) 


— 295  — 


EWRMACEUTICAL 

ECONOMICS 


FAIR  TRADE  COMPETITION  IN 
JEOPARDY* 
by 

Honorable  Hubert  H,  Humphrey.  U.S.S. 
Washington,  D.  C. 


It  is  with  considerable  pleasure  that  I call 
attention  to  the  business  like  manner  in 
which  Congress  is  addressing  itself  this  year 
to  the  major  legislative  needs  of  the  small- 
business  community.  Longstanding  small- 
business  problems  are  being  attacked  in  this 
session  with  a force  and  dedication  of  purpose 
that  seems  certain  to  produce  successful  re- 
sults. Already  congressional  committees 
have  under  intensive  consideration  such  cru- 
cial legislative  proposals  as  tax  relief  and 
equity  financing  programs  for  small  business, 
S.  11,  the  equality  of  opportunity  bill,  and  the 
premerger  notification  bill.  Other  legislation 
of  an  only  slightly  lesser  importance,  such  as 
the  plan  to  make  the  Small  Business  Admin- 
istration a permanent  guardian  of  small- 
business  interests,  is  similarly  being  prepared 
for  final  action  during  this  session.  Truly, 
1958  is  rapidly  taking  shape  in  Congress  as  a 
year  in  which  small  business  may  confidently 
expect  some  important  legislative  benefits. 

Under  such  favorable  circumstances,  I am 
encouraged  to  propose  that  Congress  consider 
still  another  pressing  problem  of  small  bus- 
iness. I refer  to  the  demoralizing  impact 

* Speech  of  the  Honorable  Hubert  H.  Humphrey 
of  Minnesota  in  the  Senate  of  the  United  States 
of  America,  Monday,  May  19,  1958. 


which  the  growing  decline  of  fair-trade  com- 
petition is  having  upon  small-business  men 
throughout  the  country. 

As  will  be  recalled,  I have  treated  the 
breakdown  of  fair-trade  competition  in  sev- 
eral recent  speeches  here  on  the  Senate  floor. 
On  those  occasions,  I referred  to  the  many 
States  in  which  fair-trade  legislation  had 
been  held  unconstitutional  in  whole  or  in 
part.  I also  called  attention  to  the  alarming 
competitive  implication  for  small  business 
contained  in  the  abandonment  of  fair  trade 
by  General  Electric,  Sunbeam,  Schick,  Shaef- 
fer  Pen,  Westinghouse,  and  others.  And  I 
warned  against  the  very  real  possibility  that 
27  years  of  progress  in  protecting  manufac- 
turers, retailers,  and  consumers  alike  from 
the  evils  of  cut-throat  competition  would  be 
soon  lost,  should  fair  trade  deterioration  con- 
tinue unchecked. 

Fair  Trade  Competition  Almost  Non-Existant 

At  the  time  of  those  speeches,  I saw  fair 
trade  competition  as  being  in  trouble,  but  not 
critically  so.  I thought  that  sufficient  time 
yet  remained  for  my  Subcommittee  on  Retail- 
ing, Distribution,  and  Fair  Trade  Practices  to 
make  an  extended  national  survey  of  price- 
cutting  activity  on  formerly  fair-traded  com- 
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modities.  I also  believed  that  my  subcom- 
mittee’s proposed  public  inquiry  into  the  need 
for  legislation  to  protect  small  business  from 
destructive  pricing  practices  could  be  safely 
deferred  until  after  completion  of  the  survey, 
perhaps,  until  after  adjournment  of  this  ses- 
sion. 

However,  certain  events  have  taken  place 
since  to  cause  me  to  revise  my  plans.  I have 
learned  that  two  more  States,  Kansas  and 
West  Virginia  have  had  their  fair  trade 
statutes  declared  unconstitutional,  thus  bring- 
ing to  16  the  number  of  States  in  which  fair 
trade  is  at  least  partially  inoperative.  Of  even 
greater  significance  in  this  respect  has  been 
the  continuing  defection  from  fair  trade  by 
former  allies  of  the  system,  until  now  I think 
it  would  be  difficult  to  name  more  than  a 
score  of  companies  still  practicing  fair  trade. 
In  contrast,  only  2 months  ago,  there  were 
hundreds  of  fair  trading  companies.  There- 
fore, from  a practical  viewpoint,  it  would 
seem  fair  to  say  that  fair  trade  competition 
has  almost  ceased  to  exist  in  the  marketplace. 

With  so  serious  a competitive  situation  con- 
fronting the  Nation’s  small-business  men,  it 
has  become  necessary  to  accelerate  the  search 
for  the  right  solution.  Accordingly,  without 
waiting  for  completion  of  the  survey  of  price- 
cutting  activity,  I am  today  announcing  that 
my  Subcommittee  on  Retailing,  Distribution, 
and  Fair  Trade  Practices  of  the  Senate  Small 
Business  Committee  will  hold  public  hear- 
ings, beginning  June  23  on  ways  to  protect 
small-business  men  from  anticompetitive 
pricing  such  as  loss-leader  sales.  These  hear- 
ings will  continue  through  June  24  and  25. 
Full  opportunity  to  be  heard  on  this  vital 
subject  will  be  given  everyone,  small  business 
men,  government  officials,  and  interested 
citizens,  alike. 

Fair  Trade  Role  in  Economy 

At  this  juncture  it  seems  appropriate  to 
turn  briefly  to  the  role  played  by  fair  trade 
in  our  economy.  In  my  view,  fair  trade  is  a 
specialized  competitive  system  which  offers 
great  practical  benefits  to  qualified  manufac- 
turers, wholesalers  and  retailers,  and  the  con- 
suming public  alike.  The  system  assures  the 
manufacturer  of  a stable  market  for  his 
product.  But  it  does  not  give  him  an  unfair 
advantage  or  a monopoly  because  even  with 
the  protection  of  fair-trade  legislation  he  is 
obligated  to  compete  successfully  with  other 


manufacturers  of  the  same  or  similar  prod- 
ucts. Should  he  fail  to  maintain  the  quality 
of  his  product,  or  if  he  sets  the  price  too  high, 
he  loses  out  to  competitors,  fair  trade  not- 
withstanding. However,  fair  trade  does  pro- 
tect his  product  from  possible  destruction  as 
a result  of  loss-leader  selling  and  irrespon- 
sible price  cutting. 

Fair  trade  benefits  the  retailer  and  the 
wholesaler,  too,  by  placing  him  on  an  equal 
footing  with  all  other  retailers  or  wholesalers 
of  the  same  branded  or  trademarked  products, 
whether  such  competitors  are  large  or  small. 
Most  importantly,  his  margin  of  profit  is 
fixed  to  yield  him  a fair  return  and  he  is  pro- 
tected against  destructive  competition  from 
others  who  might  be  disposed  toward  the  vice 
of  predatory  price  cutting. 

The  consumer,  too,  benefits  from  fair  trade 
in  a number  of  ways.  He  knows  that  the  fair- 
traded  product  may  be  purchased  at  a stand- 
ard price  wherever  he  goes  to  buy  it.  Fair 
trade  eliminates  the  necessity  for  shopping 
around.  He  knows  that  the  price  is  reason- 
able. By  the  very  nature  of  fair-trade  laws, 
a price  fixed  product  cannot  survive  in  the 
market  place  unless  it  competes  successfully 
with  similar  items  produced  by  other  manu- 
facturers. Fair  trade  also  assures  a consumer 
that  an  outstanding  product  will  remain  on 
the  market.  It  will  not  be  lost  to  the  con- 
sumer through  destructive  price  tactics. 
Furthermore,  the  consumer  must  recognize 
that  both  in  theory  and  as  a matter  of  ex- 
perience unrestricted  price  cutting  leads  in- 
evitably to  monopoly.  Thus,  the  short-term 
benefits  which  a consumer  may  feel  he  is 
getting  from  a so-called  bargain  price  will  be 
canceled  out  as  soon  as  a monopolistic  situa- 
tion is  created.  As  Mr.  Justice  Holmes  ob- 
served in  the  celebrated  Dr.  Miles  case; 

‘T  cannot  believe  that  in  the  long  run  the 
public  will  profit  by  permitting  knaves  to  cut 
reasonable  prices  for  some  ulterior  purpose 
of  their  own  and  thus  to  impair,  if  not  des- 
troy, the  production  and  sale  of  articles  which 
it  is  assumed  to  be  desirable  that  the  public 
should  be  able  to  get.” 

In  the  light  of  these  considerations,  I intro- 
duce, for  appropriate  reference,  a set  of  three 
bills  intended  to  safeguard  our  Nation’s 
small-business  men  from  predatory  and  des- 
tructive price-cutting  tactics.  In  taking  this 
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action,  I am  hopeful  that  public  attention  will 
be  brought  directly  to  bear  upon  the  grave 
competitive  threat  which  loss-leader  selling 
and  related  pricing  practices  pose  for  small- 
business  men.  It  is  my  desire  to  see  stim- 
ulated among  thoughtful  people  in  all  walks 
of  life  a free  and  open  discussion  of  the  pro- 
posed legislation  and  its  general  objectives. 
Once  a full  understanding  is  had  to  the  basic 
competitive  problems  under  attack,  I am  con- 
fident that  a sound  and  constructive  solution, 
consistent  with  the  public  interest,  can  be 
found. 

Rather  briefly,  I shall  now  explain  my 
legislative  proposals  for  maintaining  fair  and 
orderly  practices. 

Federal  Fair  Trade  Sanction  Proposed 

The  first  bill  has  as  its  purpose  the  estab- 
lishment of  a federally  sanctioned  system  of 
fair  trade  competition.  In  many  respects  it  is 
similar  to  several  bills  now  pending  before 
the  Interstate  and  Foreign  Commerce  Com- 
mittee of  the  House  of  Representatives. 

In  scope  and  purpose,  this  bill  closely  re- 
sembles the  various  State  fair  trade  laws. 
Each  type  of  legislation  has  as  its  objective 
the  authorization  of  resale  price  maintenance, 
that  is,  of  fair  trade  competition.  Each  limits 
the  right  of  resale  price  control  to  manufac- 
turers having  a trademarked  or  tradenamed 
product  in  free  and  open  competition  with 
similar  commodities.  Each  authorizes  private 
enforcement  by  injured  parties.  Each  gives 
any  qualified  manufacturer  a basic  right  to 
decide  freely  for  himself  whether  or  not  he 
shall  adopt  a system  of  resale  price  main- 
tenance. Moreover,  each  has  a common  in- 
terest in  protecting  a manufacturer’s  prop- 
erty right  in  his  trademark  or  tradename 
from  injurious  pricing  practices.  It  need 
hardly  be  added  that  each  type  of  law  finds 
its  social  and  economic  justification  in  the 
maintenance  of  a vital  and  prosperous  small- 
business  community,  free  from  the  threat  of 
ruinous  price-cutting. 

Joining  with  me  as  a cosponsor  of  the  bill 
is  the  Senator  from  Wisconsin  (Mr.  Proxmire). 

The  second  proposal  is  directed  at  the  no-, 
torious  loss-leader  practice.  Under  this  meas- 
ure, such  unethical  practices  would  be  sup- 
pressed by  making  it  unlawful  for  a retailer 
to  sell  any  commodity  at  less  than  his  “de- 
livered cost.”  As  defined  in  the  bill,  the  term 
“delivered  cost”  means  invoice  cost,  less  dis- 


counts, and  includes  all  transportation  costs 
and  applicable  taxes. 

As  in  the  case  of  the  Federal  fair-trade  bill, 
enforcement  of  the  provisions  of  this  bill 
would  also  lie  with  private  parties.  Such 
action  may  be  undertaken  by  any  person 
damaged  by  a “loss-leader  practice  which 
affects  interstate  commerce.” 

I should  also  like  to  note  that  this  is  the 
same  bill  which  was  introduced  in  1952,  when 
Congress  was  considering  the  legislation 
which  was  to  become  the  McGuire  Act. 

At  that  time  I recall  there  were  many 
Members  of  both  Houses  who  expressed  a 
warm  regard  for  the  bill.  I would  greatly  ap- 
preciate their  joining  me  and  my  cosponsors, 
the  Senator  from  Louisiana  (Mr.  Long),  the 
Senator  from  Oregon  (Mr.  Morse),  and  the 
Senator  from  Wisconsin  (Mr.  Proxmire),  in 
support  of  the  measure  at  this  time. 

The  third  proposal  would  amend  section  2 
of  the  Robinson-Patman  Act  by  adding  a pro- 
vision to  prohibit  “sales  at  unreasonably  low 
prices  where  the  effect  is  to  destroy  com- 
petition or  to  eliminate  a competitor.”  This 
measure  is  intended  to  be  a civil  counterpart 
to  the  somewhat  similar  provision  now  found 
in  the  criminal  prohibitions  of  section  3 of  the 
Robinson-Patman  Act.  The  need  for  such  pro- 
tection against  predatory  pricing  practices 
has  long  been  recognized. 

Cosponsoring  this  bill  with  me  are  Senators 
Long,  Morse,  and  Proxmire. 

In  commending  these  legislative  proposals 
to  the  earnest  consideration  of  my  colleagues, 
I am  reassured  by  a knowledge  of  the  sym- 
pathetic treatment  which  Congress  has  tra- 
ditionally accorded  the  problems  of  small 
business.  Through  the  years.  Congress  has 
been  always  willing  to  take  whatever  action 
was  necessary  to  protect  small-business  in- 
terests. Such  efforts  have  been  evidenced 
particularly  in  the  area  of  legislation  pro- 
hibiting destructive  pricing  practices. 

All  of  us  are  familiar  with  the  important 
role  played  by  Congress  in  the  development 
of  fair  trade  competition.  As  far  back  as  1936, 
Congress  was  moving  constructively  to  aid 
fair  trade  at  the  Federal  level.  At  that  time, 
fair  trade  was  relatively  ineffective  because 
of  its  inability  to  function  in  interstate  com- 
merce. To  resolve  the  difficulty.  Congress 
passed  the  Miller-Tydings  Act.  Again  in  1952, 
when  fair  trade  competition  seemed  des- 
(Continued  on  Page  300) 
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CONSTANT  VIGILANCE  NEEDED 

The  recent  brutal  murder  of  Alabama  phar- 
macist Jamie  Long  Meigs  of  Centerville  re- 
minds us  again  of  the  constant  vigilance 
needed  for  protection  against  some  of  the 
danger  involved  in  the  drug  business. 

Pharmacist  Meigs,  a former  member  of  the 
Board  of  Pharmacy  of  Alabama,  was  shot  and 
killed  by  two  men  believed  to  be  narcotic 
addicts  after  he  was  lured  by  telephone  to 
his  store  on  pretense  of  filling  a prescription. 
From  all  indications  Meigs  was  shot  at  the 
prescription  counter  but  managed  to  stagger 
about  twenty-five  feet  to  a telephone  before 
he  fell  to  the  floor. 

Narcotic  addicts  are  desperate  individuals 
who  will  stop  at  nothing  to  obtain  needed 
drugs.  These  people  are  not  capable  of  rea- 
son. They  will  go  to  great  trouble  and  resort 
to  exceptionally  cunning,  sly  and  crafty  tricks 
to  get  relief  from  withdrawal  symptoms. 
Force  including  murder  and  torture  will  be 
used  if  necessary. 

For  these  reasons  our  opinion  is  that  phar- 
macists must  be  constantly  aware  of  the  pos- 
sibility of  trouble  and  what  they  will  do  if  it 
occurs.  To  resist  is  foolhardy  and  extremely 
dangerous.  This,  of  course,  applies  to  any 
holdup  attempt.  It  would  be  far  better  for 
the  pharmacist  victim  to  concentrate  on  not- 
ing characteristics  such  as  voice,  clothing, 
facial  and  other  features  for  positive  future 
identification.  Both  your  money  and  your 
life  are  probably  insured.  No  question  on 
which  it  would  be  best  to  collect. 

DOCTOR  VISITS 

“John  Doe”  — the  average  citizen  — sees 
his  doctor  about  five  times  during  the  year. 


reports  the  Health  Insurance  Institute,  citing 
a report  issued  from  the  National  Health  Sur- 
vey. 

Authorized  by  Congress  in  1956,  the  Na- 
tional Health  Survey  Program  is  a continuing 
study  of  the  health  care  needs  of  the  Amer- 
ican people  by  the  U.  S.  Public  Health  Ser- 
vice. It  is  expected  that  this  study  will  form 
the  most  comprehensive  body  of  information 
on  the  state  of  the  nation’s  health  in  exist- 
ence. 

Most  patients  visit  the  doctor’s  office,  the 
Institute  reported,  while  home  calls  by  the 
doctor  accounted  for  less  than  10%  of  the 
visits. 

Some  of  the  early  statistics  available  from 
the  Public  Health  Survey,  which  covered  the 
months  of  July  through  September  1957, 
showed  that  city  residents  consult  a physician 
more  often  than  those  living  on  farms  or  in 
rural  areas.  People  on  farms  see  a doctor  at 
a rate  of  3.6  visits  per  person  per  year,  as 
compared  with  4.5  for  the  rural  non-farm 
population.  In  the  cities,  the  rate  of  doctor 
visits  per  person  was  found  to  be  5.1. 

Not  all  physicians’  calls  involve  treatment, 
the  Institute  stated.  The  Survey  figures  re- 
vealed that  two-thirds  of  all  doctor  visits  call 
for  diagnosis  and  treatment,  with  the  remain- 
der involving  preventive  care  or  other  such 
services.  While  this  percentage  distribution 
applies  throughout  the  United  States,  ex- 
plained the  Institute,  visits  for  general  check- 
ups are  somewhat  less  frequent  among  the 
rural  farm  population.  In  August  1957,  18% 
of  all  the  people  in  the  country  saw  a doctor. 
This  is  the  time  of  year,  the  Institute  pointed 
out,  when  the  rendering  of  medical  services 
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is  probably  at  a seasonal  low,  due  to  fewer 
cases  of  common  cold,  bronchitis,  pneumonia, 
and  other  respiratory  infections. 

The  generally  held  belief  that  more  females 
than  males  see  a doctor  was  confirmed,  con- 
tinued the  Institute  report.  National  Health 
Survey  data  showed  that  physician  visits  by 
females  amounted  to  5.5  per  person  per  year 
as  against  3.9  among  males.  For  both  sexes, 
the  number  of  calls  increased  with  age,  with 
the  exception  of  children  under  5 years  of 
age,  where  frequency  of  visits  was  relatively 
high.  Persons  at  ages  5 through  14  had  3.4 
visits  per  person  per  year,  whereas  those  over 
age  65  averaged  6.8  visits  per  year. 

By  type  of  services,  the  4.8  visits  by  the 
average  person  per  year  is  broken  down  as 
follows: 

Type  of  Service  Number  of  Visits 


Diagnosis  and  Treatment  3.3 

General  Check-up  0.5 

Immunization  0.4 

Pre-natal  and  post-natal  care  0.2 
All  other  0.5 


PHARMACEUTICAL  ECONOMICS— 

(Continued  from  Page  298) 
troyed  by  the  Supreme  Court’s  decision  in 
the  Schewegmann  case.  Congress  preceded 
to  revitalize  fair  trade  by  passing  the  Mc- 
Guire Act,  a measure  which  expressly  sanc- 
tioned enforcement  of  fair  trade  prices 
against  nonsigning  retailers.  In  addition,  it 
may  be  pointed  out,  almost  all  of  us  in  Con- 
gress have  spoken  publicly  in  praise  of  fair 
trade  competition  and  its  many  practical 
benefits  to  all  segments  of  our  economy. 

Largely  as  a result  of  the  unique  Federal 
exemptive  status  which  Congress  has  estab- 
lished for  fair  trade,  the  system  has  won 
acceptance  in  the  market  places  of  the  Nation. 
Manufacturers,  wholesalers,  retailers,  and 
consumers,  too,  have  come  to  recognize  the 
advantages  of  fair-trade  competition  and  now 
depend  heavily  upon  its  continued  effective 
operation.  Under  such  circumstances,  it 
would  seem  that  a moral  relationship  has 
sprung  up  between  Congress  which  has  fos- 
tered the  development  of  fair-trade  com- 
petition and  the  many  citizens  who  have 
worked  so  energetically  to  translate  the  prin- 
ciples of  fair  trade  into  practice.  In  any  event. 
Congress  must  carefully  guard  against  break- 
ing faith  with  those  small-business  men 


whose  survival  depends  upon  a strong  and 
vigorous  fair-trade  system.  Though  this  re- 
sponsibility is  indeed  great,  I am  fully  con- 
fident that  Congress  will  discharge  it  as  suc- 
cessfully as  has  always  been  done  in  the  past. 


PHARMACY  PAPER— 

(Continued  from  Page  295) 
the  differential  is  greatest  where  life  expect- 
ancy is  highest,  and  widens  as  each  country’s 
mortality  rate  declines.* 

Research  currently  seeks  to  determine 
whether  the  sex  differential  in  mortality  is 
due  to  biological  or  social  (including  environ- 
mental) factors.  It  is  difficult  to  imagine  that 
the  disparity  during  the  prenatal  and  neo- 
natal periods,  infancy,  and  even  early  child- 
hood can  be  the  result  of  social  factors,  since 
the  environment  of  the  sexes  differs  not  at 
all  or  little  during  this  period.  Even  during 
adulthood,  Madigan**  has  made  a strong  case 
for  biological  causation  by  demonstrating 
significant  differentials  in  the  mortality  ex- 
periences of  men  and  women  subject  to  al- 
most identical  environments.  Implied  is  a 
greater  constitutional  resistance  to  degenera- 
tive disease  on  the  part  of  women,  which 
benefits  them  increasingly  as  the  commun- 
icable diseases  and  hazards  of  maternity  come 
under  tighter  control. 

Nevertheless,  the  social  environment  un- 
questionably has  a significant  role  in  causing 
excess  male  mortality,  especially  from  acci- 
dents. Also,  the  higher  mortality  diffenertials 
by  sex  in  the  larger  cities  and  in  the  upper 
occupational  groups  suggest  that  certain 
modes  of  living  may  place  an  unequal  stress 
on  males.  Perhaps  men  more  than  women 
are  subject  to  internal  stress,  with  a conse- 
quent higher  incidence  of  coronary  artery  di- 
sease and  ulcers.  Exercise  or  the  lack  of  it, 
smoking,  changing  dietary  habits,  the  pro- 
pensity of  women  to  take  greater  advantage 
of  medical  facilities  — all  these  have  been 
suggested  as  possibly  related  factors.  But 
whatever  the  reasons,  it  would  be  well  to  con- 
centrate medical  research  upon  this  problem 
before  American  males  — especially  those  at 
age  45  and  beyond  — become  in  effect  an 
underprivileged  segment  of  the  population. 

*United  Nations,  “Age  and  Sex  Patterns  of  Mor- 
tality,” Population  Studies  No.  22,  1955. 

**F.  C.  Madigan,  “Are  Sex  Mortality  Differentials 
Biologically  Caused?”  The  Milbank  Memorial 
Fund  Quarterly,  XXXV,  2:202-223  (April)  1957. 
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'MAREZINE'  PEDIATRIC  SUPPOSITORIES 
New  Dosage  Form 

Description:  Each  suppository  contains  50  mg. 
of  ‘Marezine’  brand  Cylizine  Hydrochloride 
in  a cocoa  butter  base. 

Action;  Antiemetic.  Relieves  sickness  at  any 
stage  — either  pallor,  dizziness,  sweating, 
nausea,  or  actual  vomiting.  Depresses  sen- 
sitivity of  chemoreceptor  trigger  zone  and 
labyrinthine  apparatus.  Notable  for  rela- 
tive absence  of  soporific  action  and  other 
side  effects. 

Indications:  Nausea  and  vomiting  when  the 
oral  route  is  precluded.  Particularly  useful 
for  the  treatment  of  nausea  and  vomiting 
associated  with  acute  gastroenteritis  or 
febrile  illnesses. 

Dosage:  Children  6 to  10  years,  one  pediatric 
suppository  (50  mg.)  every  four  to  six  hours. 
Children  under  6 years,  one-half  pediatric 
suppository  (24  mg.)  every  four  to  six  hours. 

Dosage  Form:  Boxes  of  12. 

Source:  Burroughs  Wellcome. 

Fedrazil 

Description:  Each  sugar-coated  tablet  con- 
tains 30  mg.  of  ‘Sudafed’  brand  Pseudoe- 
phedrine  Hydrochloride,  an  orally  effective 
nasal  decongestant,  and  25  mg.  of  ‘PeraziT 
brand  Chlorcylizine  Hydrochloride,  a long- 
acting  anti-histamine. 

Action;  Fedrazil  is  an  effective  orally  admin- 
istered nasal  decongestant  and  broncho- 
dilator  with  antihistaminic  action.  It  is 
effective  for  the  prophylaxis  and  treatment 
of  respiratory  tract  congestion  and  asso- 
ciated allergic  manifestations. 


Indications:  Acute  coryza,  vasomotor  rhinitis, 
allergic  rhinitis,  barotitis  (aerotitis)  media, 
acute  and  subacute  sinusitis,  hay  fever, 
acute  eustachian  salpingitis,  asthma,  and 
serous  otitis  media  with  eusthachian  tube 
congestion. 

Dosage:  Adults  and  children  over  8 years  of 
age  take  1 or  2 tablets  3 times  daily.  Chil- 
dren 2-8  years  of  age  take  1 tablet  daily  or 
as  required. 

Dosage  Form:  Sugar-coated  tablets,  bottles  of 

100. 

Source:  Burroughs-Wellcome. 

Fleet  Enema  Disposable  Unit 
Pediatric  Size 

Description:  The  Fleet  Enema  Disposable 
Unit,  Pediatric  Size,  of  214  fh  oz.,  one-half 
the  adult  size,  is  now  available.  Each  100 
cc.  contains  sodium  biphosphate  16  Gm.  and 
sodium  phosphate  6 Gm.  The  new  unit  is 
designed  so  that  the  complete  contents  may 
be  administered  to  children,  eliminating 
the  necessity  and  inconvenience  of  estimat- 
ing the  dosage.  The  pre-lubricated  rectal 
tube  attached  to  the  polyethylene  bottle 
makes  the  unit  ready  for  use.  A unique 
diaphragm  prevents  leakage  and  controls 
the  flow,  and  the  anatomically  correct  tube 
minimizes  injury  hazard. 

Indicalions;  FEDU,  Pediatric  Size,  is  a rou- 
tine enema  for  infants  and  children.  It  is 
also  employed  for  diagnostic  and  preopera- 
tive cleansing  and  general  postoperative 
use;  for  relieving  fecal  or  barium  impac- 
tions. 

Dosage:  Contents  (214  oz.)  of  unit,  or  as  di- 
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rected  by  physician. 

Dosage  Form:  In  single  units. 

Source:  C.  B.  Fleet  Co.,  Inc. 

New  Tests,  New  Medications 
For  Psoriasis  Are  Reported 

The  ugly,  scaly  blotches  known  as  psoriasis 
are  the  result  of  failure  of  the  skin  to  handle 
protein  properly,  and  can  be  treated  success- 
fully in  many  cases  with  new  medications. 

This  information  was  released  May  10  by 
the  New  York  Academy  of  Sciences  in  a con- 
ference on  the  disease  held  by  the  Academy 
at  the  Barbizon-Plaza  Hotel. 

Chairman  of  the  conference  was  Dr.  Peter 
Flesch,  of  the  faculty  of  the  University  of 
Pennsylvania  School  of  Medicine,  who  re- 
ported on  five  separate  chemical  abnormal- 
ities which  he  had  studied  in  the  skin  of 
psoriasis  patients.  These  abnormalities  have 
enabled  Dr.  Flesch  to  diagnose  the  disease, 
by  testing  skin  scales,  without  having  seen 
the  patient. 

Allantoin,  a drug  obtained  from  uric  acid 
which  speeds  formation  of  wound-healing 
tissue.  Dr.  Flesch  reported,  was  effective  in 
dispersing  the  horny  framework  of  the  psor- 
iatic scales  in  his  research. 

In  a review  of  treatments  for  psoriasis,  a 
colleague  of  Dr.  Flesch  at  Pennsylvania,  Dr. 
M.  Harris  Samitz,  reported  that  allantoin  also 
was  effective  in  clearing  up  psoriasis  sores 
in  patients  when  used  in  conjunction  with  a 
much-older  remedy,  tar. 

A new  remedy,  combining  allantoin  and  a 
tar  compound  in  a lotion  base,  formulated 
specifically  for  the  treatment  of  psoriasis,  was 
reported  on  by  two  clinical  dermatologists. 

Dr.  Sidney  G.  Clyman  of  the  Skin  and  Can- 
cer Unit,  Bellevue  Hospital,  New  York,  com- 
pared the  new  lotion,  Alphosyl,  with  a tra- 
ditional ointment,  a combination  of  amon- 
iated  mercury,  salicylic  acid,  and  liquor  car- 
bonis  detergens.  The  thirty-nine  patients  in 
Dr.  Clyman’s  study  applied  the  standard  oint- 
ment to  psoriatic  areas  on  one  side  of  the 
body  and  the  new  lotion  to  similar  patches  on 
the  other  side.  He  said  that,  while  twenty- 
five  patients  obtained  complete  clearance  or 
great  improvement  in  their  disease  when 
they  used  Alphosyl,  only  six  got  comparable 
relief  with  the  ointment. 

Dr.  Clyman  also  used  soft  X-rays  (Grenz 
rays)  on  some  patients,  and  reported  that  the 
new  lotion  made  such  treatment  more  effec- 


tive. He  said  that  the  lotion  was  acceptable 
cosmetically  and  noted  the  importance  of 
this,  since  most  psoriasis  victims  must  use  a 
topical  remedy  indefinitely  to  control  flare- 
ups  of  the  disease. 

Dr.  Jacob  Bleiberg  of  Beth  Israel  Hospital, 
Newark,  reported  on  use  of  the  new  prepara- 
tion in  forty-two  patients.  He  said,  of  sixteen 
cases  with  scalp  psoriasis,  thirteen  cleared 
completely  and  three  were  greatly  improved. 
Of  the  remaining  patients  six  showed  com- 
plete clearing  of  their  psoriasis  and  another 
twelve  were  greatly  improved.  In  only  two 
of  Dr.  Bleiberg’s  forty-two  patients  was  no 
improvement  recorded. 

In  his  review.  Dr.  Samitz  listed  as  without 
value  the  administration  of  vitamins,  gamma 
globulin,  pancreatic  enzymes,  or  special 
diets.  He  pointed  out  that  there  is  evidence 
that  many  psoriasis  victims  improve  during 
the  summer  months  and  in  warm,  sunny 
places. 

Mercury,  salicylic  acid,  recorcinol,  allan- 
toin, sulfur,  and  detergents  all  have  some 
action  on  the  horny  layer  of  the  skin.  Dr. 
Samitz  said,  adding  that  most  of  them,  plus 
tar  and  podophyllin,  act  on  the  living  epider- 
mal cells.  Steroids,  he  said,  act  on  the  inflam- 
matory part  of  the  disease,  their  primary 
function  being  to  prevent  oozing  from  the 
capillaries.  Triamcinolone,  a steroid  hormone, 
is  an  effective  new  remedy,  he  reported.  He 
suggested  that  it  be  employed  in  cases  compli- 
cated (as  psoriasis  sometimes  is)  by  arthritis, 
or  in  cases  severe  enough  to  justify  steroid 
therapy. 

Lixoil 

Description;  Lixoil  is  a blend  of  sulfonated 
fatty  oils  and  one  or  more  esters  of  higher 
fatty  acids.  It  is  useful  to  machinists,  me- 
chanics, rubber  workers,  painters,  chemists 
and  maintenance  men  suffering  from  occu- 
pational skin  eruptions  such  as  oil  derma- 
titis, oil  folliculitis,  detergent  and  solvent 
dermatitis. 

Indications:  Lixoil  removes  all  flourescent 
material  from  the  skin.  It  facilitates  the 
involution  of  eruptions  from  cutting-oils, 
greases  and  solvents  without  change  in  the 
occupation  of  workers  engaged  in  varied 
types  of  employment.  It  will  prevent  oil 
folliculitis  and  oil  dermatitis. 

Dosage:  Use  once  daily,  rubbing  liquid  into 
soiled  skin. 
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Dosage  Form:  Bottle  of  16  oz. 

Source:  Lixoil  Laboratories,  Boston,  Massa- 
chusetts. 

Migral 

Description:  Each  sugar-coated  tablet  con- 
tains: Ergotamine  Tartrate  - 1 mg.,  Mare- 
zine  brand  Cyclizine  Hydrochloride  - 25 
mg.,  and  Caffeine  - 50  mg. 

Indications:  Migraine  headaches  and  other 
vascular  headaches  where  ergotamine 
tartrate  is  indicated.  The  effectiveness  of 
Migral  for  the  treatment  of  migraine  and 
other  vascular  headaches,  is  due  to  the 
vasoconstrictor  action  of  ergotamine  tar- 
trate and  caffeine.  Marezine  is  included  to 
eliminate  the  nausea  and  vomiting  which 
often  accompanies  ergotamine  administra- 
tion, as  well  as  the  nausea  which  is  often 
part  of  the  migraine  attack. 

Dosage:  Two  to  3 tablets  at  first  warning  of 
an  attack,  then  1 or  2 tablets  every  half 
hour,  as  required;  not  more  than  6 tablets 
should  be  taken  for  any  single  attack. 

Dosage  Form:  Bottles  of  20  and  100. 

Source:  Burrough-Wellcome. 

Tedral  Anti-H 


Descriplion:  A combination  of  the  well- 
known  antiasthmatic  formulation  of  Tedral 
(theophylline  130  mg.,  ephedrine  HCl  25 
mg.,  phenobarbital  8 mg.)  with  the  effective 
antihistaminic  agent,  chlorpheniramine  ma- 
leate  (2  mg.). 

Indications:  A complete  antiasthmatic,  anti- 
histaminic combination  for  the  treatment 
of  asthma  complicated  by  “hayfever.”  Re- 
lieves bronchial  constriction  through  the 
action  of  theophylline,  the  action  of  ephe- 
drine reduces  mucus  congestion,  and  pheno- 
bartital  provides  moderate  sedation  for  the 
nervous  patient.  Tedral  anti-H  counteracts 
histaminic  allergens  through  the  addition 
of  the  antihistaminic  agent. 

Dosage:  1 or  2 tablets  every  four  hours. 

Contraindications:  Tedral  anti-H  should  be 
used  with  caution  in  presence  of  cardio- 
vascular disease,  hyperthyroidism  and  cir- 
culatory collapse.  Patients  should  be  fore- 
warned not  to  drive  or  operate  machinery 
if  drowsiness  develops. 

Dosage  Form:  In  bottles  of  50  tablets. 

Source:  Warner-Chilcott  Laboratories. 


cMukJ  WHAT 

INSURANCE  COMPANY  OF  IOWA  9 LETTER  WORD 

is  so  important  to  Druggists^  Mutual  policyholders? 

DIVIDENDS!  For  the  dollar-wise  store  owner  (thousands  of  whom  are  Druggists'  Mutual  policy- 
holders knows  that  substantial  dividends  go  hand  in  hand  with  LOWER  insurance  cost.  Dividends 
in  a mutual  company  like  Druggists'  Mutual  are  actually  'refunds'  on  premiums  paid. 

The  excellent  dividend  — paying  record  of  Druggists'  Mutual  extends  back  almost  half  a century 
. . . . almost  50  years  of  lower  insurance  cost  to  druggists  and  professional  men. 


HOME  OFFICES 
ALGONA,  IOWA 


All  Policies  Non-Assessable 


For  new  and  old  policyholders  alike,  this  is  what  we  mean  by  true  'mutual  treatment'  in  the 
handling  of  your  insurance  coverage.  It's  why  policyholders  have  a habit  of  'sticking  with'  Drug- 
gists' Mutual. 
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ACEUTICAL 

NEWS 


LESTER  C.  PAULSON 
DIES 

Funeral  services  for  Lester 
C.  Paulson,  55-year  old  Rapid 
City  pharmacist,  were  held 
May  8,  1958.  Rev.  George 
Fisk  of  the  Congregational 
Church  officiated  and  burial 
was  in  Mountain  View  Ceme- 
tery. A memorial  has  been 
established  for  the  Congre- 
gational Church  Building 
Fund. 

Paulson  was  born  Decem- 
ber 16,  1902  in  Dell  Rapids, 
the  son  of  Mr.  and  Mrs.  Gun- 
dar  Paulson.  He  attended 
schools  in  Dell  Rapids  grad- 
uating from  Dell  Rapids 
High  School  in  1923.  A regis- 
tered pharmacist  in  South 
Dakota,  Paulson  graduated 
from  Drake  University,  Col- 
lege of  Pharmacy  in.  Des 
Moines,  Iowa.  At  the  time  of 
his  death  he  was  a pharma- 
cist with  Mills  Drug,  Inc. 

Paulson  was  married  to 
Edna  Countryman  at  Dell 
Rapids  on  June  20,  1940.  He 
was  a member  of  the  Rapid 
City  Congregational  Church, 
the  Rapid  City  Pharmaceu- 
tical Society,  the  South  Da- 
kota State  Pharmaceutical 
Association  and  the  Masonic 
Lodge  at  Dell  Rapids. 


PHARMACY  STUDENTS 
NAMED  TO  HONOR 
SOCIETY 

Elected  to  membership  in 
Phi  Kappa  Phi,  national 
honor  society,  were  two 
South  Dakota  State  College 
pharmacy  students.  They 
were  initiated  into  the  honor 
society  April  28.  To  be 
eligible,  a student  must  have 
a grade  point  average  of  3.25 
(All  A’s  would  be  4.0),  have 
been  registered  at  State  Col- 
lege for  at  least  one  year  and 
be  within  one  year  of  grad- 
uation. In  addition  no  more 
than  six  percent  of  the  senior 
class  may  be  elected. 

Students  named  to  Phi 
Kappa  Phi  were  Paul  R. 
Allen.  Owatonna,  Minn.,  and 
Kenneth  A.  Weber,  Murdo, 
South  Dakota.  Previously 
elected  was  Merle  Amund- 
son, of  Colton,  South  Dakota. 


RHO  CHI  ELECTS; 

HEARS  HAGER 

Rho  Chi,  national  honorary 
pharmaceutical  society  re- 
cently elected  ten  pharmacy 
students  to  membership. 
They  were  taken  into  the  so- 
ciety during  the  annual  ban- 
quet at  which  Dr.  George 
Hager,  newly  appointed 
Dean  of  the  School  of  Phar- 


macy, University  of  Minn- 
esota was  the  speaker. 

To  be  eligible  for  member- 
ship in  Rho  Chi  students 
must  have  at  least  a B aver- 
age, be  in  the  highest  20%  of 
their  class  and  show  a capac- 
ity for  achievement  in  the 
science  and  art  of  pharmacy 
and  the  allied  sciences. 

Elected  were  Elaine  Brown, 
Scotland;  Donalene  Larson, 
Sioux  Falls;  Larry  Leighton, 
Rutland;  Faye  Stephens, 
Belle  Fourche;  Mary  Vande 
Voorde,  Chamberlain;  Mer- 
lin Jueneman,  Adrian,  Minn.; 
Richard  King,  Rapid  City; 
Linda  Rames,  Corona;  Philip 
Pickart,  Corsica;  and  Hilde- 
gard  Lastau.  Sioux  Falls. 


BENDER  RECEIVES 
HONORARY  DEGREE 

A noted  pharmaceutical 
editor  was  awarded  an  hon- 
orary Doctor  of  Science  de- 
gree at  the  commencement 
exercises  of  South  Dakota 
State  College  June  2. 

George  A.  Bender,  is  noted 
for  his  editorial  campaigning 
for  legislation  beneficial  to 
the  profession  of  pharmacy 
and  is  credited  with  giving 
assistance  in  obtaining  the 
passage  of  such  laws. 

(Continued  on  Page  23) 
Back  Ad  Section 
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Controls  Stress 

Relieves  Distress  in  smooth  muscle  svasm 


new 

Pro-Banthine"«;i^/.  DartaF 

— for  positive  relief  of  cholinergic  spasm.  — a new  and  safer  agent  for  normalizing  emotions. 


Safer 

Stabilization  of 
Emotion 


Unsurpassed  . 
Specificity  of  Action 


Superior 

Anticholinergic 

Activity 


PRO-BANTHINE  WITH  DARTAL  olTers  you  a 
new,  specific  and  reliable  control  of  visceral 
motor  disorders,  especially  when  these  dis- 
orders are  induced  or  aggravated  by  psychic 
tensions  or  anxiety. 

Pro-Banthfne  has  won  wide  clinical 
acceptance  as  the  most  effective  drug 
for  controlling  gastrointestinal  hyper- 
motility and  hypersecretion. 

Dartal,  a new  phenothiazine  congener, 
offers  greater  safety,  flexibility  and 
effectiveness  in  stabilizing  emotional 
agitation. 

The  combination  of  each  drug  in  fully  effec- 
tive doses  in  Pro-Banthlne  with  Dartal  gives 
a new  means  of  approach  to  the  medical 
management  of  functional  gastrointestinal 
disorders  mediated  by  the  parasympathetic 
nervous  system. 

Specific  Clinical  Applications:  Functional 
gastrointestinal  disturbances,  gastritis,  py- 
lorospasm,  peptic  ulcer,  spastic  colon  (irri- 
table bowel),  biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  contain- 
ing 15  mg.  of  Pro-Banthlne  (brand  of  pro- 
pantheline bromide)  and  5 mg.  of  Dartal 
(brand  of  thiopropazate  dihydrochloride). 

G.  D.  SEARLE  & CO.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


SEARLE 
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N0W...A  NEW  TREATMENT 


'Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

‘‘Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  0* 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


*‘'CardiIate’  brand  Erylhrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe,  New  York 


ACTS  FASTER... 

usually  within  5-15  minutes 

LASTS  LONGER.. 

usually  for  6 hours  or  more 


MORE  THOROUGH  RELIEF... 

permits  uninterrupted  sleep  through  the  night 


RARELY  CONSTIPATES  . . . 

excellent  for  chronic  or  bedridden  patients 


MY  PAP 


*’It  happened 
at  work 
while  he 
was  putting 
oil  in 
something” 


(Salts  of  Oi'hydrohydroxycodeinone 
and  Homatropine,  plus  APC) 


•'But  Doctor 
gave  him 
some  nice 
pills  — and 
the  pain 
went  away 
fast” 


•'Dad  said 
we'd  play 
hall  again 
tomorrow 
when  he 
comes  home’* 


"He  told 
Mom  his 
shoulder 
felt  like 
it  was  on 
fire” 


•'He  couldn't 
swing  a hat 
without 
hurting” 


VERSATILE 


New  “demi”  strength  permits  dosage  flexibility  to  meet 
each  patient's  specific  needs.  Percodan-Demi  provides 
the  Percodan  formula  with  one-half  the  amount  of  salts 
of  dihydrohydroxycodeinone  and  homatropine. 


AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May 
be  habit-forming,  Available  through  all  pharmacies.  i| 

Each  PcRcooAN*'  Tablet  contains  4.50  mg.  dihydrohydroxyeo- 
deinone  hydrochioride,  0.38  mg.  dibydrohydroxycodelwone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224' mg. 
acetyisalicylic  acid,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

ENDO  LABORATORIES^ 

Riohrnond  H 1 1 1 1 0,  N #w  Va  rk  * 


Demi 


AND  THE  PAIN 
WENT  AWAY  FAST 


Pat.  2, die, 188 
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FORMULA;  Each  15  cc.  (tablespoon)  contains: 

Sulfaguanidine 2 Gm. 

Pectin  225  mg. 

Kaolin  3Gm.' 

Opium  tincture 0.08  cc. 

(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  Vz  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 

SUPPLIED:  Bottles  of  16  fi.  oz. 

Exempt  Narcotic.  Available  on  Prescription  Only. 


TRADEMARK 


EFFECTIVE  ANTIDIARRHEAL 


/laboratories! 
New  York  18,  N.  Y. 
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Monilial  overgrowth 
is  a factor 


Combines  Achromycin  V with  Nystatin 


SUPPLIED: 


CAPSULES  contain  250  mg.  tetracycline  HCl 
equivalent  (phosphate-buffered)  and  250,000 
units  Nystatin.  ORAL  SUSPENSION  (cherry- 
mint  flavored)  Each  5 cc.  teaspoonful  contains 
125  mg.  tetracycline  HCl  equivalent  (phos- 
phate-buffered) and  125,000  units  Nystatin. 


DOSACE: 

Basic  oral  dosage  (6-7  mg.  per  lb.  body  vtreight 
per  day)  in  the  average  adult  is  4 capsules  or 
8 tsp.  of  Achrostatin  V per  day,  equivalent 
to  1 Gm.  of  Achromycin  V. 


Achrostatin  V combines  AcHROMYcnsrt  V 
...  the  new  rapid-acting  oral  form  of  AcHROMYCiNt 
Tetracycline . . . noted  for  its  outstanding 
effectiveness  against  more  than  50  different  infections ; 
. . . and  Nystatin  . . . the  antifungal  specific. 
Achrostatin  V provides  particularly  effective 
therapy  for  those  patients  prone 
to  monilial  overgrowth  during  a protracted  course 
of  antibiotic  treatment. 
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Hospital  practice  of  infant  feeding 


Standard  formulas  for  FEEDING  REGULATION 


Underfeeding  is  a common  cause  when  infants 
fail  to  gain  and  thrive.  In  the  earliest  stage,  when 
caloric  intake  is  inadequate,  the  infant  cries  after 
feeding,  remains  constipated,  and  the  restless- 
ness from  hunger  is  mistaken  for  colic.  A changed 
or  weakened  formula  appears  to  be  indicated. 
But  clinical  studies  show  that  a young  infant 
requires  a formula  of  2 ounces  of  whole  milk  (40 
calories),  a teaspoon  of  Karo  Syrup  (15  calories), 
and  a half-ounce  of  added  water  per  pound  of 


body  weight  per  day.  Of  the  total  calories,  a suc- 
cessful formula  yields  about  15-20%  in  protein, 
50-60%  in  carbohydrate,  and  25-35%  in  fat. 
Whole  milk  must  be  reinforced  by  adding  5%  to 
10%  carbohydrate  (1)  to  provide  protein-sparing 
effect  which  permits  protein  anabolism  instead 
of  energy  production;  (2)  sufficient  calories  for 
tissue  formation;  (3)  proper  utilization  of  fat; 
(4)  suitable  acid-base  relationships  in  the  in- 
testinal tract  and  (5)  adequate  weight  gains. 


WHOLE  MILK  FORMULAS 


ADVANTAGES  OF  KARO®  SYRUP  IN  INFANT  FEEDING 


Age 

Months 

Whole 
Milk 
Fluid  Oz. 

Water 

Oz. 

Karo  Syrup 
Tbsp. 

Each 

Feeding 

Oz. 

Number  of 
Feedings  in 
24  Hours 

Total 

Calories 

Birth 

10 

10 

2 

3 

6 

320 

1 

12 

13 

3 

4 

6 

532 

2 

15 

13 

3 

41/2 

6 

480 

3 

17 

9 

3 

5 

5 

520 

4 

20 

11 

31/2 

6 

5 

610 

5 

23 

11 

4 

6V2 

5 

700 

6 

26 

10 

4 

7 

5 

760 

EVAPORATED  MILK 

FORMULAS 

Evaporated 

Each 

Number  of 

Age 

Milk 

Water 

Karo  Syrup 

Feeding  Feedings  in 

Total 

Months 

Fluid  Oz. 

Oz. 

Tbsp. 

Oz. 

24  Hours 

Caiories 

Birth 

6 

12 

2 

3 

6 

380 

1 

8 

16 

3 

4 

6 

532 

2 

9 

14 

3 

41/2 

5 

576 

3 

10 

15 

31/2 

5 

5 

650 

4 

12 

18 

4 

6 

5 

768 

5 

12 

21 

4 

61/2 

5 

768 

6 

13 

22 

4 

7 

5 

812 

Composition:  Karo  Syrup  is  a superior  dextrin- 
maltose-dextrose  mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rapidly  transformed 
into  dextrose  which  requires  no  digestion. 


Concentration:  Volume  for  volume 
Karo  Syrup  furnishes  twice  as  many 
calories  as  similar  milk  modifiers  in 
powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and  de- 
void of  pathogenic  organisms. 

Low  Cost:  Karo  Syrup  costs  1/5  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians —Book  of  In- 
fant Feeding  Formulas  with  conven- 
ient schedule  pads.  Write:  Karo  In- 
fant Feeding  Guide,  Box  280,  New 
York  46,  N.  Y. 


CORN  PRODUCTS  REFINING  COMPANY 
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PHARMACY  NEWS— 

(Continued  from  Page  304) 

DR.  BRODIE 

WINS  CITATION 

Bernard  B.  Brodie,  Chief 
Laboratory  of  Chemical 
Pharmacology,  National 
Heart  Institute,  National  In- 
stitutes of  Health,  was 
awarded  the  Distinguished 
Service  Award  of  the  Depart- 
ment of  Health,  Education, 
and  Welfare  by  Secretary 
Marion  B.  Folsom  in  cere- 
monies held  April  18.  Dr. 
Brodie  was  cited  for  his  de- 
velopment of  a new  field  in 
medicine.  Chemical  Pharma- 
cology, which  through  the 
application  of  biochemical 
methods  to  pharmacology 
has  led  to  a basic  understand- 
ing of  drug  action,  a rational 
approach  to  drug  therapy 
and  the  improvement  and 
discovery  of  many  medicinal 
agents.  As  a result  of  Dr. 
Brodie’s  personal  research 
and  direction  and  from  the 
influence  he  has  exerted  in 
the  field,  the  medicinal 
chemist  may  now  tell  in  ad- 
vance from  a few  physical 
characteristics  of  a drug,  and 
in  most  instances  just  from 
looking  at  its  structure, 
whether  a drug  will  be  ab- 
sorbed from  the  stomach 
and/or  intestines,  will  be  ex- 
creted rapidly  and  whether 
it  will  rapidly  penetrate  the 
brain. 

Dr.  Brodie  was  also  cited 
for  his  development  of  a 
number  of  therapeutic  agents 
now  in  wide  use  and  par- 
ticularly for  his  development 
of  the  leading  biochemical 
theory  of  the  control  me- 
chanisms in  the  brain  that  in- 
tegrate the  autonomic  ner- 
vous system  into  the  prim- 
itive behavioral  patterns. 
This  latter  work  has  led  to  an 


understanding  of  how  the 
tranquilizing  drugs  affect  the 
brain  and  has  stimulated  re- 
search in  laboratories 
throughout  the  world  work- 
ing to  uncover  a basic  under- 
standing of  how  the  brain 
functions. 


PHARMACEUTICAL 
HEAD  DENIES 
FEDERAL  CHARGE 

Mr.  Eugene  N.  Beesley, 
president  of  Eli  Lilly  and 
Company,  made  the  follow- 
ing comment  in  Indianapolis 
after  public  announcement  of 
the  Department  of  Justice’s 
actions  charging  that  five 
pharmaceutical  companies 
had  conspired  to  keep  prices 
up  on  polio  vaccine. 

We  are  extremely  shocked 
at  this  charge  of  alleged  price 
conspiracy  against  the  pro- 
ducers of  polio  vaccine.  So 
far  as  Eli  Lilly  and  Company 
is  concerned  this  is  complete 
nonsense.  It  would  be  a 
strange  conspiracy,  indeed, 
that  had  as  its  purpose  con- 
stant decreases  in  prices. 

We  have  voluntarily  re- 
duced the  price  of  our  vac- 
cine five  different  times  since 
we  first  made  it  available.  As 
the  result  of  these  step  by 
step  reductions,  the  price  of 
Lilly  vaccine  today  is  about 
one-half  of  what  it  was  at 
the  beginning.  This  series  of 
voluntary  price  reductions 
began  a long  time  before  the 
Justice  Department  initiated 
its  investigation,  and  was  a 
result  of  our  productive 
achievement  — not  of  legal 
harassment. 

We  have  given  the  Govern- 
ment a discount  of  52 1/2% 
from  our  list  price  on  all  vac- 
cine paid  for  by  Government 
agencies. 

Lilly’s  average  profit  on  all 


polio  vaccine  we  have  sold  to 
date  has  been  only  6 1/4  cents 
per  dose. 

The  investment  and  the 
risks  were  enormous.  The  de- 
mands of  the  project  were 
such  that  other  programs  of 
research,  development,  and 
production  had  to  be  de- 
ferred. It  was  only  because 
of  our  large-scale  experimen- 
tal work  in  live  tissue  culture 
— launched  long  before  its 
application  to  polio  vaccine 
was  foreseeable  — that  Lilly 
was  able  to  assume  leader- 
ship in  the  exacting  task  of 
producing  and  testing  this 
vaccine. 

Like  many  other  good 
American  citizens,  we  have 
consistently  placed  the  pub- 
lic interest  above  our  own 
as  we  sought  to  make  avail- 
able at  the  earliest  possible 
moment  millions  of  doses  of 
safe  and  effective  vaccine. 

According  to  a report  pub- 
lished by  the  U.  S.  Public 
Health  Service  there  was  a 
total  inventory  of  26,423,000 
doses  of  vaccine  available  as 
of  May  2.  Of  this  total,  Lilly 
vaccine  amounted  to  24,043,- 
000  doses.  One  of  the  prob- 
lems we  now  face  is  the  po- 
tential loss  of  much  of  this 
24,000,000  doses  of  vaccine 
which  we  have  on  hand.  (If 
it  loses  potency  before  it  is 
used,  the  vaccine  must  be 
destroyed.)  This  tremendous 
amount  was  produced  in  an- 
ticipation of  its  need  for  vac- 
cinating millions  of  Amer- 
icans who  had  not  yet  been 
protected  against  polio  at  the 
start  of  the  year.  The  demand 
has  not  materialized. 

It  is  incredible  that  as  a 
postscript  to  one  of  our  great- 
est achievements,  we  should 
now  have  to  face  this  fan- 
tastic suit. 
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HELP  US  KEEP  THE 
THINGS  WORTH  KEEPING 


Speech  is  free  in  Amer- 
ica. But  it’s  not  free  for 
the  keeping!  Protecting 
our  American  heritages 
costs  money. 

It  takes  money  for 
strength  to  keep  the 
peace.  Money  for  science 
and  education  to  help 
make  peace  lasting.  And 
money  saved  by  indi- 
viduals. 

Your  Savings  Bonds, 
as  a direct  investment 
in  your  coimtry,  make 
you  a Partner  in 
strengthening  America’s 
Peace  Power — helping 
us  keep  the  things  worth 
keeping. 

Good  cash  investment, 
too.  Put  3 dollars  into 
Series  E Bonds  — take 
out  4 in  just  8 years, 
11  months. 

Safe.  Both  interest 
and  principal  guaran- 
teed by  the  U.  S.  Gov- 
ernment. Every  Bond 
recorded,  so  if  it’s  lost, 
stolen  or  destroyed  it 
can  be  replaced,  free. 

Automatic  saving.  The 
Payroll  Savings  Plan  is 
the  automatic  way  to 
save  for  the  big  things 
in  life. 


HELP  STRENGTHEN  AMERICA'S  PEACE  POWER 


BUY  U.  S.  SAVINGS  BONDS 


The  U.S.  Government  does  not  pay  for  this  advertising.  The  Treasury  Department  thanks, 
£or  their  patriotic  donation^  The  Advertising  Council  and  tftis  magazine. 


5 1-2x8  in.  100  Screen  SBD-GM-2 


[Miltown]  produces  no  behavioral  toxicity 
in  our  subjects  as  measured  by  our 
tests  of  driving,  steadiness,  and  vision/^* 

Belie¥es  anxiety,  tension  and  muscle  spasm 
in  e¥eryday  practice 

■ with  unexcelled  safety 

■ without  impairing 


Miltown 


meprobamate  (Wallace) 


400  mg.  tablets  t.i.d. 
Supplied: 

400  mg. 
scored  tablets, 

200  mg. 
sugar-coated 
tablets, 
bottles  of  60. 

^Marquis,  D.  G.,  Kelly,  E.  L,, 
Miller,  J.  G.,  Gerard,  R,  W. 
and  Rapoport,  A. : 

Ann.  New  York  Acad. 

Sc.  67:  701,  May  9,  1957» 


autonomic  function 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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HONORED  IN  WHO'S  WHO 
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The  1957-58  edition  of 
“Who’s  Who  Among  Students 
in  American_  Colleges  and 
Universities”  will  contain  the 
names  of  four  senior  phar- 
macy students  at  South  Da- 
kota State  College.  Students 
are  selected  on  the  basis  of 
scholarship,  leadership,  par- 
ticipation in  extra-curricular 


activities,  citizenship,  service 
to  the  institution  and  promise 
of  usefulness  to  business  and 
society.  Chosen  were  Merle 
Amundson,  Colton;  Dewey 
Folkestad.  Montevideo,  Minn- 
esota; Rodney  Honner,  Ged- 
des;  and  Kenneth  Weber, 
Murdo. 


MILITARY  PERSONS 
SICK  ON  LEAVE 
HAVE  PROCEDURE 

Ocassionally  one  of  our 
physicians  is  required  to 
care  for  a person  in  the  mili- 
tary establishment  while  on 
leave. 

For  the  information  of 
those  physicians  the  Army 
records  the  following: 

Military  personnel  of  the 
Army  who  are  on  author- 
ized absence,  should  have  in 
their  possession  Department 
of  Army  Form  No.  31,  “Re- 
quest. and . Authority.,  for 
Absence.”  The  reverse  side 
of  this  form  contains  instruc- 
tions pertaining  to  medical 
treatment  or  hospitalization 
that  may  be  required  while  a 
military  person  is  absent 
from  his  home  station.  Fail- 
ure to  follow  these  instruc- 
tions sometimes  results  in 
delay  in  processing  bills  for 
care  provided  by  civilian 
physicians  and  hospitals. 
Physicians  and  hospitals  who 
treat  military  personnel  are 
urged  to  assist  them  in  no- 
tifying the  proper  military 
authorities.  The  processing 
and  payment  of  bills  for  the 
care  of  military  personnel 
should  not  be  confused  with 
the  medicare  program  for 
dependents. 


FEDERAL  PRICE 
MAINTENANCE  BILL 
INTRODUCED  IN 
CONGRESS 

A bill  to  bring  about  per- 
missive resale  price  main- 
tenance on  the  federal  level 
has  been  introduced  in  the 
House  of  the  Congress  by 
Representative,  Oren  Harris 
of  Arkansas.  The  proposal  is 
identified  as  H.R.  10527. 


he  in**''**"'*"*  r Re- 

Jd  ready  to  use  Re 

light  goes  out. 

two  instrument*- 

e"v,e»‘ 

.'■''"“""eSffitoB 

a whh  rheostat 

last  longer. 


— ...rv  repioeements  - 

^ B'  coiied  without 

trailing  cord  tips. 

Binding  pn*  connects  to 

sinro-iMv.Ac, 

$60.00 

No.  745  .... 


S'! 


KREISER  SURGICAL  Inc. 


Sioux  Falls,  S.  D. 
1220  S.  Minnesota 


Rapid  City,  S.  D. 
528  Kansas  City  St. 
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VMB-200 


"Premarin"  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 


For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


Also  available  as 
PMB-400  (0.4  mg.  "Premarin"  400  mg.  meprobamate 
in  each  tablet). 


Supply: 

No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  500. 


AYERST  LABORATORIES 

''Premarin®"  conjugated  estrogens  (equine) 


New  York  16,  New  York  • Montreal,  Canada 
Meprobamate  licensed  under  U.S.  Pat.  No.  2,724,720 


5830 


and  inflammation 

withBUFFERir 

IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.^) 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference:  1.  J.A.M.A.  158:386  (June  4)  1955. 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 
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Raudixin  helps 
you  relieve 
pressures  on 
your  patients 

Raudixin  “relieves 
anxiety  and  tension, 
particularly  the 
tension  headache 
of  the  mild 
hypertensive  patient, 
better  than 
any  other  drug.”* 


Raudixin  helps 
you  relieve 
pressures  in 
your  patients 


Raudixin  “lowers 
blood  pressure  and  slows 
the  pulse  rate  much 
more  efficiently  than  the 
barbiturates. ...  It  is  not 
habit-forming  and  is 
synergistic  with  all  other 
known  hypotensive  drugs.”* 


when  you  treat  hypertensive  patients 

double  duly  R^V  U D I )C  I N 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina 

is  the  solid  base  line  for  successful  therapy 


In  mild  to  moderate  cases,  Raudixin  is  frequently  sufficIeHt. 

Base  line  therapy  with  Raudixin  permits  lower  dosage  of  more  toxic  agents. 
The  incidence  and  side  effects  of  these  agents  are  minimized.  Diuretics  often 
potentiate  the  antihypertensive  effect  of  Raudixin. 

•Fmnerty,  F.  A.  Jr.:  New  »ork  stale  J.  Med.  57:2657  (Sept.  IS)  1957. 

Sqjjibb  Squibb  Quality— the  Priceless  Ingredient 


RAUDIXIN  ..."is  the  best  symptom  reliever."* 
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AMA  SURVEYS  REFERRAL  CENTERS 

FOR  CHRONICALLY  ILL 

A survey  of  five  information  and  referral 
centers  for  the  chronically  ill  currently  is 
being  conducted  by  the  AMA’s  Council  on 
Medical  Service.  Located  in  Chicago,  Cleve- 
land, Milwaukee,  San  Francisco  and  Essex 
county,  N.  J.,  these  centers  operate  as  central 
clearing  houses  for  information  on  existing 
facilities  for  the  care  of  chronically  ill  in  the 
community.  Such  centers  usually  maintain 
complete  information  on  rates,  eligibility,  re- 
quirements and  services  offered  by  nursing 
and  old-age  homes,  chronic  institutions,  social 
service  agencies,  rehabilitation  facilities  and 
other  services,  and  often  carry  on  research  to 
evaluate  unmet  needs  for  care  in  the  area. 

The  Council’s  report  on  these  centers 
should  be  of  interest  to  physicians  concerned 
with  chronically  ill  patients.  Any  information 
on  similar  centers  in  other  communities  will 
be  welcomed  by  the  Council. 


AMA  PAMPHLET  ON  DRIVER  FITNESS 

Before  taking  the  wheel,  every  driver 
should  check  to  make  sure  that  he’s  fit  to 
drive.  Under  certain  circumstances  — out- 
lined in  a new  American  Medical  Association 
pamphlet  — a driver  can  be  a dangerous 
hazard  on  the  road.  “Are  You  Fit  to  Drive?” 
urges  drivers  to  contact  their  physicians  if 
they  are  in  doubt  about  their  fitness.  Pre- 
pared by  the  AMA’s  Committee  on  Medical 
Aspects  of  Automobile  Injuries  and  Deaths 
in  cooperation  with  the  Center  for  Safety 
Education  at  New  York  University,  the  book- 
let contains  information  about  those  con- 
ditions that  can  adversely  affect  driving  skills 

For  distribution  through  physicians’  offices, 
the  booklet  currently  is  available  from  the 
Association  of  Casualty  and  Surety  Com- 
panies, 60  John  Street,  New  York  38,  N.  Y. 
Price  is  $4.60  per  100  copies,  regardless  of 
quantity. 
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THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

300  First  National  Bank  Sioux  Falls,  S.  D. 

Subscription  $2.00  per  year  20c  per  copy 

CONTRIBUTORS 

MANUSCRIPTS:  Material  appearing  in  all  publi- 
cations of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not 
the  carbon  should  be  submitted.  Footnotes  should 
conform  with  this  request  as  well  as  the  name  of 
author,  title  of  article  and  the  location  of  the  author 
when  manuscript  was  submitted.  The  used  manu- 
script is  not  returned  but  every  effort  will  be  used 


to  return  manuscripts  not  accepted  or  published 
by  the  Journal  of  Medicine. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings 
will  be  furnished  by  The  South  Dakota  Journal  of 
Medicine  when  satisfactory  photographs  or  draw- 
ings are  supplied  by  the  author.  Each  illustration, 
table,  etc.,  should  bear  the  author’s  name  on  the 
back.  Photographs  should  be  clear  and  distinct. 
Drawings  should  be  made  in  black  India  ink  on 
white  paper.  Used  illustrations  are  returned  after 
publication,  if  requested. 

REPRINTS:  Reprints  should  be  ordered  when 
galley  proofs  are  submitted  to  the  authors.  Type 
left  standing  over  30  days  will  be  destroyed  and 
no  reprint  orders  will  be  taken.  All  reprint  orders 
should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  300  First  Nat’J  Bank,  Sioux 
Falls,  South  Dakota. 
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Committee  on  Civil  Defense 

L.  C.  Askwig,  M.D.,  Chr.  Pierre 

G.  J.  Bloemendaal,  M.D.  Ipswich 

P.  V.  McCarthy,  M.D - - Aberdeen 

Commission  for  Improvement  of  Patient  Care 

D.  J.  Buchanan,  M.D.,  Chr.  (1959)  Huron 

R.  Delaney,  M.D.  (1960)  Mitchell 

M.  Sanders,  M.D.  (1960)  Redfield 

C.  L.  Vogele,  M.D.  (1961)  .Aberdeen 

C.  F.  Gryte,  M.D.  (1961)  Huron 

J.  A.  Muggly,  M.D.  (1959)  Madison 


Committee  on  School  Health 

W.  A.  Anderson,  M.D.,  Chr Sioux  Falls 

G.  Q.  Olsson,  M.D.  Rapid  City 

T.  E.  Eyres,  M.D Vermillion 


Committee  on  Budget  and  Audit 

A.  P.  Reding,  M.D.,  Chr.  Marion 

A.  A.  Lampert,  M.D Rapid  City 

C.  R.  Stoltz,  M.D.  Watertown 


Hunters  Fall  Medical  Meeting 

W.  A.  Delaney,  M.D.,  Chr Mitchell 

H.  R.  Lewis,  M.D Mitchell 

L.  W.  Tobin,  M.D Mitchell 

Committee  on  Aging 
Warren  Jones,  M.D.,  Chr.  

M.  M.  Morrissey,  M.D 

R.  J.  Bareis,  M.D.  

Committee  on  Coroner’s  Law 

W.  A.  Geib,  M.D.,  Chr Rapid  City 

M.  M.  Morrissey,  M.D Pierre 

R.  H.  Hayes,  M.D Winner 

Committee  on  Traffic  Safety 

J.  J.  Stransky,  M.D.,  Chr Watertown 

R.  L.  Lillard,  M.D Madison 

H.  L,  Saylor,  M.D Huron 

Medical  - Legal  Conference  Committee 

C.  L.  Swanson,  M.D.,  Chr Pierre 

Ted  Hohm,  M.D Huron 

P.  P.  Brogdon,  M.D.  Mitchell 

W.  A.  Geib,  M.D Rapid  City 

Liason  Committee  with  The  S.  D.  Pharmaceutical  Association 

R.  A.  Buchanan,  M.D. , Chr.  Huron 

R.  H.  Hayes,  M.D Winner 

L.  C.  Askwig,  M.D.  Pierre 


DISTRICT  OFFICERS 
DISTRICT  1 

President  A.  Keegan,  M.D.,  Aberdeen,  S.  D. 

Vice-President. — G.  H.  Steele,  M.D.,  Aberdeen,  S.  D. 

Secretary-Treasurer W.  E.  Gorder,  M.D.,  Aberdeen,  S.  D. 

DISTRICT  2 

President  S.  W.  Allen,  Jr.,  M.D.,  Watertown,  S.  D. 

Vice-President  B.  Brewster,  M.D.,  Watertown,  S.  D. 

Secretary-Treasurer  T.  J.  Wrage,  Jr.,  M.D.  Watertown,  S.  D. 

DISTRICT  3 

President  S.  E.  Friefeld,  M.D.,  Brookings,  S.  D. 

Vice-President C.  S.  Roberts,  Jr.,  M.D.,  Brookings,  S.  D. 

Secretary-Treasurer C.  M.  Kershner,  M.D.,  Brookings,  S.  D. 

DISTRICT  4 

President ..R.  C.  Jahraus,  M.D.,  Pierre,  S.  D. 

Vice-President  J.  C.  Murphy,  M.D.,  Murdo,  S.  D. 

Secretary-Treasurer J.  T.  Cowan,  M.D.,  Pierre,  S.  D. 

DISTRICT  5 

President Ted  Hohm,  M.D.,  Huron,  S.  D. 

Vice-President Roscoe  Dean,  M.D.,  Wess.  Springs,  S.  D. 

Secretary-Treasurer Fred  Leigh,  M.D.,  Huron,  S.  D. 

DISTRICT  6 

President  .. W.  S.  Peiper,  M.D.,  Mitchell,  S.  D. 

Vice-President D.  R.  Nelimark,  M.D.,  Mitchell,  S.  D. 

Secretary-Treasurer T.  A.  Pollerman,  M.D.,  Alexandria,  S.  D. 

DISTRICT  7 

President  F.  C.  Kohlmeyer,  M.D.,  Sioux  FaUs,  S.  D. 

Vice-President C.  S.  Larson,  M.D.,  Sioux  Falls,  S.  D. 

Secretary  A.  K.  Myrabo,  M.D.,  Sioux  Falls,  S.  D. 

Treasurer D.  L.  Ensberg,  M.D.,  Sioux  Falls,  S.  D. 

DISTRICT  8 

President  ...  R.  Monk,  M.D.,  Yankton,  S.  D. 

Vice-President .A.  C.  Michael,  M.D.,  Vermillion,  S.  D. 

Secretary W F.  Stanage,  M.D.,  Yankton,  S.  D. 

Treasurer A.  Andre,  M.D.,  Vermillion,  S.  D. 

DISTRICT  9 

President  S.  F.  Sherrill,  M.D.,  Belle  Fourche,  S.  D. 

Vice-President  R.  Boyce,  M.D.,  Rapid  City,  S.  D. 

Secretary-Treasurer Wayne  Geib,  M.D.,  Rapid  City,  S.  D. 

DISTRICT  10 

President  F.  J.  Clark,  M.D.,  Gregory,  S.  D. 

Secretary-Treasurer  Peter  Lakstigala,  M.D.,  White  River,  S.  D. 

DISTRICT  11 

President Alexander  Stephans,  M.D.,  Selby,  S.  D. 

Secretary-Treasurer B.  P.  Nolan,  M.D.,  Mobridge,  S.  D. 

DISTRICT  12 

President  W.  C.  Brinkman,  M.D.,  Sisseton,  S.  D. 

Secretary-Treasurer  ... D.  A.  Gregory,  M.D.,  Milbank.  S.  D. 


Sioux  Falls 

Pierre 
Rapid  City 
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manages  both  the  psychic  and  somatic  symptoms 

relieves  emotional  stress  in  the  menopause 


treats  somatic  disturbances  due  to  ovarian  decline 

Milprem* 

MILTOWN®  _L  CONJUGATED  ESI 
A PROVEN  TRANQUILIZER  ~ A PROVEN  ESTRC 


ESTROGENS  (EQUINE) 
A PROVEN  ESTROGEN 


SUPPLIED:  Bottles  of  60  tablets. 

EACH  TABLET  CONTAINS : Miltown®  (meprobamate,  Wallace)  400  mg. 

2*methyl-2-n-propyI- 1,3-propanediol  dicarbamate 


Conjugated  Estrogens  (equine)  0.4  mg. 


DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest 

periods.  Should  be  adjusted  to  individual  requirements. 
Literature  and  samples  on  request. 


WALLACE  LABORATORIES,  New  Brunswick,  N.J. 


CMP-6671  -38 
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HAY  FEVER, 


COLDS, 

SINUSITIS 


DELIVERS  FINE  EVEN  SPRAY  ;; 


LEAKPROOF 


N 


Z 


Supplied  in 
spray  botfle 
; contoining  20  cc. 


A physiologically  balanced  formulation  of 
three  well  known  and  widely  used  compounds; 

-Synephrine®  HCI,  0,5% 

dependable  decongestant 

(T)iefifodil®  HCr,  0.1%  ff 

powerful  antihistaminic 

»hiran®  Cl,  1 :5000 

wetting  agent  and 
antibacterial  , 

iA&OtrATOfilES  • NEW,  YORK  18,  H.  Y. 


NTZ,  Neo-Synephfine  (farond  oi  phenylephrine),  Thenfadi!  ► ^ : 
^(brand  of  thenyldiamlne)  and  Zephiran  {brand  of  benzolkomum, 
chloride,  refined),  trademorks  reg,  U,S,  Pot, 
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when  eating  moves  outdoors . . . 


CREMOSUXIDINE 

SULFASUXIDINE®  SUSPENSION  WITH  KAOLIN  AND  PECTIN 


CONTROLS  “SUMMER  COMPLAINT” 


For  people  at  work  or  on  vacation,  “summer  complaint”  is  an  annoying  hazard  of 
warm  weather.  Changes  in  routine  or  in  eating  or  drinking  habits  can  cause  diarrhea 
and  ruin  summer  days. 

CREMOSUXIDINE  gives  prompt  control  of  seasonal  diarrhea  by  providing  antibac- 
terial and  antidiarrheal  benefit.  It  detoxifies  intestinal  irritants  and  soothes  inflamed 
mucosa. 

Chocolate-mint  flavored  CREMOSUXIDINE  is  so  pleasant  to  take  too ! 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1,  PA. 


CREMOSUXIDINE  and  SULFASUXIDINE 
are  trade-marks  of  Merck  & Co.,  Inc. 
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SENSITIZE 


i 


POLYSPORN 


POLYMYXIN  B-BACITRACIN  OINTMENT 


Grand 


^ hmui-igheSM 

'}iufo(m40po 


For  topical  use:  in  Vx  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  V%  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  Y. 
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SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because  (4) 
it  is  an  anti-arrhythmic  and  non* 
hypotensive  tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (4)  it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  vrith  atarax  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  atarax  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 


Dosage:  Chfldren,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied : 10, 25  and  100  mg’,  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 
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NOTES 

Congressmen  frequently  sound  out  voter 
sentiment  through  the  well-used  poll  method. 
A recent  one  by  Rep.  Harold  Collier  (R.,  111.), 
who  comes  from  Chicago,  turned  up  some 
interesting  views  on  the  question  of  whether 
the  social  security  system  should  be  used  to 
finance  medical  care  to  all  those  under  the 
program.  Opposed  were  73%,  favoring  were 
26%,  and  only  1%  had  no  opinion.  On  the 
question  of  expanding  mandatory  social 
security,  the  response  was  47%  yes,  48%  no 
and  5%  no  opinion. 

* * 

The  National  Health  Survey  has  found  in  a 
preliminary  study  that  25  million  persons  in 
the  country  were  injured  badly  enough  in 
the  second  half  of  1957  to  require  medical  at- 
tention or  to  limit  their  activities  for  at  least 
a day.  Home  accidents  led  the  cause  of  in- 
juries, 40.3%;  work  accidents,  16.7%;  motor 
accidents,  9.8%,  and  others  (including  vio- 
lence), 33.1%. 

* * * 

The  AMA  has  gone  to  bat  for  the  post  of 
Assistant  Secretary  of  Defense  for  health  and 
medical  affairs.  Under  proposals  of  the  ad- 
ministration and  Congress,  the  job  would  be 
downgraded  to  that  of  special  assistant.  Dr. 
F.  J.  L.  Blasingame,  AMA  general  manager, 
told  Congress  the  best  interests  of  the  mili- 
tary, the  medical  services  and  the  country 
would  be  served  by  continuing  the  post. 

* * * 

Dr.  James  V.  Lowry  has  been  named  chief 
of  the  Bureau  of  Medical  Services.  He  has 
served  as  deputy  chief  under  the  late  Dr. 
John  Cronin.  Dr.  Lowry  is  a graduate  of  the 
University  of  Wisconsin  Medical  School. 

* * * 

Rep.  Thomas  Jenkins  (R.,  Ohio),  who  is 
planning  to  retire  from  Congress,  has  been 
praised  by  Senator  Bricker  for  his  important 
contribution  in  the  field  of  legislation  for  the 
self-employed.  He  is  the  author  of  a bill  to 
permit  physicians  and  others  to  defer  income 
tax  payments  on  funds  paid  into  annuity 
plans. 


% 

AVIETICORTEN 

in 

rheumatoid  arthritis 
lupus  erythematosus 
nephrosis 
pemphigus 

in 

hay  fever 
poison  ivy  dermatitis 
urticaria 
drug  reactions 

in 

bronchial  asthma 
rheumatic  fever 
ulcerative  colitis 


angioedema 


the  physician’s  choice 
for  the  patient’s  benefit 


MIETICORTEN' 

prednisone 

long-term* 

short-term* 

urgent* 

therapy 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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After  five  months  of  almost  no  action  what- 
ever on  health-medical  bills,  Congress  turned 
toward  them  late  in  the  session,  with  the  re- 
sult that  quite  a number  may  be  passed  be- 
fore the  expected  mid-August  adjournment. 

Most  important,  the  House  Ways  and  Means 
Committee  held  two  weeks  of  hearings  on  the 
Forand  bill  and  other  social  security  issues. 
The  Forand  bill  is  a highly  controversial  piece 
of  legislation  that  first  came  before  Congress 
in  another  form  six  years  ago  but  on  which 
no  action  has  been  taken.  The  bill,  strongly 
opposed  by  the  American  Medical  Association 
and  most  other  professional  groups,  would 
offer  up  to  120  days  a year  of  hospital-nursing 
home  care  plus  surgical  services  to  social 
security  beneficiaries. 

Critics  of  the  Forand  bill  list  among  their 
principal  objections  that  the  age  line  couldn’t 
he  held  once  the  program  were  set  up,  and 


that  the  result  eventually  would  be  total  na- 
tional compulsory  health  insurance. 

There  was  no  indication  from  the  commit- 
tee whether  it  really  was  serious  about  the 
Forand  bill  or  was  admitting  testimony  on  it 
merely  because  there  was  no  easy  way  to 
stop  such  testimony  once  it  was  decided  to 
open  up  the  social  security  program.  There 
was  evidence  that  the  committee  probably 
would  give  priority  to  increases  in  public 
assistance  payments,  in  view  of  the  unusually 
large  numbers  of  unemployed. 

There  was  also  an  unexpected  flare-up  over 
Medicare,  the  military  dependent  medical 
care  program  that  has  been  in  effect  for  18 
months.  Here  the  House  Appropriations  Com- 
mittee, acting  on  mis-information,  decided  it 
would  save  tax  money  by  cutting  down  on 
funds  for  the  civilian  phase  of  Medicare, 
thereby  forcing  more  dependents  to  use  mili- 


TAKE  A NEW  LOOK 
AT  FOOD  ALLERGENS 
TAKE  A LOOK  AT 
NEW  DIMETANE 


DIMETANE  Extcntabs  (i2  mg.  each,  coated)  provide  antihista- 
mine effects  daylong  or  nightlong  for  i o- 1 2 hours.  Tablets  (4  mg. 
each,  scored)  or  pleasant-tasting  Elixir  (2  mg./5  cc.)  may  be 
prescribed  t.i.d.  or  q.i.d.,  or  as  supplementary  dosage  to  Ex- 
tentabs  in  acute  allergic  situations,  a.  h.  robins  co.,  inc.,  Rich- 
mond 20,  Virginia.  Ethical  Pharmaceuticals  of  Merit  Since  1878. 


♦Sea  food— source  of  highly  potent  allergens.  Typical  are:  lobster;  tuna;  sturgeon  roe;  fish  oil  used  to  prepare 
leather,  chamois,  soaps;  cuttlefish  bone  for  polishing  material  and  tooth  powder;  glues  made  from  fish  products. 


S.D.J.O.M.  JULY  1958  -ADV. 


39 


tary  hospitals,  which  already  care  for  about 
60%  of  them. 

However,  before  the  money  bill  passed  the 
House,  proponents  of  the  cut  were  convinced 
that  they  might  have  gone  too  far.  They 
agreed  to  adopt  in  conference  any  reasonable 
amendments  that  might  be  worked  out  with 
the  Senate. 

American  Medical  Association,  American 
Hospital  Association  and  other  professional 
groups  carried  on  the  fight  to  save  Medicare. 

Late  in  the  session.  Senate  committee  de- 
cided to  approve  FHA-type  mortgage  insur- 
ance for  proprietary  nursing  homes.  This 
proposal  had  been  supported  by  the  American 
Medical  Association.  Speaking  for  the  Asso- 
ciation, Dr.  R.  B.  Robins  told  the  Senators 
that  most  of  the  aged  population  needs  a cer- 
tain amount  of  skilled  nursing  and  medical 
care,  but  not  necessarily  expensive  hospital 
care.  He  said  that  if  more  and  better  nursing 
homes  were  built,  one  of  the  major  problems 


of  the  aged  population  would  be  solved. 

Congress  also  indicated  it  would  enact  a 
number  of  other  health  bills,  including  the 
following: 

• A three-year  extension  of  the  Hill-Burton 
hospital  construction  program,  with  an 
amendment  to  allow  loans  in  place  of  grants 
to  institutions  that  objected  to  direct  govern- 
ment aid  for  religious  reasons. 

• Salary  increases  for  medical  personnel  in 
Veterans  Administration  and  general  pay 
raises  for  the  military,  which  would  benefit 
doctors  in  uniform. 

• Authorization  for  grants  totaling  $1  million 
a year  to  the  nation’s  schools  of  public  health; 
this  was  amended  to  rule  out  use  of  the 
money  for  ordinary  operating  expenses. 

• A public  works  program,  under  which 
communities  would  be  eligible  for  grants  to 
build  schools,  hospitals,  nursing  homes  and 
other  facilities. 


In  a recent  MO-patient  study^  DIMETANE 
gave  “more  relief  or  was  superior  to 
other  antihistamines,”  in  63,  or  45%  of 
a group  manifesting  a variety  of  allergic 
conditions.  Gave  good  to  excellent  re- 
sults in  87%.  Was  well  tolerated  in  92%. 
Only  11  patients  (8%)  experienced  any 
side  reactions  and  5 of  these  could  not 
tolerate  any  antihistamines. 

HB 


1.  Thomas.  J.  W.:  Ann.  Allergy  16.128,  1953 


(PARABROMDYUMINE  MALEATE)  j 

o' 


EXTENTABS®  • ELIXIR  • TABLETS 
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For  Speedier  Return  to  Normal  Nutrition 


and  the  Protein  Depletion 
of  Severe  Infectious  Disease 


xtecovery  from  severe  infectious  processes  entails  more 
than  emergence  from  the  effects  of  the  causative  agent. 
The  semistarvation,  the  inactivity,  the  suppression  of 


physiologic  activity  must  all  be  corrected  as  rapidly 
and  thoroughly  as  can  be  tolerated  by  the  patient. 

Return  to  normal  nutrition  can  be  speeded  by  an 
easily  digested  diet  high  in  top  quality  protein  and 
vitamin-mineral  components. 

Lean  meat  serves  several  purposes  in  such  a program: 
It  supplies  easily  digested  protein  of  highest  biologic 
quality  for  rapid  re-establishment  of  nitrogen  balance; 
it  provides  the  gamut  of  B vitamins  as  well  as  certain 
minerals  important  to  sound  nutrition,  and  it  brings 
appetite-stimulating  flavor  to  meals,  a consideration  not 
to  be  underestimated  in  the  psychic  rehabilitation  of 
appetite. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 
Main  Office,  Chicago. ..Members  Throughout  the  United  States 
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THE  "BLUE  SHIELD  IDEA" 

“I  believe  that  the  whole  structure  of 
voluntary  health  insurance  is  dependent  upon 
Blue  Shield.  By  that  I mean  that  Blue  Cross 
will  not  survive  without  Blue  Shield,  nor  will 
the  commercial  insurance  industry,  especially 
the  major  medical  part  of  it.  Only  a compul- 
sory, regimented  system  can  supplant  this 
whole  voluntary  system,  and  the  keynote  to 
its  survival  is  the  Blue  Shield  idea”  .... 

These  words  are  quoted  from  a recent  ad- 
dress by  Dr.  Donald  Stubbs  of  Washington, 
who  currently  serves  as  President  of  the  Dis- 
trict of  Columbia’s  Blue  Shield  Plan  and  as 
Chairman  of  the  Board  of  the  national  asso- 
ciation of  Blue  Sheild  Medical  Care  Plans. 


Protection  against  loss  of  income  from  acci- 
dent & sickness  as  well  as  hospital  expense 
benefits  for  you  and  all  your  eligible  depend- 
ents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 


treatment  of 
vaginal  infections 


Problem  is;  she’ll  wait  until  discomfort  is  acute 
and  then  expect  immediate  relief.  The  answer  is 
Trisert.  Trisert  preparations  contain  Allantoin, 
an  effective  debriding  agent  which  quickly  dis- 
solves heavy  mucus  often  accompanying  vaginal 
infections  . . . Methylbenzethonium  Chloride, 
a quaternary  germicide  which  removes  unpleasant 
odors  . . . Succinic  Acid,  an  aid  in  maintaining 
optimal  vaginal  pH  . . . 9-Aminoacridine  Hy- 
drochloride which  has  been  included  to  supple- 
ment the  bactericidal  and  trichomonacidal  activity 
of  other  constituents.  Treatment  with  Trisert 
Powder  will  control  symptoms  fast . . . usually 
within  an  hour . . . and  provide  effective  initial 
treatment  for  48  hours.  After  a second  insuffla- 
tion, the  treatment  is  completed  with  at 
home  use  of  Trisert  Tablets  which  will  gen- 
erally bring  the  infection  under  complete 
control  within  7 days. 

Trisert 

TRISERT  TABLETS— Patient  set,  con- 
tains  bottle  of  30  tablets  and  special 
inserter.  Bulk  bottle  of  100  tablets. 

TRISERT  POWDER  — Available  in  4 
gr.  individual  treatment  bottles.  1 2 
to  carton. 

TRISERT  POWDER  INSUFFLATOR -Designed 
for  use  with  Trisert  Powder.  Its  use  is  urged  for 
maximum  efficiency. 

MM-SS3b 

PHARMACAL  COMPANY 

1 400  Harmon  Place  • Minnespolij  3,  Minn. 


THE 
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PRESTIGE 

PRESCRIPTION 

PRODUCTS 


WE  ARE  A 


DISTRIBUTOR 


Satisfied  customers 
assure  repeat  sales 

Your  patrons  will  not  only  appreciate  your  recommenda- 
tion for  ‘Surfadil,’*  but  they  will  also  purchase  it  many 
times.  ‘Surfadir  provides  convenient,  prompt,  long-lasting 
relief  from  the  annoying  discomfort  of  such  summertime 
conditions  as  sunburn,  insect  bites,  poison  ivy,  and  heat  rash. 

Customer  satisfaction  is  assured  by  these  product 
advantages: 

• Time-proved  formula — rapidly  relieves  irritation  and 
shields  the  skin  from  the  sun’s  rays. 

• Cosmetically  acceptable — flesh-toned,  pleasantly  scented, 
and  does  not  rub  off  on  clothing. 

• Conveniently  packaged — easy  to  apply  from  a spillproof, 
nonbreakable  plastic  bottle. 

Cash  in  on  peak  seasonal  demand  by  displaying  ‘Surfadil’ 
at  the  check-out  counter  and  in  your  vacation-needs  and 
first-aid  departments.  For  prompt  service,  send  us  your 
orders. 

•‘SurfadiT  (Cyclomethycaine  and  Thenylpyramine,  LUly) 

BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


CLINICAL  CONFERENCE 
MISSISSIPPI  VALLEY  MEDICAL  SOCIETY 

(The  Mid-West’s  Greatest,  Intensive  Post-Graduate  Medical  Assembly) 

23rd  ANNUAL  MEETING 
HOTEL  MORRISON,  CHICAGO,  SEPT.  24-25-26,  1958 

OVER  40  CLINICAL  SPEAKERS 

PROGRAM  GEARED  TO  GENERAL  PRACTITIONERS  AND  GENERAL 

SURGEONS 

PANELS  ON  TIMELY  TOPICS 
BIG  SCIENTIFIC  AND  TECHNICAL  EXHIBIT  HALL 
MEETING  and  MEMBERSHIP  OPEN  TO  ALL  STATE  SOCIETY  MEMBERS 
SOCIETY  IS  NON-PROFIT  WITH  NO  PAID  OFFICERS 

Plan  now  to  attend  and  make  reservations  at  Hotel  Morrison. 

Write  for  preliminary  program  to 

MISSISSIPPI  VALLEY  MEDICAL  SOCIETY  (Est.  1935) 

(Post-Graduate  Medical  Society  of 
ILL.,  lA.,  KAN.,  MINN.,  MO.,  NEB.,  N.  D.,  S.  D.,  WIS.) 

Harold  Swanberg,  M.D.,  Secretary,  W.C.U.  Bldg.,  Quincy,  111. 
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running  noses . . . 


and  other  hay  fever  symptoms 


TRIAMINIC  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
fust  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 

first—^  to  4 hours  of  relief 
from  the  outer  layer 


then—^  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes—lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HCl  50  rng. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

•TradsmapK- 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  14  Triaminic 
Tablet  or  Yz  Triaminic  Juvelet. 


Triaminic 


SMITH-DORSEY  .a  division  of  The  Wander  Company*  Lincoln,  Nebraska  •Peterborough,  Canada 
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BUY 
QUALITY 
IN  YOUR 
PRINTING 


An  old  adage  says  "Clothes  make  the  man."  Per- 
haps this  is  not  true  in  a very  strict  sense,  but 
nevertheless  a well-groomed  man  makes  a better 
impression  than  one  who  is  not.  This  same  reason- 
ing may  well  apply  to  the  printed  forms  which 
leave  your  office.  A dignified,  well-printed  state- 
ment or  envelope  can  lend  a great  deal  of  prestige 
to  your  practice.  It  costs  no  more  to  get  QUALITY 
printing  than  poor  printing. 

We've  had  many  years  of  printing  experience  and 
would  like  to  help  you  with  your  printing  require- 
ments. 


MIDWEST-BEACH  COMPANY 

222  South  Phillips  Ave.  • Sioux  Falls,  S.  Dok. 


for  "the  butterfly  stomach” 


Pavotrine*  with  Phenoborbitol 

125  mg.  15  mg. 


• is  an  effective  dual  antispasmodic 

• combining  musculotropic  and  neurotropic  action 
with  mild  central  nervous  system  sedation. 


dosage:  one  tablet  before  each  meal  and  at  bedtime. 


HOCH CH  — N CH, 

A U 


CH,0 


QUININE 


CH. 

I 

NHCHCH.(CH,),N(CH,CH.), 


ATABRINE® 


CH,0- 


"It  has  a high  degree  of  clinical 
safety. . . It  is  considered 
to  be  the  preferred  ontimalarial 
drug  for  treatment  of  disorders 
of  connective  tissue,  because 
of  the  low  incidence  of  gastrointestinal 
distre»  as  compared  to  that 

with  chloroquine  phosphate.'^' 

. . . Plaquenil  is  decidedly  less  toxic  and  better 
tolerated  by  the  average  patient,  even  in  high 
dosage,  them  is  chloroquine."^ 

". . . the  least  toxic  of  its  class . . 


•2HCI-2H,0 


CH, 

1 

NH  CH  CH,  CH,  CH,  N(C,H,), 


2 H,PO, 


emm 


SULFATE 


MkE  D L YREDUCED 


r^^iels)  Plaquenil  sulfate  daily, 
aieifelets)  daily. 

ti; '■‘i-At- ■ T;  / 


Write  for  Booklet 


W I I lAIOIAtOdlS 

\J\J  I ion  lA  ~ ? 


ffig.  At*%rtne  (brand  of  quinacrine),  Aralen  (brand  of  chloroquin.  . 

and  Plaquenil  (brand  of  hydroxychloroquine), 
trademarks  reg.  U.S.  Tit".  Off." 


Investigator 


after  investigator  repor 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
''Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  “All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  ". . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 


Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A.  166:137. 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  ‘The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with -simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


!n  "Chlorothiazide:  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension,' 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  September,  19j7.  . 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  l,  Pa. 


as  simple  as  J-^-3 


1 


INITIATE  THERAPY  WITH  'DIURIL*.  'OiURiL*  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  IjOOO. 

'DIURIL'  is  a trade-mark  of  Merck  & Co..  Inc. 


mooth,  more  trouble-free  management  of  hypertension  with  'DIURIL' 
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See  anybody  here  you  know,  Doctor? 


Fm  just  too  much 


Vw 


AM  PLUS' 


for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


Fm  too  little 


STIMAVITE^ 

stimulates  appetite  and  growth 

vitamins  Bi,  Be,  B12,  C and  L-lysine 


Fm  simply  two 


OBRON^ 

a nutritional  buildup  for  the  OB  patient 

OBRON^ 

HEMATINIC 

when  anemia  complicates  pregnancy 


And  I’m  getting  brittle 


ft 


NEOBON^ 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 
Fll  never  make  it  up 
that  high 


ROETINIC^ 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA®  PLUS 

when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


{Prescription  information  on  request) 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


what  are  the  7 “dont’s” 

of  office  psychotherapy? 

(1)  Don’t  argue —let  patient  “talk  out”  his  troubles.  (2)  Don’t  counsel— help 
him  solve  his  own  problems.  (3)  Don’t  be  hostile  — allow  patient  to  express 
hostility  without  reciprocating.  (4)  Don’t  be  unsure— stress  significance  of 
normal  or  abnormal  physical  findings  in  relation  to  symptoms.  (5)  Don’t  be 
too  reassuring— overoptimism  may  suggest  you  take  the  symptoms  too 
lightly.  (6)  Don’t  approve  or  censure.  (7)  Don’t  be  too  credulous— patients’ 
words  may  conceal  hidden  meanings. 

Source — Ytyman,  M.:  Some  Aspects  of  Psychiatry  in  General  Practice,  GP  76:83 
(Oct.)  1957. 

calmative  NOSTYN® 

Ectylurea,  Ames 
(2-ethyl-cjj-crotonyIurea) 

for  tranquil—not  “tranquilized”  patients 

“Anxiety  and  nervous  tension  states  appeared  to  be  most  benefited The  patients 

experienced  and  expressed  a feeling  of  greater  inward  security,  serenity Mental 

depression,  one  of  the  undesirable  side  actions  in  many  other  sedatives,  did  not 
develop  in  any  of  the  patients ”* 

^^■Bauer,  H.  G.;  Seegers,  W.;  Krawzoff,  M.,  and  McGavack,  T.  H.:  A Clinical  Evaluation 
of  Ectylurea  (Nostyn®),  in  press. 

dosage:  Children  — \5Q  mg.  (Vi  tablet)  three  or  four  times  daily.  Adults— \50-2>QQ 
mg.  (Vi  to  1 tablet)  three  or  four  times  daily. 

supplied:  300  mg.  scored  tablets;  bottles  of  48  and  500. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  442S3 
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A desk  is  not  for  sleeping 


That’s  why  so  many  physicians  prescribe 
COMPAZINE^  for  working  patients  and 
others  who  require  a tranquilizing  agent 
which  won’t  impair  their  capacity  to  think 
clearly  and  function  normally. 

For  all-day  (or  all-night)  therapeutic  effect  with  a single  oral  dose:  ‘Compazine’ 
Spansulet  capsules.  Also  available:  Tablets,  Ampuls,  Multiple  dose  vials.  Syrup 
and  Suppositories. 

Smith  Kline  & French  Laboratories,  Philadelphia 

pioneers  in  psychopharmacology 

■^T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
fT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.B« 
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a way  of  escape 
from  allergy 


CO-PYRONIL 

(Pyrrobutamine  Compound.  Lilly) 

acts  fast  to  provide 
unusually  long-lasting  relief 


EACH  PULVULE  PROVIDES: 

‘Pyronil’  (Pyrrobutamine,  Lilly) 

'Histadyl'  (Thenylpyramine,  Lilly)  . . . . 
'Clopane  Hydrochloride'  (Cyclopentamine 
Hydrochloride,  Lilly) 

USUAL  DOSAGE:  2 or  3 pulvules  daily 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6.  INDIANA,  U.S.A. 


15  mg. 

25  mg. 

12.5  mg. 


658018 


gmr 

mim 

1 ri  1 1 pM  1 

mii!!ii 

[Kijili 

p*T*T*1  i 
i 1*4.  ij  1 

1 TO  1 1 

for  appropriate  medical  management  of  epilepsy 

ie  Parke-Davis  family  of  anticonvulsants 

...  an  anti-epileptic  for  every  clinical  need 


• complete  control  of  seizures  in  many  patients 
• reduced  incidence  and  severity  of  seizures  in  many  others 


for  grand  mal  and  psychomotor  seizures 

Sodium  (diphenylhydantoin  sodium, 
Parke-Davis)  is  supplied  in  many  forms 
—including  Kapseals®  of  0.03  Gm.  and 
0.1  Gm.  in  bottles  of  100  and  1,000. 

Kapseals  (Dilantin  100  mg.,  phenobar- 
bital  30  mg.,  desoxyephedrine  hydro- 
chloride 2.5  mg.),  bottles  of  100. 


Dilantin 

Phelantin 


for  the  petit  mal  triad 

Kapseals  (methsuximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 

Kapseals  (phensuximide,  Parke-Davis) 
0.5  Gm.,  bottles  of  100  and  1,000. 
Suspension,  250  mg.  per  4-cc.  teaspoon, 
16-ounce  bottles. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32 , MICHIGAN  I 
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“Nocturia  and  orthopnea  have  disappeared  since  he’s 
on  NEOHYDRIN— and  he’s  edema-free  when  he 
wakes  in  the  morning.” 


oral 


organomercurial 


TABLET 

NE 


OHYDRIN 

BRAND  OF  CHLORMERODRIN 
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To 
good 

nutritlon^^ 


For  ootnprelieiisfv#  digestive  on zymo  replaeement*** 


need  not  rely  on  "’wlsfiing” 


Each  double-layered  Entozyme 

tablet  contains: 

Pepsin,  N.F  250  mg. 

— released  in  the  stomach  from 
gastric-soluble  outer  coating 
of  tablet. 

Pancreatin,  U.S.R  300  mg. 

Bile  Salts  . . 150  mg, 

—released  in  the  small  intestine 
from  enteric-coated  inner 
core, 

A,  H.  ROBINS  CO.,  INC. 

Richmond  20,  Virginia 

Stkhvl  Mr&fmaceuticah  of  Merit  since  7878 


As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
ful in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances. 
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.T.IT  DOESN'T  STOP  THE  PATIENT 


W — - and  for  a nutritional  buildup 
plus  freedom  from  leg  cramps* 

STORCAVITE’ 

phosphate-free  calcium,  10  essential 
vitamins,  8 important  minerals. 
Bottles  of  100. 


% 


NEW  YORK  17.  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


BONADOXIN  brings  relief  to  88.1% 
of  patients  ...  often  within  a few  hours.>-2 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
"toxicity  and  intolerance ...  [is]  zero."2 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy  . . . 

and  just  one  supplies  the 
full  50  mg.  of  pyridoxine, 

EACH  TABLET  CONTAINS: 

MECLIZINE  HCI 25  me- 

PYRIDOXINE  HCI 50  ms. 

Bottles  of  25  and  100. 

References;  1.  Groskloss,  H.  H.,  et  al:  Clin. 
IVIed.^;885  (Sept.)  1955.  2.  Goldsmith,  J.  W.: 
Minnesota  Med.  40:99  (Feb.)  1957. 
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BONADOXIN^ 

STOPS  MORNING  SICKNESS ...  BUT 
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In  Biliary  Distress 

ZANCHOL 


Improves  Flow  and  Color  of  Bile 


Zanchol  (brand  of  florantyrone),  a distinct  chemical 
entity  unrelated  to  the  bile  salts,  provides  the  medical 
profession  with  a new  and  potent  hydrocholeretic  for 
treating  disorders  of  the  biliary  tract. 

The  high  degree  of  therapeutie  activity  of  this  new 
compound  and  its  negligible  side  reactions  yield  dis- 
tinct clinical  advantages. 

• Zanchol  produces  a bile  low  in  sediment. 

• Zanchol  enhances  the  abstergent  quality  of  bile. 

• Zanchol  produces  a deep,  brilliant  green  bile,  re- 
gardless of  its  original  color,  suggesting  improved 
hepatic  function. 


• Zanchol  improves  the  flow  and  quantity  of  bile  with- 
out increasing  total  bile  solids. 

Bile  with  these  qualities  minimizes  biliary  stasis,  re- 
duces sediment  and  debris  in  the  bile  ducts  and  dis- 
courages the  ascent  of  infection. 

For  these  reasons  zanchol  has  shown  itself  to  be  a 
highly  valuable  agent  in  chronic  cholecystitis,  cholan- 
gitis and  care  of  patients  following  cholecystectomy. 

Administration:  One  tablet  three  or  four  times  a day. 
Zanchol  is  supplied  in  tablets  of  250  mg.  each.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 


s 
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US 

POLYSPORIN 


POLYMYXIN  B-BACITRACIN  OINTMINT 


erand' 


to  iftdcod  h/uwi-/9beSmc 

6nM. 


For  topical  use;  in  Vz  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  ’/t  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  !NC.,  Tuckaha®.  N.  V, 
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when  eating  moves  outdoors . . . 


CREMOSUXIDINE 

SULFASUXIDINE®  SUSPENSION  WITH  KAOLIN  AND  PECTIN 


CONTROLS  “SUMMER  COMPLAINT” 


For  people  at  work  or  on  vacation,  “summer  complaint”  is  an  annoying  hazard  of 
warm  weather.  Changes  in  routine  or  in  eating  or  drinking  habits  can  cause  diarrhea 
and  ruin  summer  days. 

CREMOSUXIDINE  gives  prompt  control  of  seasonal  diarrhea  by  providing  antibac- 
terial and  antidiarrheal  benefit.  It  detoxifies  intestinal  irritants  and  soothes  infiamed 
mucosa. 

Chocolate-mint  flavored  CREMOSUXIDINE  is  so  pleasant  to  take  too ! 


CREMOSUXIDINE  and  SULFASUXIDINE 
are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


12 
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• postoperatively 

• in  pregnancy  when 

vomiting  is  persistent 

• following  neurosurgical 

diagnostic  procedures 

• in  infections,  intra-abdomina! 

disease,  and  carcinomatosis 

• after  nitrogen  mustard  therapy 


for 
nausea 
and  vomiting 


Squibb  Triflupromazine 


• provides  prompt,  potent,  and  long-lasting  control 

• capable  of  depressing  the  gag  reflex 

• effective  in  cases  refractory  to  other  potent  antiemetic  agents 

• may  be  given  intravenously,  intramuscularly  and  orally 

• no  pain  or  irritation  on  injection 


ANTIEMETie  OOSASB  : 

Intravenous : 8 mg.  average  single  dose 
Dosage  range  2-10  mg. 

Intramuscular : 15  mg.  average  single  dose 
Dosage  range  5-15  mg. 

If  subsequent  parenteral  dose  is  needed, 
one-half  the  original  dose  will  usually  suffice 
Oral-'  10-20  mg.  initially;  then  10  mg.  t.i.d. 

SUPPLY: 

Parenteral  solution  — 1 cc.  ampuls  (20mg./cc.) 
Oral  tablets  — 10  mg.,  25  mg.,  60  mg., 
in  bottles  of  50  and  600 


Squibb 


Squibb  Quality  — The  Priceless  Ingredient 


It  A tsmte  rAAeSMARK 


Commenfs  by  investigators  on 


ms  A 


(Jlethoeatbsmol  RoWot,  V-S.  Pat.  No.  afT0a4S> 


—file  remarkably  efficient  skeletal  muscle  relaxant, 
unique  in  chemical  formulation,  and  outetanding  for 
sustained  action  and  relative  freedom  from  advert 
side  effects. 

^USLiSHES  SEPEftENeeS:  1,  Carpenter,  E.  B.t  Southent  Medical  Journal  51:827,  1858. 
a.  rorsyth,  H.  F.:  J.A.M.X.  167:183,  1858.  3.  Little,  J.  M,,  and  E.  B..  dr.s  J.  Pharm, 

& Exper.  Thcrap.  119:161.  1957.  4.  Morgan,  A.  M.,  Truitt,  E.  B.,  3r.,  and  Little,  J.  M.s  J. 
Am.  Pharm.  Assn.,  Scl.  Ed.  46:374,  1957.  S.  O’lJoberty,  D.  S.,  and  Shields,  C.  O.i  .J.A.M.A, 
167:160,  1958.  S.  Park,  H.  W.i  J.A.M.A.  167:168,  1958.  7.  Truttt,  E.  B.,  dr.,  and  Patterson, 
«.  B..  Proc.  Soc.  Exper.  Bio.  & Med.  95:422,  1957,  8.  Truitt,  B.  B.,  dr..  Patterson,  B.  B.» 
Morgan,  A.  and  Little,  d.  M.:  J.  Pbarm.  & Exper.  Therap.  119:189,  1957. 

Supply:  Ikblets'  (white,  scored),  0.5  Gm.,  bottles  of  50  and  500. 

A,  H,  ROBINS  CO.,  INC,,  Richmond  20,  Va. 

Ethical  Pharmaceuticals  of  Merit  since  1878 

Summarjf  of  four  new  published  clinical  studies: 

SobaxiR  Beneficial  is  9S.B%  of  Cases  ef  Acete  Skeletal  Muscle  Spasn'-^  ’^-^ 


CONDITION 


NO. 

PATIENTS 


STUBY  l‘ 

Skeletal  musde 
spasm  seeandary  to 
acute  trauma 

STUDY  2® 

Herniated  disc 
Ligamentous  strains 
Torticollis 
Whiplash  injury 
Contusions, 
fractures,  and 
muscle  soreness 
due  to  accidents 

STUDY  3® 

Herniated  disc 
Acute  fibromyasifis 
Tartieallis 

STUDY  4® 

Pyramidal  tract 
and  acute  myalgic 
disorders 

TOTALS 


33 


39 

8 

3 

3 


RESPONSE 


“marked” 


26 

‘pronounced” 

25 

4 

3 

2 


3 

‘‘excellent" 

6 

8 

‘‘significant" 


moderate  | slight 


13 

4 


21 

(20.3%) 
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and  inflammation 

withBUFFERir 
IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.^) 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference;  1.  J.A.M.A.  158:386  (June  4)  1955. 

ANOTHER  FINE  PRODUCT  OF  B RISTOL-M YBfIS 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 


G-E  molded  cassettes  cost  less 

T 


last  far  longer! 

Molded-rubber  frame  cushions  jolts,  keeps  front  and  back  of 
cassette  in  true  alignment.  Built-in  glass-fiber  pad  gently  squeezes 
screens  and  film  for  uniform  contact  always.  “Slide-easy”  latches 
release  at  light  finger  pressure,  resist  accidental  opening.  Molded- 
rubber  seal  prevents  entry  of  light.  Exclusive  rubber  hinge  — 
thoroughly  proved  in  yz-million  flexings  that  left  it  bonded  as 
firmly  as  at  time  of  manufacture! 


PRICES:  5x7— $14.00 


6V2X  81/2-$16.50 
7x17— $23.50 


8x10— $18.00 
10x12— $20.00 


11x14— $23.25 
14x17— $25.25 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


DIRECT  FACTORY  BRANCHES 


MINNEAPOLIS 

808  Nicollet  Ave.  • FEderal  6-1643 
OMAHA 

1617  Dodge  St.  • ATlantic  6049 


RESIDENT  REPRESENTATIVE 

SIOUX  FALLS 
A.  G.  TROSTAD 

2501  South  Blauvelt  Ave.  • Phone  2-3066 


you  and  your  patient 

can  see  the  improvement 


in  blepharitis, 
conjunctivitis, 
episcleritis, 
keratitis, 
meibomitis 
and  other 
external  eye 
conditions 


• prednisolone  effectively  checks 
inflammation  and  allergy 

• sulfacetamide  sodium,  with  its  wide-spectrum 
antibacterial  range,  controls  infections 
caused  by  common  eye  pathogens 

• addition  of  neomycin  sulfate  to  prednisolone 
and  sulfacetamide  sodium  in  Metimyd  Ointment 
broadens  the  antibacterial  spectrum;  the  ointment 

also  assures  sustained  therapeutic  action  during  the  night 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


with 


METIMYD 


® Ophthalmic  Suspension 

prednisolone,  0.5%, 
plus  sulfacetamide  sodium,  10% 

Ointment  with  Neomycin,  0.25^ 


HM.j.ire 


. . . acts  fast  to  provide  unusually  long-lasting  relief 


‘Co-Pyronil’  combines  a long-acting  and 
a short-acting  antihistamine  with  a syn- 
ergistic sympathomimetic.  It  usually 
begins  to  combat  symptoms  within  fif- 
teen to  thirty  minutes  and  eliminates 
them  for  as  long  as  twelve  hours.  Thus 
you  can  give  yom  hay-fever  patients  and 
other  allergy  victims  remarkably  com- 
plete relief  on  a dosage  of  only  2 or  3 
pulvules  daily. 

*'Co-Pyronir  (Pyrrobutamine  Compound,  Lilly) 

ELI  LILLY  AND  COMPANY  • I 


Prescribe  ‘Co-Pyronil’  in  attractive 
green-and-yellow  pulvules  for  adults;  in 
tiny  red  pediatric  pulvules  or  tasty  sus- 
pension for  children. 

Each  Pulvule  ‘Co-Pyronil’  provides: 
'Pyronil’  (Pyrrobutamine,  Lilly)  15  mg. 
'Histadyl’ 

(Thenylpyramine,  Lilly) 

'Clopane  Hydrochloride’  ^ 

( C y clopentamingJiyS 
chloride, 
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CLINICAL  RECOGNITION  OF  POST- 
OPERATIVE MICROCOCCIC 
(STAPHYLOCOCCIC)  ENTERITIS 
Rupert  B.  Turnbull,  Jr.,  M.D., 
Cleveland,  Ohio 


Postoperative  micrococcic  (staphylococcic) 
infections  of  the  intestinal  tract  undoubtedly 
account  for  serious  loss  of  life  in  the  hospitals 
in  the  United  States.  In  my  experience, 
micrococcic  enteritis  is  the  postoperative 
complication  most  likely  to  result  in  the  death 
of  the  patient  if  it  is  not  recognized.  Yet  it  is 
preventable  and  spectacularly  curable. 

Most  investigators!  agree  that  some  altera- 
tion or  depression  of  the  intestinal  flora  ren- 
ders the  hospital  patient  more  susceptible  to 
enteritis.  Prolonged  intestinal  obstruction, 
starvation  periods,  urging,  and,  most  import- 
ant, the  administration  of  wide-spectrum  anti- 
biotics, alter  bacterial  antagonisms  within  the 
intestinal  tract.  Oxytetracycline  (Terra- 
mycin)  and  chlortetracycline  (Aureomycin) 
are  particularly  effective  in  this  respect  and 
have  been  implicated  in  the  more  recently 
described  cases. 2 For  this  reason,  their  ad- 
ministration to  patients  prepared  for  surgery 

Reprinted  from  The  Journal  of  the  American 
Medical  Association,  June  15,  1957,  Vol.  164,  Copy- 
right 1957,  by  American  Medical  Association. 

From  the  Department  of  General  Surgery  of  the 
Cleveland  Clinic  Foundation  and  the  Frank  E. 
Bunts  Educational  Institute. 

Read  before  the  Section  on  Gastroenterology  and 
Proctology  at  the  105th  Annual  Meeting  of  the 
American  Medical  Association,  Chicago,  June  12, 
1956  and  the  75th  Annual  Meeting  of  the  South 
Dakota  State  Medical  Association,  Aberdeen,  S.  D. 

Illustrations  reprinted  from  the  A.M.A.  Journal. 

Paper  previously  published  in  the  American 
Journal  of  Surgery. 


should  be  avoided,  or  they  should  be  given 
with  caution. 

Resistant  strains  of  pathogenic  micrococci 
are  not  commonly  found  in  the  human  in- 
testine. However,  since  the  widespread  use 
of  antibiotics  in  recent  years,  they  are  appear- 
ing more  frequently  in  the  nose  and  throat  of 
the  population  at  large.  There  is  a notable  in- 
crease in  these  strains  among  doctors,  nurses, 
and  hospital  workers,  thus  making  conditions 
in  hospitals  more  favorable  for  the  occurrence 
of  micrococcic  enteritis.!®  In  effect,  a patient 
is  brought  into  a hospital  environment 
charged  with  resistant  strains  of  micrococci; 
his  normal  intestinal  flora  are  depressed  or 
eliminated  altogether  by  antibiotics  taken  be- 
fore or  after  surgery,  thus  allowing  resistant 
micrococci  (if  present  or  if  acquired)  to  grow 
unopposed.  This  growth  may  take  place  be- 
fore or  after  an  operation  has  been  carried 
out.  In  either  event,  the  operative  procedure 
seems  to  lower  the  patient’s  resistance  to  or 
to  accelerate  growth  of  micrococci,  so  that 
most  patients  are  in  the  immediately  post- 
operative state  when  the  disease  become  ap- 
parent. The  rapid  course  is  now  well  known, 
and,  although  help  from  the  bacteriologist  is 
most  important,  the  responsibility  for  im- 
mediate diagnosis  and  treatment  rests  with 
the  clinician. 

The  objective  of  this  article  is  to  present 
postoperative  micrococcic  enteritis  as  a clin- 


— 305  — 


SOUTH  DAKOTA 


ical  syndrome,  with  specific  reference  to  the 
onset  of  signs  and  symptoms  and  with  an  ex- 
planation of  the  existing  conditions  leading 
to  the  disease.  With  a high  index  of  suspicion 
and  with  recognition  of  the  early  signs  and 
symptoms,  mortality  can  be  kept  at  a min- 
imum. 

At  present  it  is  not  known  whether  micro- 
coccic  enteritis  and  pseudomembranous  en- 
terocolitis are  separate  entities.  I can  only 
say  that  they  can  definitely  occur  together  or 
separately.  As  will  be  brought  out  later,  pa- 
tients may  die  of  fulminant  micrococcic  in- 
fections in  parts  of  the  body  other  than  the 
intestine  but  with  concomitant  pseudomem- 
branous enterocolitis  in  which  no  micrococci 
can  be  found  in  the  intestine. 

Symptoms  and  Signs 

The  symptoms  and  signs  of  micrococcic  en- 
teritis usually  appear  between  the  second  and 
seventh  postoperative  days.  They  indicate  an 
overwhelming  toxemia,  with  particular  ref- 
erence to  all  or  part  of  the  gastrointestinal 
tract.  The  systemic  effects  are  profound  and 
rapidly  progressive.  If,  when  the  disease  is 
considered  a possibility,  the  patient  is 
watched  closely,  a fairly  orderly  sequence  of 
events  may  be  observed.  The  indications  that 
there  is  some  postoperative  complication  may 
be  divided  into  five  stages. 

1.  Since  the  intestine  is  involved  primarily, 
the  earliest  signs  and  symptoms  are  referable 
to  it;  i.e.,  abdominal  discomfort  or  pain,  fol- 
lowed by  diminished  borborygmi  and  gradual 
abdominal  distention. 

2.  Concomitantly,  or  a few  hours  later,  the 
pulse  rate  rises  to  120  beats  or  more  a minute. 
At  this  stage  there  is  a minimal  rise  in  tem- 
perature. An  intense  hyperemia  of  the  in- 
volved intestine  lowers  the  circulating  blood 
volume,  and  oliguria  to  anuria  may  be  ob- 
served to  develop  in  a few  hours. 

3.  A massive  outpouring  of  fluid,  or  exu- 
date, into  the  lumen  of  the  intestine  (due  to 
the  effect  of  the  micrococcic  exotoxin)  results 
in  diarrhea  or  vomiting,  depending  on 
whether  the  upper  or  lower  part  of  the  intes- 
tine is  involved.  In  some  of  my  patients,  the 
stomach  and  jejunum  have  been  involved  ex- 
clusively. There  has  been  x-ray  evidence  of 
massive  dilatation  of  these  viscera,  with 
vomiting,  or  removal  by  gastric  suction,  of 
many  thousands  of  cubic  centimeters  of  a 
watery,  high-protein,  purulent  fluid  contain- 


• The  clinical  syndrome  of  a sudden  on- 
set of  unexplained  tachycardia,  fever, 
intestinal  ileus,  diarrhea,  oliguria,  and 
hypotension  appearing  between  the  sec- 
ond and  seventh  postoperative  days 
should  make  the  physician  highly  sus- 
picious of  the  overwhelming  toxemia  of 
micrococcic  enteritis.  Alteration  or  de- 
pression of  the  intestinal  flora  renders 
the  hospital  patient  more  susceptible  to 
enteritis;  in  addition,  the  operative  pro- 
cedure seems  to  lower  the  patient's  re- 
sistance to,  or  accelerate  the  growth  of, 
micrococci.  Early  recognition  and  ther- 
apy can  prevent  death  from  this  syn- 
drome. 


ing  large  patches  of  sloughed  mucosa  and 
clumps  of  pus  and  mucus  (rice-water  or  “sea- 
water” fluid).  In  other  cases,  the  lower  part 
of  the  intestinal  tract  has  been  involved,  with 
the  production  of  massive  amounts  of  rice- 
water,  fecal-stained  fluid  from  the  rectum. 
In  some  instances,  as  in  case  4 below,  intes- 
tinal distention  and  ileus  are  so  profound  that 
the  intestinal  fluids  do  not  appear  for  several 
days.  By  and  large,  the  outpouring  of  fluids 
from  some  part  of  the  intestinal  tract,  is  the 
first  definite  sign  of  micrococcic  enteritis, 
while  abdominal  discomfort  and  intestinal 
ileus,  along  with  tachycardia  and  fever,  may 
be  interpreted  as  some  other  postoperative 
complications. 

4.  In  fulminant  cases,  hypotension  and 
shock  are  inevitable.  The  hemoconcentration 
leads  to  cyanosis.  The  rest  of  the  signs  are  as 
one  would  expect.  With  oliguria  there  is  a 
moderately  elevated  blood  urea  value;  this 
seldom  exceeds  100  mg.  per  cubic  centimeter. 
Because  a pyogenic  infection  is  present,  the 
leukocyte  count  rises  rapidly,  occasionally  to 
60,000  per  cubic  millimeter.  Toxic  delirium 
has  been  observed  in  most  of  the  patients. 

5.  There  is  a rapid  fall  in  serum  protein 
level,  particularly  in  the  albumin  fraction, 
because  of  intestinal  exudation.  The  hemo- 
globin values  may  drop  by  several  grams  per 
100  cc.  In  several  patients,  hematemesis 
and/or  bloody  diarrhea  have  indicated  that 
slough  and  ulceration  of  the  intestinal  mu- 
cosa had  already  taken  place. 

Report  of  Cases 

The  fairly  constant  and  prominent  signs  are 
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recorded  in  the  five  cases  below.  These  dem- 
onstrate the  striking  regularity  with  which 
the  signs  appear  in  the  progress  of  the  disease. 
A review  of  the  five  line  drawings  as  a group 
will  show  that  the  pulse  and  temperature 
changes  are  fairly  parallel;  when  they  are  ac- 
companied by  abdominal  discomfort  and  dis- 
tention, a provisional  diagnosis  of  micrococcic 
enteritis  can  be  made.  The  outpouring  of  gas- 
trointestinal exudate,  which  occurred  in  all 
cases,  however,  is  characteristic  and  not  likely 
to  be  confused  with  any  other  postoperative 
complication. 

Case  1. — A 38-year-old  patient  was  admitted  to 
the  generalsurgical  service  with  a diagnosis  of 
rapidly  progressive  non-specific  ulcerative  colitis. 
This  was  treated  for  one  month  with  oral  doses  of 
streptomycin  and  phthalysulfathiazole  (Sulfathali- 
dine).  However,  the  condition  progressed  to  the 
toxic  phase,  with  perforation  imminent.  Subtotal 
colectomy  with  mucosal-grated  ileostomy  was  car- 
ried out.  The  patient  was  then  started  on  therapy 
with  penicillin  and  streptomycin.  The  satisfactory 
progress  for  two  days  was  interrupted  by  abdom- 
inal distention,  loss  of  borborygmi,  tachyardia, 
fever,  oliguria,  and  the  outpouring  of  2,000  cc.  of 
turbid  fluid  through  the  Levin  tube.  These  rather 
characteristic  signs  of  micrococcic  enteritis  were 
not  recognized  at  the  time.  The  operative  stoma 
and  Levin  tube  together  drained  9,000  to  15,000  cc. 
of  rice-water  fluid  daily  until  the  patient’s  death 
on  the  eighth  postoperative  day  (fig.  1).  Marked 
toxic  delirium  begun  the  fifth  day  after  operation. 
Cultures  of  the  gastric  contents  and  material  from 
the  ileal  opening  and  the  rectal  remnant,  together 
with  daily  smears,  were  negative  for  pyrogenic 
micdococci.  However,  much  pus  and  debris  were 
found  in  the  collected  “seawater”  fluid  from  the 
stomach  and  operative  stoma. 

Postoperatively,  on  April  20,  1955,  a rectal  cul- 
ture was  negative  for  Micrococcus  pyogenes,  and 
five  days  later  a urine  culture  was  sterile.  The 
culture  of  material  from  the  ileum  on  April  26  was 
negative  for  M.  pyogenes.  The  next  day  a smear 
from  the  gastric  exudate  was  negative  for  M.  pyo- 
genes, while  a smear  from  the  ileal  opening,  though 
containing  many  enterococci,  contained  no  micro- 
cocci. On  April  29,  smears  and  cultures  for  micro- 
cocci made  from  the  ileum,  colon,  and  rectum  were 
all  negative.  The  culture  from  the  rectum  was 
negative  for  coagulase-negative  M.  pyogenes  var. 
albus.  The  blood  culture  was  sterile. 

On  May  2,  at  autopsy,  an  intestinal  fluid  smear 
showed  a moderate  number  of  M.  pyogenes,  and  a 
culture  showed  M.  pyogenes  var.  albus,  coagulase 
positive.  The  heart  blood  was  sterile.  No  sensi- 
tivity studies  were  done.  No  enteritis  was  found, 
but  about  4 ft.  of  the  upper  part  of  the  jejunum 
was  markedly  dilated  and  contained  a large 
amount  of  creamy  pus  and  debris,  from  which  a 
pure  culture  of  M.  pyogenes  var.  albus  (coagulase 
positive)  was  obtained.  Death  was  considered  to 
have  been  due  to  the  production  of  an  overwhelm- 
ing lethal  toxin  in  the  lumen  of  the  intestine, 
without  production  of  a specific  local  lesion. 

In  the  above-cited  case,  too  much  reliance 
was  placed  upon  the  laboratory  diagnosis.  The 
pouring  out  of  rice-water  fluid  from  the 
stomach  and  ileal  opening  was  diagnostic,  but 
treatment  was  withheld  because  of  negative 
laboratory  findings. 


Case  2. — A 44-year-old  male  was  admitted  to  the 
orthopedic  service  for  a spinal  fusion.  Preopera- 
tively  he  shared  a room  with  a patient  who  had 
a micrococcic  wound  infection  . Spinal  fusion  was 
carried  out,  and  within  24  hours  there  was  marked 
abdominal  distention.  An  ileus  as  a result  of  the 
operative  procedure  was  suspected.  There  was  no 
improvement  so  far  as  the  ileus  was  concerned.  On 
the  fourth  postoperative  day,  tachycardia  was 
noted  and  the  patient  appeared  to  be  ill.  A small 
amount  of  rice-water  fluid  came  through  the  Levin 
tube.  Cultures  of  material  from  the  rectum  and 
stomach  were  made;  smears  were  negative  for 
micrococci. 


Fig.  1 (case  1). — Characteristic  signs  of  micro- 
coccic enteritis,  i.e.,  abdominal  distention,  tem- 
perature and  pulse  elevation,  oliguria,  and  the  out- 
pouring of  gastrointestinal  exudate.  The  disease 
was  unrecognized,  and  the  patient  died  on  the 
eighth  postoperative  day.  (Top  line  indicates  ab- 
dominal distention.) 

Because  micrococcic  enteritis  was  suspected, 
erythromycin  was  administered  in  large  doses  in- 
travenously. None  of  the  drug  could  be  given 
orally  because  of  the  profound  ileus.  At  this  time, 
inspection  of  the  wound  on  the  back  revealed 
marked  ehythema  around  the  wound  and  edema 
extending  from  the  buttocks  to  the  neck.  The 
wound  was  partially  opened,  with  a small  amount 
of  turbid  fluid  being  released.  Smears  and  cultures 
were  positive  for  gram-positive,  coagulase-positive 
micrococci.  It  was  apparent  that  the  erythromycin 
was  not  effective  either  locally  or  so  far  as  the  in- 
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testine  was  concerned.  Therapy  with  novobiocin 
(Albamycin)  was  started  intravenously  (750  mg. 
every  eight  hours).  It  was  apparent  just  before  this 
point  that  the  urinary  output  was  decreasing.  By 
the  eighth  day  and  from  there  on  there  was  rarely 
over  100  cc.  of  urine  daily.  Clinical  improvement 
was  apparent.  There  was  less  abdominal  disten- 
tion, and  by  the  10th  postoperative  day  the  patient 
began  to  have  bowel  movements.  The  gastric  out- 
put through  the  Levin  tube  was  less,  although  ex- 
cessive, and  the  pulse  and  temperature  diminished 
somewhat  (fig.  2).  Although  dialysis  was  done 
with  the  artificial  kidney  on  two  occasions,  the 
blood  urea  level  gradually  rose  and  the  patient  died 
of  uremia  on  the  15th  postoperative  day. 

Postoperatively,  on  Feb.  11,  1956,  urine  culture 
was  sterile.  Two  days  later  a rectal  smear  was 
negative  for  micrococci  and  a rectal  culture  showed 
M.  pyogenes  var.  albus,  coagulase  negative.  Studies 
showed  marked  sensitivity  of  the  organism  to 
chloramphenicol  (Chloromycetin),  erythromycin, 
and  carbomycin  (Magnamycin)  and  moderate  sen- 
sitivity to  penicillin,  chlortetracycline,  and  neo- 
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Fig.  2 (case  2). — Characteristic  signs  of  micro- 
coccic  enteritis.  There  were  only  early  abdominal 
distention,  micrococcic  wound  infection,  and  renal 
shutdown.  Novobiocin  (Albamycin)  was  effective 
in  controlling  the  wound  infection.  However,  the 
patient  died  of  uremia  on  the  15th  postoperative 
day.  (Top  line  indicates  abdominal  distention.) 

mycin,  with  resistance  to  streptomycin,  oxyte- 
tracycline,  and  tetracycline.  A smear  and  culture 
of  the  gastric  contents  were  negative  for  M.  pyo- 
genes. A culture  of  material  from  the  spinal  in- 
cision showed  coagulase-positive  M.  pyogenes  var. 
albus.  Studies  showed  marked  sensitivity  of  the 
organism  to  penicillin,  streptomycin,  chlortetra- 
cycline, chloramphenicol,  carbomycin,  and  ery- 
thrompcin  and  moderate  sensitivity  to  neomycin, 
oxytetracycline,  and  tetracycline. 

On  Feb.  14,  culture  of  material  from  the  surface 
of  the  wound  showed  M.  pyogenes  var.  albus, 
coagulase  positive,  as  did  the  culture  from  the 


depth  of  the  wound.  Smears  from  the  two  speci- 
mens were  positive  for  M.  pyogenes.  The  blood 
culture  was  sterile.  On  Feb.  17,  the  stool  smear 
showed  a few  micrococci  and  a moderate  amount 
of  pus.  The  culture  was  negative  for  M.  pyogenes. 

On  Feb.  20,  at  autopsy,  a healing  acute  ulcerative 
enteritis  involving  3 ft.  of  the  terminal  part  of  the 
ileum  was  found.  Cultures  from  the  mucosa  made 
specifically  for  micrococci  were  negative,  as  were 
those  of  fluid  from  the  ileum  and  stomach.  The 
heart  blood  was  sterile.  The  lungs,  though  con- 
taining contaminating  bacteria,  were  negative  for 
M.  pyogenes.  A necrotizing  pneumonia  was  pres- 
ent. The  kidneys  revealed  a well-established  lower 
nephron  nephrosis. 

This  patient  may  have  acquired  his  micro- 
coccic wound  infection  from  the  patient  in 
the  adjoining  bed.  The  ulcerating  intestinal 
lesion  may  well  have  been  secondary  to  toxin 
produced  in  the  wound.  If  micrococci  were 
present  in  the  intestine,  I was  not  able  to 
demonstrate  them.  The  relationship  of  the 
renal  shutdown  to  the  micrococcic  toxemia  is 
not  known.  However  the  micrococcic  wound 
infection  was  well  controlled  by  novobiocin. 

Case  3. — A 42-year-old  male  was  treated  for  toxic 
fulminant  ulcerative  colitis  of  one  month’s  dura- 
tion with  oxytetracycline,  streptomycin,  penicillin, 
salicylazosulfapyridine  (Azulfidine),  and  cortisone. 
A subtotal  colectomy  with  mucosal-grafted  ileos- 
tomy was  carried  out  as  an  emergency  procedure. 
The  patient  followed  the  usual  course  after  surgery 
until  the  third  postoperative  day,  when  abdominal 
distention  was  noted.  At  that  time  2,200  cc.  of  tur- 
bid green  fluid  containing  flecks  of  mucus  and  pus 
returned  through  the  Levin  tube  (fig.  3). 

On  the  fourth  postoperative  day,  abdominal  dis- 
tention was  marked  and  there  was  a sudden  rise 
in  pulse  rate  and  temperature.  Toward  the  end 
of  the  day,  the  urinary  output  diminished  rapidly 
and  the  ileal  opening  began  to  run.  In  a few  hours 
there  was  nearly  500  cc.  of  thin  rice-water  fluid 
containing  flecks  of  mucus,  sloughed  mucosa,  and 
pus.  The  patient  became  cyanotic  and  his  pulse 
thready.  The  systolic  blood  pressure  began  to 
diminish  hourly.  Smears  and  cultures  were  made. 
Erythromycin  was  given  intravenously  at  this  point 
because  of  the  characteristic  signs  and  symptoms 
of  enteritis.  Therapy  with  other  antibiotics  was 
discontinued.  There  was  marked  clinical  improve- 
ment in  12  hours,  although  the  ileal  opening  dis- 
charged 3,000  cc.  of  rice-water  stool  on  the  seventh 
postoperative  day.  Convalescence  was  otherwise 
uncomplicated. 

Preoperatively,  on  Nov.  27,  1953,  while  the  pa- 
tient had  fever,  the  thyphoid  O agglutination  was 
1:40.  All  others  were  negative.  On  Nov.  30,  the 
blood  culture  was  sterile.  The  following  day, 
Dec.  1,  the  stool  culture,  taken  preoperatively,  was 
negative  for  pathogens  (the  medium  selective  for 
micrococci  was  not  used).  A culture  from  the 
lymph  node  was  positive  for  Escherichia  coli  and 
negative  for  acid-fast  bacilli.  On  the  seventh  post- 
operative day,  Dec.  7,  M.  pyogens  var.  albus  (coa- 
gulase positive)  was  cultured  from  material  from 
the  ileum.  Studies  showed  marked  sensitivity  to 
carbomycin  and  erythromycin  and  moderate  sen- 
sitivity to  chloramphenicol,  with  resistance  to 
penicillin,  streptomycin,  chlortetracycline,  and 
oxytetracycline. 

Although  the  suspected  micrococcic  enter- 
itis was  treated  before  too  much  damage  was 
done,  examination  of  figure  3 will  show  that 
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Fig.  3 (case  3). — Characteristic  signs  of  micro- 
coccic  enteritis.  Abdominal  distention  and  gastric 
output  were  early  signs,  and  therapy  with  ery- 
thromycin was  begun  on  the  fourth  day.  (Top  line 
indicates  abdominal  distention.) 

the  diagnosis  could  have  been  made  on  clin- 
ical grounds  on  the  third  postoperative  day. 
At  that  time  abdominal  distention  and  the 
characteristic  gastric  (rice-water  fluid)  flow 
were  observed.  These  signs  preceded  the  ele- 
vation in  pulse  and  temperature  and  the  oli- 
guria that  were  noted  the  following  day. 

Case  4. — A 46-year-old  male  was  admitted  to  the 
hospital  for  treatment  of  perforating  diverticulitis 
of  the  sogmoid  colon.  On  admission,  the  patient 
was  febrile  and  there  was  a large  tender  palpable 
mass  in  the  left  lower  quadrant.  After  he  had  been 
receiving  large  doses  of  penicillin  and  streptomycin 
for  a week,  there  was  considerable  clinical  im- 
provement and  the  mass  was  much  smaller.  After 
a 24-hour  preparation  of  the  intestine  with  neo- 
mycin, resection  with  anastomosis  and  proximal 
colostomy  was  carried  out. 

The  postoperative  course  was  uncomplicated 
until  the  sixth  day,  when  abdominal  distention 
and  a slight  elevation  in  temperature  were  ob- 
served. The  patient  vomited,  and  a Levin  tube  was 
placed  in  the  stomach.  Less  than  1,000  cc.  of  con- 
tents from  the  small  intestine  was  recovered  (fig. 
4).  The  patient  became  disoriented  and  pugnacious. 
On  the  seventh  postoperative  day,  the  pulse  rate 
and  temperature  increased,  as  did  the  abdominal 
distention.  Restraints  were  used  to  keep  the  pa- 
tient in  bed.  No  borboryygmi  were  heard.  On  the 
eighth  postoperative  day,  the  urinary  output  began 
to  decrease;  the  pulse  rate  and  temperature  in- 
creased rapidly.  On  the  ninth  day,  5,500  cc.  of  rice- 


water  fluid  poured  through  the  Levin  tube  and  the 
temperature  rose  to  105  F (40.5  C).  Oliguria  de- 
veloped, and  approximately  2,000  cc.  of  rice-water 
stool  was  discharged  from  the  transverse  colostomy 
opening.  Smears  of  the  intestinal  contents  were 
loaded  with  gram-positive  cocci.  Because  of  the 
large  volume  of  intestinal  fluid  observed,  a diag- 
nosis of  micrococcic  enteritis  was  made  and  large 
amounts  of  erythromycin  were  given  intraven- 
ously. Within  12  hours  there  was  clinical  improve- 
ment, and  the  remainder  of  the  postoperative 
course  was  uneventful. 

Preoperatively,  on  Feb.  6,  1956,  the  urine  culture 
was  sterile.  On  the  eighth  postoperative  day, 
Feb.  15,  the  culture  of  material  from  the  colon 
showed  M.  pyogenes  var.  coagulase  positive. 
Studies  showed  marked  sensitivity  of  the  organism 
to  streptomycin,  chloramphenicol,  erythromycin, 
and  carbomycin  and  moderate  sensitivity  to  neo- 
mycin, with  resistance  to  tetracycline  and  penicil- 
lin. The  next  day  the  blood  culture  was  sterile, 
and  the  day  after  that  the  wound  culture  was  nega- 
tive for  micrococci. 


DATS  AFTER  SURGERY 


Fig.  4 (case  4). — Characteristic  signs  of  micro- 
coccie  enteritis.  The  disease  was  recognized  late, 
and  erythromycin  was  not  given  until  the  ninth 
postoperative  day  . (Top  line  indicates  abdominal 
distention.) 

The  case  above  was  one  of  late  recognition 
of  micrococcic  enteritis.  The  elevated  pulse 
and  temperature  on  the  sixth  day,  together 
with  the  toxic  delirium,  should  have  been 
considered  evidence  of  the  onset  of  micro- 
coccic enteritis.  However,  treatment  was 
withheld  until  the  ninth  day,  and  the  enteritis 
was  allowed  to  progress. 
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Fig.  5 (case  5). — Characteristic  signs  of  micro- 
coccic  enteritis.  Abdominal  distention  and  a pseu- 
domembrane on  the  mucosa  of  the  ileal  opening 
were  noted  on  the  third  day.  On  the  fifth  post- 
operative day  erythromycin  was  given.  (Top  line 
indicates  abdominal  distention.) 

Case  5. — A 27-year-old  male  had  chronic  ulcera- 
tive colitis  that  had  progressed  to  the  toxic  phase. 
For  one  week  prior  to  surgery  the  patient  was  on 
the  postroenterology  service  on  intensive  antibiotic 
therapy  with  salicyclazosulfapyridine,  strepomycin, 
and  neomycin.  A total  colectomy  with  mucosal- 
grafted  ileostomy  was  carried  out  as  an  emergency 
procedure.  After  surgery,  the  patient  was  given 
large  doses  of  penicillin.  The  usual  postoperative 
course  was  observed  until  the  third  day,  when  ab- 
dominal distention  was  noted.  An  unusual  amount 
(3,000  cc.)  of  gastric  fluid  returned  through  the 
Levin  tube  (fig.  5).  The  patient’s  condition  was 
considered  satisfactory.  Since  he  was  wearing  a 
transparent  polyethylene  bag  over  the  ileal  open- 
ing, gray-white  pseudomembrane  was  noted  on  the 
third  postoperative  day  on  the  mucasa  of  the  op- 
erative stoma  (fig.  6).  A portion  of  this  was 
stripped  free  with  a pair  of  forceps,  and  direct 
smears  were  found  loaded  with  gram-positive  cocci 
(fig.  7).  There  was  much  pus  in  the  debris  from 
the  pseudomembrane.  A clinical  diagnosis  of  pseu- 
domembranous micrococcic  enteritis  was  made, 
but,  since  the  patient  was  not  particularly  ill,  treat- 
ment was  withheld. 

On  the  fourth  postoperative  day  his  condition  re- 
mained satisfactory  except  that  there  was  an  in- 
creased amount  of  turbid  drainage  (3,000  cc.) 
through  the  Levin  tube.  Direct  examination  of  a 
centrifuged  specimen  of  this  drainage  revealed  a 


large  number  of  pus  cells.  The  urinary  output  be- 
gan to  decrease.  On  the  fifth  postoperative  day, 
abdominal  sounds  disappeared,  the  abdomen  be- 
came widely  distended,  and  the  pulse  rate  and 
temperature  rose  sharply.  The  gastric  drainage 


Fig.  6 (case  5). — Pseudomembrane  on  ileal  open- 
ing. 


exceeded  2,800  cc.,  and  the  patient  became  dis- 
oriented. Restraints  had  to  be  used.  The  blood 
pressure  dropped  to  shock  levels,  and  the  patient 
became  cold  and  syanotic.  As  the  blood  pressure 
began  to  fall,  fluids  and  erythromycin  were  given 
intravenously.  Clinical  improvement  was  noted  in 
12  hours,  and  the  patient  rapidly  recovered  (fig.  8). 
The  remainder  of  the  convalescence  was  unevent- 
ful. 

On  the  third  postoperative  day,  March  26,  1954, 
the  culture  from  the  ileal  drainage  showed  M. 
pyogenes  var.  aureus,  coagulase  positive.  There 
was  marked  sensitivity  of  the  organism  to  ery- 
thromycin and  carbomycin  and  slight  sensitivity  to 
chloramphenicol  and  oxytetracycline,  with  resist- 
ance to  penicillin,  tetracycline,  chlortetracycline, 
and  neomycin.  On  March  29,  a smear  from  the 
ileum  was  positive  for  M.  pyogenes  and  a culture 
of  material  from  the  ileal  opening  showed  coagu- 
lase-positive  M.  pyogenes.  On  April  1,  the  culture 
of  material  from  the  ileal  drainage  showed  coagu- 
lase-positive  M.  pyogenes  var.  albus.  Sensitivity 
studies  were  the  same  as  on  March  26.  On  the  fol- 
lowing day,  the  culture  of  material  from  the  ileal 
drainage  was  negative  for  M.  pyogenes. 

In  this  case  there  was  an  unparalleled  op- 
portunity to  observe  the  pathological  changes 
on  the  mucosa  of  the  intestine  and  to  make 
a diagnosis  prior  to  systemic  symptoms.  How- 
ever, abdominal  distention  and  abdominal  dis- 
comfort with  diminished  sounds  were  noted 
at  least  two  days  prior  to  pulse  and  tempera- 
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ture  changes.  Even  if  there  had  not  been 
j visible  evidence  of  the  disease  on  the  opera- 
J tive  stoma,  the  diagnosis  could  still  have  been 
I made  on  the  third  postoperative  day  because 
J of  the  unusual  amount  of  gastrict  fluid  that 
B came  through  the  Levin  tube.  The  response 
I to  erythromycin  was  prompt  and  effective. 

I Early  Diagnosis 

I The  cases  just  presented  correlate  the  pro- 
P gress  of  symptoms  and  clinical  signs  that  lead 
one  to  make  a clinical  diagnosis  of  micrococcic 
enteritis.  Abdominal  distention  or  discom- 
j fort,  with  diminishing  abdominal  sounds  and 
f tachycardia,  precede  the  specific  and  charac- 
^ teristic  outpouring  of  “seawater”  fluid  from 
I either  the  stomach  or  lower  part  of  the  in- 
testine.  This  entity  might  well  be  called 
I “micrococcoc  cholera,”  since  the  signs  are  so 
I similar  to  Asiatic  cholera.  I agree  that  the 
* earliest  symptoms  and  signs  as  described  are 

Enot  specific,  but  in  this  day  of  relative  free- 
dom from  peritonitis  and  leaking  intestinal 
an  astomoses,  micrococcic  enteritis  should  be 

I given  priority  in  diagnosis,  since  early  treat- 
ment is  imperative. 

By  no  means  must  we  confine  all  our  ef- 
forts to  localizing  the  infection  within  the  in- 
testine. A patient  who  had  recently  under- 
gone mitral  valvulotomy  was  readmitted  to 
: the  hospital  two  weeks  after  her  discharge. 
’ She  had  abdominal  distention,  tachycardia, 
t hematemesis,  and  bloody  diarrhea.  A few 
hours  after  admission  her  blood  pressure  de- 
clined rapidly  and  she  died.  At  autopsy  a 
lung  abscess  was  found,  and  cultures  made 
from  this  were  positive  for  an  “almost  pure” 
growth  of  coagulase-positive  M.  pyogenes  var. 

I aureus.  A culture  from  the  peritoneal  fluid 
was  positive  for  the  same  organism.  Pseudo- 
membranous enterocolitis  was  present  to  an 
extreme  degree.  However,  intestinal  cultures 
made  specifically  for  pathogenic  micrococci 
were  negative.  The  occurrence  of  pseudo- 
membranous enterocolitis  with  a focal  patho- 
genic micrococcic  infection  suggests  a causal 
relationship.  Case  2 reported  above  suggests 
a relationship  between  the  wound  infection 
and  the  enteritis. 

Treatment 

Treatment  of  postoperative  micrococcic  en- 
teritis will  not  be  effective  unless  a specific 
effective  drug  is  delivered  to  the  actual 


Fig.  7 (case  5.) — Smear  from  pseudomembrane 
on  ileal  opening,  showing  pus  and  micrococci. 


source  of  growth  of  micrococci.  The  patient 
in  case  1 could  only  have  been  treated  by  the 
oral  route.  It  is  doubtful  whether  intraven- 
ously administered  drugs  could  have  reached 
the  lumen  of  the  intestine  in  the  absence  of 
mucosal  ulceration  and  inflammation.  On  the 
other  hand,  the  patients  in  the  other  four 
cases  had  sufficient  intestinal  ileus  by  the 
time  the  clinical  diagnosis  was  made  that  it 
is  more  than  likely  that  orally  administered 
drugs  would  not  have  reached  the  disease. 
The  graphs  show  that  in  each  instance  there 
was  a profuse  gastric  output.  It  is  doubtful 
whether  a specific  antibiotic  put  through  the 
Levin  tube  into  the  stomach  would  find  its 
way  very  far  down  into  the  intestine.  To 
cover  these  various  circumstances,  combined 
oral-intravenous  administration  of  a specific 
drug  should  be  ideal.  In  my  cases,  the  intra- 
venous route  has  been  used  until  there  is 
enough  peristalsis  to  administer  the  drug 
by  mouth. 

Many  pathogenic  micrococci  are  resistant 
to  the  antibiotics  in  general  use  in  a locality 
or  hospital.  Therefore,  antibiotics  not  in  gen- 
eral use  are  more  likely  to  be  effective. 
Erythromycin,  carbomycin,  chloramphenicol, 
and  neomycin  are  the  drugs  of  choice  at  this 
time.  Because  strains  resistant  to  erythro- 
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mycin  have  been  appearing  in  the  Cleveland 
Clinic  recently,  the  newer  antibiotic  novo- 
biocin has  been  most  effective  in  the  cases  ob- 
served in  the  six  months  prior  to  the  time  of 
writing.  If  the  gastrointestinal  tract  is  still 
functioning  properly,  the  oral  route  is  pre- 
ferred. 

Herrell,  Nichols,  and  Martinis  have 
thoroughly  described  the  dosage  schedules  of 
ehythromycin  by  intravenous  and  oral  route. 
I have  used  500  mg.  intravenously  as  the  first 
dose,  followed  by  250  mg.  every  six  hours.  Ap- 
proximately the  same  dose  orally  should  be 
sufficient.  I now  use  novobiocin  intraven- 
ously. The  maximum  dose  of  750  mg.  every 
eight  hours,  with  early  reduction  to  500  mg., 
has  proved  effective  in  eliminating  the  micro- 
cocci from  the  intestinal  tract.  When  micro- 
coccic  enteritis  is  suspected,  all  other  anti- 
biotics should  be  withdrawn  immediately. 

Prevention 

It  is  doubtful  whether  postoperative  micro- 
coccic  infections  of  the  gastrointestinal  tract 
can  be  entirely  prevented.  Wide-spectrum 
antibiotics  will  continue  to  remain  in  use,  and, 
as  newer  drugs  are  introduced,  resistant 
strains  of  micrococci  will  appear.  These 
strains  will  be  present  in  ever-increasing 
numbers  in  hospitals;  therefore,  the  threat 
of  lethal  postoperative  micrococcic  infections 
will  be  a continued  one.  In  patients  under- 
going intestinal  surgery,  particularly  those 
who  have  had  antibiotic  therapy  over  a period 
of  time,  preoperative  cultures  of  material 
from  the  rectum  should  be  made.  Culture 
from  the  open  intestine  should  be  made  at  the 
time  of  surgery  also. 

Bearing  and  Heilman  have  shown  that, 
when  there  is  a more  or  less  pure  culture  of 
pathogenic  micrococci  at  the  time  of  opera- 
tion, postoperative  enteritis  is  more  than 
likely  to  occur  and  specific  treatment  should 
be  given  as  soon  as  possible.  In  general,  direct 
smears  of  the  gastric  and  rectal  contents 
(rice-water  fluid)  have  been  of  diagnostic  im- 
portance in  very  few  cases.  They  have  most 
often  been  negative  for  micrococci,  while  the 
cultures  were  later  found  to  be  positive.  How- 
ever, the  identification  of  pus  and  epithelial 
debris  in  any  of  the  smears  strongly  suggests 
that  a pyogenic  infection  is  in  progress. 

Comment 

The  characteristic  symptoms  and  signs  of 
postoperative  micrococcic  (staphylococcic)  en- 


teritis are  as  follows;  (1)  diminished  abdom- 
inal sounds  and  abdominal  distention;  (2) 
tachycardia,  fever,  and  oliguria;  (3)  diarrhea 
and  vomiting;  (4)  hypotension  or  shock,  toxic 
delirium,  and  leukocytosis;  and  (5)  fall  in 
serum  protein  level  and  anemia,  A high  in- 


Fig.  8 (case  5). — Dailey  stool  from  ileal  opening, 
showing  progression  of  the  disease  in  reference  to 
the  exudate.  Tubes  represent  indicated  day  of 
treatment  with  erythromycin.  Note  rice-water  stool 
in  tube  5;  and  heated  filtered  specimen  to  show 
albumin  at  top  in  tube  6. 

dex  of  suspicion,  together  with  the  recog- 
nition of  the  symptoms  and  signs,  should  lead 
to  early  antibiotic  therapy  and  thus  to  a cure 
of  this  complication. 

The  novobiocin  in  this  study  was  supplied  as 
Albamycin  by  the  Upjohn  Company,  Kalamazoo, 
Mich. 
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OBSTETRIC  HEMORRHAGE* 
John  H.  Moore.  M.D.** 
Grand  Forks,  North  Dakota 


It  is  especially  pleasing  to  me  to  be  here 
today  as  a guest  speaker  before  the  Sioux 
Valley  Medical  Association.  Just  about  seven- 
teen years  ago,  on  December  4,  1941,  it  was 
my  privilege  to  speak  to  this  Association  in 
Sioux  City,  Iowa.  Time,  it  is  said,  heals  all 
wounds  and  I suppose  it  helps  to  abolish 
memory.  I had  a wonderful  time  at  that 
meeting.  Doctors  Roger  L.  J.  Kennedy,  Ruben 
Nomland,  and  Walter  C.  Alvarez  were  on  the 
same  program  and  I received  a liberal  post- 
graduate education;  nor  have  I forgotten  the 
splendid  hospitality  of  your  Association. 
Therefore,  I was  very  pleased  to  accept  Doc- 
tor Donahoe’s  invitation  because  you  were 
gracious  enough  to  permit  me  to  play  a “re- 
turn engagement”  and  because  I can  profit 
so  much  from  a discussion  of  some  of  our 
common  problems. 

One  of  those  common  problems  and  one 
that  is  of  grave  importance  is  obstetric 
hemorrhage.  My  last  maternal  death  occurred 
from  hemorrhage  slightly  less  than  one  year 
ago  in  spite  of  consultations,  blood  trans- 
fusions, uterine  packing,  and  hysterectomy. 
So,  you  see,  I do  not  have  all  the  answers  to 
the  question  but  from  personal  experience 
and  from  a careful  review  of  maternal  deaths 
in  my  own  State  in  connection  with  our  con- 

*Presented  at  a meeting  of  the  Sioux  Valley  Med- 
ical Association,  Sioux  Falls,  South  Dakota,  Feb- 
ruary 26,  1958. 

**From  the  Department  of  Obstetrics  and  Gyne- 
cology, the  Grand  Forks  Clinic,  Grand  Forks, 
North  Dakota. 


tinuing  maternal  mortality  studies,  I do 
realize  the  seriousness  of  it.  In  the  two  year 
period,  1949  and  1950,  22  plus  per  cent  of  our 
maternal  deaths  in  North  Dakota  were  due 
to  hemorrhage.  In  1955  54.5  per  cent  were 
due  to  hemorrhage  and  in  1957,  although  the 
figures  may  not  yet  be  complete,  28  per  cent 
at  least  of  the  cases  reviewed  gave  hemor- 
rhage as  the  cause  of  death.  Thus  it  is  ap- 
parent that  hemorrhage  is  a major  cause  of 
maternal  deaths  in  my  State,  as  I know  it  to 
be  in  many  other  States,  and  in  numerous  re- 
ports it  has  passed  the  other  two  members 
of  the  “fatal  triad,”  infection  and  toxemia. 

The  seriousness  of  the  problem  of  obstetric 
hemorrhage  is  apparent;  its  solution  is  not 
always  possible.  Great  strides  have  been 
made  in  South  Dakota,  Iowa,  and  Minnesota 
in  reducing  maternal  deaths,  and  we  feel  that 
we  have  made  considerable  progress  in  that 
regard  in  North  Dakota  with  a rate  of  1.2  per 
10,000  live  births  in  1956,  the  last  year  for 
which  figures  are  available.  But  because  the 
total  number  of  deaths  in  childbirth  or  in 
pregnancy  is  small  in  these  states,  those  that 
do  occur  stand  out  with  startling  clarity.  And 
when  hemorrhage  is  listed  as  the  cause  of  a 
maternal  death,  regardless  of  what  stage  in 
pregnancy,  labor,  or  the  puerperium  it  oc- 
curred, diligent  search  is  imperative  to  deter- 
min  whether  it  was  preventable  or  non-pre- 
ventable. 

Let  us  briefly  turn  to  what  I have  called 
the  background  for  obstetric  hemorrhage. 
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those  things  which  may  be  noted  from  a care- 
ful appraisal  of  the  obstetric  patient  during 
her  antepartum  care.  I am  sure  that  all  of  us 
who  practice  obstetrics  have  been  gratified 
by  the  increasingly  early  registrations  of  our 
obstetric  patients  and  in  the  few  who  register 
late,  we  will  frequently  find  that  they  are 
transfers  from  our  colleagues  and  that  they 
are  often  accompanied  by  excellent  records 
of  what  has  gone  before.  This  is  a good  place 
to  admit  that  I am  lazy!  When  an  obstetric 
patient  registers  with  me  for  antepartum 
care.  I start  a copy  of  her  pregnancy  record 
in  triplicate,  using  one  of  the  forms  recom- 
mended by  the  American  College  of  Surgeons. 
In  addition  to  the  family  and  personal  history 
and  a detailed  account  of  the  outcome  of  any 
previous  pregnancies.  I have  available  an 
initial  hematocrit  reading,  erythrocyte  and 
leucocyte  counts,  Wassermann  reaction,  Rh 
factor  and  blood  group,  and  an  analysis  of  a 
cathetherized  specimen  of  urine.  Those  are 
the  minimum  laboratory  requirements  and 
may  be  extended  as  indicated.  Then,  when 
my  patient  enters  the  hospital  or  is  trans- 
ferred to  another  physician,  I can  furnish  a 
continuous  record  of  what  has  happened  in 
that  particular  pregnancy. 

Microcytic  anemia  is  by  far  the  most  com- 
mon type  found  in  pregnancy.  Clinicians,  in 
general,  and  obstetricians,  in  particular,  often 
disagree  as  to  what  constitutes  anemia  in  the 
pregnant  woman.  This  is  quite  understand- 
able when  one  considers  the  great  blood 
volume  changes  which  occur  in  pregnancy, 
chiefly  the  so-called  physiologic  blood  dilu- 
tion. For  this  reason  I prefer  hematocrit  read- 
ings to  the  measurement  of  hemoglobin  either 
in  percentage  or  in  grams,  but  I believe  that 
a hematocrit  reading  of  35  per  cent  or  less,  a 
hemoglobin  of  less  than  10  grams  (about  70 
per  cent),  and  an  erythrocyte  count  of  less 
than  3,500,000  constitutes  an  anemia.  Such  an 
obstetric  patient,  in  my  opinion,  needs  treat- 
ment for  her  anemia.  Certainly  a background 
for  obstetric  hemorrhage  is  greater  in  an 
anemic  patient  than  in  one  whose  blood 
supply  is  adequate  and  her  margin  of  safety 
in  expendable  blood  is  certainly  less. 

It  is  not  enough  to  make  a general  physical 
examination  of  the  obstetric  patient  and  omit 
a pelvic  examination  and  a visualization  of 
the  cervix!  Bleeding,  even  the  so-called 
“spotting”  in  pregnancy,  is  always  abnormal. 


During  the  first  trimester  it  is  usually  due  to 
a threatened  abortion,  but  two  other  common 
causes  for  it  are  cervical  erosions  or  cervical 
polyps.  Both  should  be  treated  either  by  the 
application  of  a 10  per  cent  solution  of  silver 
nitrate  or  by  the  actual  cautery.  The  risk  is 
minimal,  the  diagnosis  is  more  accurately 
established  as  to  the  cause  of  the  bleeding, 
and  the  risk  of  abortion  is  reduced.  Not  in- 
frequently I see  patients  who  have  come  in 
or  been  referred  because  of  bleeding  in  early 
pregnancy  where  it  was  thought  that  an 
abortion  threatened  only  to  find  that  cervical 
erosion  or  cervical  polyps  were  etiologic  in 
the  bleeding.  The  most  extreme  illustration 
of  this  occurred  in  1951  in  a patient  who  had 
been  kept  in  bed  for  three  months  with  a 
diagnosis  of  threatened  abortion  and  in 
whom,  in  spite  of  conservative  management 
and  hematinic  therapy,  the  hemoglobin  had 
declined  from  84  to  60  per  cent.  I excised  a 
large  and  bleeding  cervical  polyp,  cauterized 
its  base  and  the  surrounding  erosion.  This 
stopped  the  bleeding,  her  anemia  then  re- 
sponded to  therapy,  and  she  delivered  un- 
eventfully at  term.  Her  recovery  would  have 
been  greatly  enhanced  if  her  physician  had 
only  visualized  her  cervix. 

When  abortion  threatens  one  is  in  a better 
position  to  treat  it  intelligently  if  he  knows 
the  previous  condition  of  the  cervix.  I still 
subscribe  to  bed  rest  and  sedation  in  the 
treatment  of  threatened  abortion,  but  I do 
not  believe  that  this  should  be  too  long  con- 
tinued for  several  reasons:  (1)  A gradual  but 
persistent  bleeding  can  produce  an  important 
degree  of  anemia  in  a comparatively  short 
period  of  time.  (2)  The  salvage  rate  of  viable 
infants  in  cases  of  threatened  abortion  is  very 
poor  where  bright  red  bleeding  has  continued 
for  over  three  days  and,  particularly,  where 
dark  brown  or  reddish  brown  discharge  con- 
tinues after  the  acute  bleeding  has  subsided, 
even  without  the  expulsion  of  the  products  of 
conception.  (3)  Such  a patient  is  an  ideal 
candidate  for  infection  and  (4)  Cases  of 
missed  abortion,  while  uncommon,  do  occur 
with  enough  frequency  and  are  associated 
with  afibrinogenemia  sufficiently  to  warrant 
considerable  apprehension  as  to  severe 
hemorrhage  occurring  when  such  a uterus 
must,  eventually,  be  emptied.  I have  not  had 
too  much  success  in  the  hormone  treatment  of 
threatened  abortion  but  still  use  oral  estro- 
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genic  therapy,  with  or  without  a luteinizing 
hormone,  parenterally.  But  I do  not  believe 
that  it  is  wise  to  continue  conservative  man- 
agement for  more  than  a week  when  bleed- 
ing persists  and  after  consultation  has  been 
held. 

Ectopic  pregnancy  must  be  added  as  a 
cause  of  obstetric  hemorrhage,  particularly 
in  the  first  trimester  of  pregnancy.  The  dra- 
matic sequence  of  events;  amenorrhea,  spot- 
ting, sudden  sharp  lower  abdominal  pain  and 
a feeling  of  syncope  with  a greater  or  less  de- 
gree of  shock  developing  are  known  to  all  of 
us  and,  if  carefully  evaluated,  will  lead  to  the 
correct  diagnosis  in  the  majority  of  instances. 
However,  errors  still  occur  in  the  differen- 
tiation between  threatened  abortion  or  abor- 
tion in  progress,  intra-abdominal  hemorrhage 
from  a ruptured  ovarian  cyst,  ovarian  cyst 
with  a twisted  pedicle  or  acute  appendicitis, 
to  name  just  a few  conditions  which  have 
caused  trouble  in  my  own  practice.  Posterior 
cul-de-sac  puncture  has  been  recommended 
as  a diagnostic  aid.  Like  so  many  tests,  if 
positive  it  may  be  of  considerable  help;  but 
if  it  is  negative,  as  it  was  in  my  most  recent 
case  a few  months  ago,  it  can  leave  one  out  on 
a limb.  In  my  case,  although  somewhat 
atypical,  I was  guided  by  the  sequence  of 
events  and  at  laparotomy  found  about  1500 
c.cm.  of  blood  in  the  peritoneal  cavity  from  a 
tubal  abortion. 

The  mid-trimester  of  pregnancy  might  be 
called  the  no  man’s  land  of  obstetric  hemor- 
rhage. If  bleeding  occurs  from  threatened 
abortion,  it  is  likely  to  be  more  profuse  than 
in  the  first  trimester.  If  ectopic  pregnancy 
has  persisted  without  rupture  into  the  second 
trimester,  the  hemorrhage  is  likely  to  be  even 
more  severe  and  sudden,  when  it  does  occur, 
than  in  the  first  trimester  and  it  should  also 
never  be  forgotten  that  the  first,  slight  bleed- 
ing from  placenta  previa  may  also  occur  in 
the  second  trimester. 

If  we  have  been  watching  the  development 
of  the  patient’s  uterus  closely  during  the  mid- 
trimester, the  chances  are  very  good  that  we 
can  detect  either  what  appears  to  be  a too 
rapid  growth  of  it,  which  might  suggest  a 
beginning  polyhydrammion,  multiple  preg- 
nancy or  hydatidiform  mole;  or  a dimimution 
in  the  size  of  the  uterus,  suggesting  a missed 
abortion.  I find  it  very  helpful  to  measure 
the  heighth  of  the  uterine  fundus  from  the 


top  of  the  symphysis  pubis  with  an  ordinary 
pelvimeter  each  time  the  patient  comes  in  for 
antepartum  care.  It  has  seemed  to  me  that 
over-distention  of  the  uterus,  usually  detected 
in  its  incipiency  sometime  in  the  second  tri- 
mester of  pregnancy,  is  a factor  in  producing 
or  increasing  anemia  and  it  has  been  proven, 
tragically,  far  too  many  times,  that  over- 
distention of  the  uterus,  long  continued  in 
pregnancy,  greatly  increases  the  risk  of  post- 
partum hemorrhage.  The  second  trimester 
is  an  excellent  time  in  which  to  recheck 
hematocrit  and  erythrocyte  count  if  they  have 
been  borderline  or  low  before  and  certainly 
if  there  appears  to  be  any  abnormal  increase 
or  decrease  in  size  of  the  uterus. 

Two  diseases,  one  fortunately  rare  and  the 
other  occurring  in  from  1 to  2 per  cent  of 
pregnancies,  may  also  furnish  a background 
for  obstetric  hemorrhage.  Chronic  glomeru- 
lonephritis, fortunately  rare  in  pregnant  wo- 
men, in  my  experience  produces  a high  de- 
gree of  anemia,  is  likely  to  be  accompanied 
by  late  abortion  or  premature  labor  and  to 
have  a rather  high  incidence  of  postpartum 
hemorrhage.  My  most  recent  case,  associated 
with  hydatidiform  mole  and  fetal  monstros- 
ity, occurred  in  early  January,  1958,  and  re- 
quired blood  transfusion.  Pyelitis,  usually 
acute  and  occurring  in  the  latter  part  of  preg- 
nancy or  postpartum,  can  quickly  produce  a 
high  regree  of  anemia  and  increase  the  dan- 
ger of  obstetric  hemorrhage. 

I would  not  go  as  far  as  to  say  that  multi- 
parity constitutes  a background  for  obstetric 
hemorrhage  but,  from  my  own  experience 
and  from  a study  of  our  maternal  mortality 
records  in  North  Dakota,  I believe  that  the 
“grand  multipara,”  the  woman  having  her 
fifth  or  more  children  is  more  liable  to  post- 
partum hemorrhage  than  her  less  prolific 
sister. 

The  foregoing  does  not  exhaust  those  con- 
ditions which  may  favor  the  development  of 
obstetric  hemorrhage  but  it  includes  those 
which  I have  found  to  be  important. 

The  chief  sources  of  obstetric  hemorrhage 
during  the  third  trimester  are  placenta  previa 
and  abruptio  placentae. 

If  placenta  previa  is  diagnosed,  whether 
clinically,  by  soft  tissue  roentgenography,  or 
by  contrast  media  in  the  bladder,  I urge  the 
following  course  of  action: 

(1)  Hospitalize  the  patient,  get  complete 
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blood  counts  and  determine  her  Rh  factor 
and  blood  group  if  these  were  not  determined 
earlier. 

(2)  Have  a minimum  of  1500  c.cm.  of  com- 
patible blood  available  for  immediate  trans- 
fusion. More  may  be  necessary;  less  is  likely 
to  prove  inadequate. 

(3)  Forget  the  baby!  Placenta  previa  is  an 
obstetric,  not  a pediatric  problem.  When  we 
improve  the  condition  of  the  obstetric  patient 
with  placenta  previa  by  hospitalization,  re- 
placement blood  therapy  when  needed,  and 
supportive  treatment  in  general,  we  improve 
the  chances  of  her  baby  for  survival.  But,  if 
in  the  course  of  our  treatment  of  the  mother, 
we  reach  the  stage  of  maximum  improvement 
in  her  and  then  attempt  to  prolong  the  preg- 
nancy because  the  fetus  is  on  the  borderline 
of  viability  or  is  premature,  we  subject  the 
mother  to  the  risk  of  another  and  more  disas- 
trous hemorrhage  from  the  effects  of  which 
both  mother  and  baby  may  die.  Let  us  never 
forget  that  the  first  hemorrhage  is  placenta 
previa  is  practically  never  fatal;  but  that  sub- 
sequent hemorrhages,  and  especially  those 
that  occur  near  term,  may  be. 

(4)  Plan  the  delivery  of  the  patient  with 
placenta  previa  on  the  soundest  possible  ob- 
stetric grounds.  For  all  practical  purposes 
there  are  only  two  varieties  of  placenta  pre- 
via, the  complete  and  the  incomplete.  In 
either  case  the  placenta  offers  a bloody  bar- 
rier to  the  emptying  of  the  uterus.  As  far  as 
I am  concerned,  a placenta  that  encroaches 
from  one-third  to  one-half  way  across  the  cer- 
vical os  is  a complete  placenta  previa.  This 
patient  should  be  delivered  by  cesarean  sec- 
tion. If  the  placenta  previa  patient  has  had 
adequate  blood  replacement  and  additional 
blood  is  immediately  available,  if  her  pelvis 
is  adequate,  and  if  one  finds  on  sterile  vaginal 
examination  that  the  placenta  edge  is  not 
palpable  or  barely  palpable  on  one  margin 
of  a soft,  “ripe”  or  almost  ripe  cervix,  he  may 
be  justified  in  rupturing  the  membranes,  thus 
allowing  the  presenting  part  to  come  lower 
into  the  pelvis  and  act  as  a tampon  either 
alone,  by  means  of  the  Willett  forceps,  or  by 
the  Hillis  impression  method.  If  delivery  by 
the  vaginal  route  is  elected,  I want  to  em- 
phasize three  things; 

(1)  Have  trained  obstetric  attendants  con- 
stantly with  the  patient. 

(2)  Avoid  accouchement  force’  and  by  this  I 


mean,  especially,  manual  laceration  of  the 
cervix.  A more  euphonious  term  is  manual 
dilatation.  It  is  a misnomer.  It  is  a manual 
laceration! 

(3)  Have  blood  instantly  available  for  trans- 
fusion. Never  forget  that  the  patient  with 
placenta  previa,  whether  delivered  by 
cesarean  section  or  by  the  vaginal  route,  is  an 
excellent  candidate  for  postpartum  hemor- 
rhage and  shock. 

Abruptio  placentae  is  usually  an  additional 
symptom  complex  associated  with  the  tox- 
emias of  late  pregnancy;  and  from  my  obser- 
vation, the  toxemia  does  not  have  to  be  acute 
or  particularly  severe  to  favor  the  develop- 
ment of  this  hemorrhagic  state.  Its  preven- 
tion is,  very  largely,  the  prevention  of  the 
toxemias  of  pregnancy.  All  degrees  may 
occur,  from  the  mild  and  often  occult  separa- 
tion to  the  severest  of  uteroplacental  apop- 
lexies. Patients  with  toxemia  of  late  preg- 
nancy are  notoriously  susceptible  to  shock. 
Fortunately  only  a small  percentage  of  them 
develop  abruptio  placentae,  recognizable  as 
such,  although  I have  no  doubt  but  that  some 
of  the  brisk  but  brief  bleeding,  sometimes  en- 
countered toward  the  end  of  the  second  stage 
of  labor  may  be  due  to  slight  abruption  of 
the  placenta  as  well  as  to  marginal  separation 
of  it.  However,  in  those  patients  with  abrup- 
tio placentae  an  additional  hazard,  added  to 
the  toxemia  and  to  the  blood  loss,  is  afibrino- 
genemia. While  the  mechanism  of  the  failure 
of  the  blood  clotting  mechanism  in  the 
mother  is  not  completely  understood  it  re- 
sembles an  autolysis  of  the  blood  such  as 
occurs  in  rattlesnake  bite  and  probably  is 
due  to  the  escape  of  fetal  cells  into  the  ma- 
ternal circulation.  Suffice  it  to  say,  clinically, 
that  the  patient’s  blood  does  not  clot  and  that 
it  will  not  clot  until  sufficient  fibrinogen  is 
added  to  it  to  re-establish  the  normal  clotting 
mechanism.  This  usually  requires  two  and 
one-half  to  five  grams  of  fibrinogen.  Blood 
transfusion,  of  course,  supplies  a small 
amount  of  fibrinogen  but  usually  not  enough 
to  control  hemorrhage  from  afibrinogenemia. 
Since  fibrinogen  is  scarce  and  expensive,  one 
should  know  that  he  has  a defect  in  the  clot- 
ting mechanism  before  giving  it.  A cumber- 
some way  to  determine  this  is  to  draw  some 
blood  by  venupuncture  and  let  it  stand  in  a 
test  tube  at  room  temperature.  If  no  clotting 
occurs  in  one  hour  there  is  a defect  in  the 
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clotting  mechanism.  The  quantitative  test  for 
fibrinogen  is  too  technical  and  time  consum- 
ing for  clinical  purposes;  furthermore  the 
standardization  of  the  test  is  difficult.  The 
Fibrindex  test  set,  a semiquantitative  test  for 
fibrinogen,  is  rapid  and  accurate  enough  for 
clinical  purposes.  Two-tenths  millimeters 
each  of  plasma  and  the  reagent  (human 
thrombin)  are  mixed  in  a tube  and  allowed  to 
stand  for  sixty  seconds.  If  no  clot  forms  one 
can  conclude  that  there  is  fibrinogen  de- 
ficiency. 

A recent  experience  in  a “grand”  multi- 
parous patient  who  had  had  five  previous 
cesarean  sections  illustrates  the  bizarre  na- 
ture of  some  of  these  patients  with  defects  in 
the  clotting  mechanism.  Her  obstetrician  de- 
cided upon  a cesarean-hysterctomy  at  her  last 
delivery,  due  to  a defective  uterine  scar.  She 
had  had  a mild  toxemia.  Shock  occurred 
and  there  was  evidence  of  intra-abdominal 
hemorrhage.  Blood  was  started  and  continued 
but  hemorrhage  continued.  Blood,  standing 
in  a tube,  had  not  clotted  after  twenty-four 
hours.  The  abdomen  had  been  re-opened  but 
only  generalized  oozing  over  the  cervical 
stump  was  found.  I was  asked  to  supply  fi- 
brinogen and  after  2.5  grams  had  been  given 
bleeding  ceased  and  the  patient  went  on  to  a 
slow  but  satisfactory  recovery. 

One  should  not  leave  the  subject  of  abrup- 
tio  placentae  without  adding  that  except  in 
the  case  of  a severe  uteroplacental  apoplexy, 
the  so-called  Couvelaire  uterus,  cesarean  sec- 
tion has  no  place  in  its  treatment  except  for 
strictly  obstetric  indications.  Fortunately, 
most  patients  with  moderate  abruptio  placen- 
tae will  usually  go  into  labor  and  deliver 
rather  rapidly.  If  not,  this  is  one  instance 
where  one  is  justified  in  rupturing  the  mem- 
branes and  in  giving  Pitocin  in  from  one 
minim  to  1/3  c.cm.  doses  by  hypodermic  in- 
jection. 

I have  heard  it  said  by  some  old-timers 
that  the  conduct  of  labor  is  a lost  art.  I do 
not  care  to  argue  the  point  in  this  discussion 
but  it  seems  to  me  that  the  obstetrician  some- 
times finds  himself  on  the  horns  of  a dilemma, 
especially  in  the  conduct  of  a prolonged  labor. 
I am  sure  that  Swift  was  not  referring  to  this 
in  his  couplet,  “A  strong  dilemma  in  a des- 
perate case!  To  act  with  infamy,  or  quit  the 
place,”  and  yet  his  words  seem  particularly 
apropos  of  the  dangers  we  face  in  choosing 


either  horn.  One  consists  of  too  early  inter- 
ference, birth  trauma  and  hemorrhage;  the 
other  of  exhaustion,  dehydration,  maternal 
and  fetal  damage  and,  again,  hemorrhage  and, 
very  probably,  infection.  Somewhere  I was 
taught  not  to  let  the  sun  go  down  twice  upon 
the  woman  in  labor.  I have  been  unable  to 
trace  the  source  of  that  admonition.  I won- 
der if  it  is  still  good  advice?  For  the  most 
part  I believe  it  is.  I also  believe  that  if  the 
patient’s  antepartum  care  has  been  successful 
and  that  she  has  gone  into  labor  in  good  con- 
dition, our  problem  is  reduced  somewhat  to 
how  well  we  have  supported  her  in  that  labor. 
Assuming  that  she  has  no  major  obstetric 
complications,  what  can  we  do  in  any  labor 
but  particularly  in  a prolonged  labor  to  re- 
duce the  risk  of  hemorrhage,  chiefly  post- 
partum. 

(1)  We  can  study  the  mechanism  of  her 
labor.  This  must  never  become  a lost  art. 

(2)  Adequate  but  judicious  sedation  during 
labor  is  one  of  the  greatest  assets  to  the  well- 
being of  the  average  parturient.  Labor  is 
work!  By  alleviating  the  physical  strain  and 
the  mental  apprehension  of  the  patient  in 
labor,  we  have  the  finest  opportunity  to  guard 
her  against  both  physical  and  mental  ex- 
haustion. 

(3)  Prolonged  labors  are  notorious  for  pro- 
ducing dehydration.  The  parenteral  adminis- 
tration of  dextrose  in  sterile  distilled  water 
will  prevent  this. 

(4)  When  a general  anesthetic  is  given  for 
delivery,  avoid  even  mild  degrees  of  anoxia. 
Even  mild  anoxia  increases  the  dangers  of 
postpartum  bleeding.  When  it  progresses  to 
the  degree  of  asphyxia,  the  hazard  is  a major 
one. 

(5)  Operations  for  delivery  must  be  done 
with  gentleness  and  a minimum  of  trauma. 

(6)  Respect  the  mechanism  of  the  third 
stage  of  labor.  More  women  die  in  this  stage 
than  in  the  other  two  combined.  The  placenta 
must  separate  before  it  can  be  expelled  safely, 
regardless  of  what  technique  the  obstetrician 
may  employ  for  the  conduct  of  this  stage. 

(7)  Inspect  the  birth  canal,  especially  the 
cervix  and  the  vagina,  for  birth  injuries  and 
promptly  repair  all  lacerations  unless  the  pa- 
tient’s condition  will  not  permit  added  time 
necessary  to  do  this.  Prompt  repair  of  birth 
injuries  to  the  parturient  canal  immediately 
after  the  third  stage  of  labor  will  not  only 
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materially  reduce  postpartum  blood  loss  but 
will  do  much  to  reduce  subsequent  invalid- 
ism. One  should  remember  that  bright  red 
postpartum  bleeding  usually  means  bleeding 
from  lacerations,  somewhere  along  the  birth 
canal.  If  it  persists  in  spite  of  the  repair  of 
lacerations  of  the  cervix  and  vagina,  one 
should  explore  the  cavity  of  the  uterus,  par- 
ticularly for  retention  of  placental  remnants 
or  for  rupture  of  the  uterus.  If  such  a rupture 
is  found,  it  is  likely  to  be  in  the  lower  uterine 
segment,  unless  scars  are  present  from  pre- 
vious cesarean  sections  or  operations  on  the 
uterus.  In  two  of  our  deaths  from  hemorrhage 
in  the  recent  maternal  death  surveys  in  North 
Dakota,  rupture  of  the  uterus  was  first  dis- 
covered at  autopsy.  Darker  blood  in  a steady, 
oozing  stream  usually  comes  from  the  cavity 
of  the  uterus  and  may  be  associated  with 
uterine  atony.  After  digital  exploration  of 
the  cavity  of  the  uterus  to  satisfy  oneself  as 
accurately  as  one  can  that  the  cavity  is  empty 
and  that  no  uterine  rupture  is  present  and  if 
oxytocics  have  failed  to  retain  uterine  tone 
and  hemostasis,  I still  feel  that  there  is  a 
place  for  uterine  tamponade  in  the  control  of 
postpartum  bleeding.  It  adds  two  dangers, 
immediately,  to  an  already  serious  picture: 

(1)  The  danger  of  perforating  an  already 
atonic  uterus  and  (2)  Concealing  a continuing 
uterine  hemorrhage.  Nevertheless  it  may 
prove  to  be  an  effective  measure.  But  if 
bleeding  continues  through  the  pack  and 
there  is  no  evidence  of  afibrinogenemia,  one 
is  sometimes  forced  to  do  a hysterectomy.  In 
that  case  I can  only  add  that  this  is  a hazard- 
ous undertaking,  sometimes  but  not  always 
life-saving,  but  one  that  must  be  accompanied 
by  adequate  blood  replacement  and  all  other 
measures  that  are  recognized  for  the  relief  of 
shock. 

CONCLUSIONS 

This  presentation  will  have  served  its  pur- 
pose only  if  it  has  called  attention  to  the  fact 
that  obstetric  hemorrhage  ranks  high  in  the 
causes  of  maternal  deaths.  In  some  States  it 
is  in  first  place  even  though  other  major 
causes  of  maternal  deaths  are  declining,  per- 
centage wise,  to  low  figures  which  a decade  or 
less  ago  were  thought  to  be  impossible.  Most, 
but  not  all,  deaths  from  obstetric  hemorrhage 
are  preventable  by: 

(1)  The  correction  or  prevention  of  anemia 
and  mutritional  deficiencies  in  pregnancy. 


(2)  The  prompt  investigation  and  attempted 
control  of  even  the  slightest  bleeding  in  preg- 
nancy. 

(3)  The  prevention  of  birth  trauma. 

(4)  Skillful  use  of  obstetric  analgesia  and 
anesthesia. 

(5)  The  immediate  availability  of  human 
plasma  and  whole  blood  and  the  recognition 
and  prompt  treatment  of  those  rare  but 
highly  dangerous  cases  of  obstetric  hemor- 
rhage due  to  afibrinogenemia. 


HERBEB.T  DEHLL  M.D. 

1905—1958 

Herbert  M.  Dehli,  M.D.,  of  Colton,  South 
Dakota,  was  killed  in  a car  accident  south  of 
Humboldt  June  25. 

Dr.  Dehli  was  born  at  Harpers  Ferry,  Iowa 
in  1905.  He  received  his  medical  training  at 
the  University  of  Iowa  and  graduated  in  1933. 
He  was  licensed  in  South  Dakota  in  1934  and 
begun  his  practice  at  Colton. 

AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS 

Plans  have  been  made  for  the  Second  An- 
nual Convention  of  the  American  Association 
of  Medical  Assistants  to  be  held  at  the  Palmer 
House,  Chicago,  Illinois  on  October  31,  No- 
vember 1 and  2,  1958. 

The  American  Association  of  Medical  As- 
sistants is  made  up  of  men  and  women  em- 
ployed as  assistants  in  the  offices  of  Doctors 
of  Medicine.  The  Association  was  conceived 
in  Kansas  City,  Kansas  during  the  fall  of 
1955  when  interested  persons  from  fifteen 
states  met  to  make  plans  for  a formal  organ- 
ization. The  second  meeting  was  held  the 
following  year  in  Milwaukee,  Wisconsin  at 
which  time  a Constitution  and  Bylaws  were 
adopted  and  the  Association  formally  set  up. 
During  this  first  official  year,  a great  deal  of 
work  was  done  and  the  First  Annual  Conven- 
tion was  held  in  San  Francisco,  California  in 
October,  1957.  Now,  with  a membership  of 
nearly  6,000  representing  seventeen  states, 
and  with  the  approval  of  State  Medical  So- 
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Metabolically  diabetes  mellitus  results 
from  deficient  insulin  secretion  or  diminished 
insulin  effectiveness.  Insulin  ineffectiveness 
can  result  from  excess  hyperglycemic  factors 
from  the  anterior  pituitary,  adrenal  cortex, 
thyroid,  and  islets  of  Langerhans. 

Hormonal  Factors  in  Diabetes  Mellitus 

Most  of  the  free  (unphosphorylated)  glucose 
in  the  blood  and  extracellular  fluid  is  in  tran- 
sit from  absorption,  storage,  or  production 
areas  to  sites  of  utilization.  Its  concentration 
in  the  postabsorptive  state  remains  remark- 
ably constant  due  to  a balance  between  hepa- 
tic supply  and  peripheral  tissue  consumption. 
Many  hormonal  influences  maintain  this  bal- 
ance by  governing  (1)  the  cellular  perme- 
ability to  glucose,  (2)  the  crucial  enzyme 
activities  controlling  phosphorylation,  and  (3) 
the  rate  of  glucose  production  and  release 
from  liver  glycogen. 

Formerly,  the  severity  of  diabetes  was  con- 
sidered dependent  entirely  upon  impaired  in- 
sulin production.  However,  recent  evidence 
indicates  that  other  hormones  exert  anta- 
gonistic effects  on  carbohydrate  metabolism, 
compete  with  or  inhibit  insulin’s  action,  or 
create  an  increased  metabolic  activity  which 
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makes  the  available  supply  of  insulin  inade- 
quate. There  is  a higher  incidence  of  diabetes 
in  offspring  of  diabetic  mothers  than  those 
of  diabetic  fathers.  Exposure  of  the  fetus  to 
anti-insulin  factors  and  elevated  blood  sugar 
levels  may  account  for  this  difference. 

Metabolic  Control  of  Insulin  Secretion 

The  rate  of  insulin  secretion  is  constant 
under  many  circumstances.  Blood  sugar  rises 
cause  the  Beta  cell  insulin  secretion  rate  to 
increase,  adapting  to  a changing  carbohydrate 
load.  Following  oral  glucose  ingestion,  plas- 
ma insulin  activity  rises  in  humans,  the  in- 
crease being  three-fold  2 hours  after  50  gms 
of  glucose.’ 

Fate  of  Insulin 

After  its  secretion  insulin  enters  the  portal 
vein  and  passes  through  the  liver  to  the  sys- 
temic circulation.  Some  activity  is  lost  in 
transit  through  the  liver.  Other  studies  in- 
dicate that  insulin  rapidly  disappears  from 
the  blood  once  it  reaches  the  tissues  and  very 
little  recirculates.  Tissue  cells  retain  a high 
insulin-extracting  capacity  at  physiological 
blood  levels  which  produces  a barely  detect- 
able peripheral  venous  blood  insulin  titre. 

Insulinase  (a  proteolytic  enzyme)  inac- 
tivates insulin  and  is  widely  distributed  with 
large  concentrations  in  liver  and  kidney.  Ad- 
ministered insulin  rapidly  degradates  into 
biologically  inactive,  non-protein  end-prod- 
ucts. Recently  considerable  interest  centers 
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about  ways  to  diminish  insulinase  activity. 
Compounds  (the  sulfonylureas  such  as 
Orinase)  cause  blood  sugar  falls  in  dia- 
betics with  some  insulin  reserve.  Their  hypo- 
glycemic activity  results  partially  from  an 
anti-insulinase  effect  and  also  possibly  from 
directly  stimulated  insulin  secretion.  The 
sulfonylureas  have  no  effect  in  depancrea- 
tized  or  juvenile  diabetics  who  have  no  in- 
sulin reserve.  Thus,  adult  and  obese  type  dia- 
betes respond  best  to  these  compounds. 

Mode  of  Insulin  Action 

Experimental  evidence  indicates  3 mechan- 
isms of  insulin  action:  two  explain  under- 
utilization of  glucose  at  normal  blood  sugar 
levels,  and  one  the  overproduction  of  glucose 
with  insulin  lack. 

1.  Enhancement  of  cellular  permeation:  In- 
sulin causes  glucose  to  rapidly  enter  muscle 
cells.  Intravenously  injected  galactose  ex- 
periments with  eviscerated  dogs  indicate  that 
insulin  promotes  this  metabolically  inert 
sugar’s  transfer  across  cell  membranes. 2 
Growth  hormone  and  related  pituitary  factors 
antagonize  the  enhanced  cellular  permeation 
induced  by  insulin.  Adrenal  cortical  hor- 
mones augment  this  inhibition  of  insulin  ac- 
tivity produced  by  growth  hormone. 3 Thus, 
insulin  and  its  antagonists  control  the  rate 
that  glucose  enters  cells.  (See  Fig.  I) 
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Fig.  1 : Three  possible  mechanisms  of  insulin  action, 
a)  Lower  center:  excessive  glucose  production 
caused  by  increased  glucose-6-phosphatase  activity 
in  absence  of  insulin,  b)  Upper  center:  enhance- 
ment of  cellular  penetration  of  glucose  by  insulin, 
c)  Center:  activation  of  hexokinase  by  insulin. 

2.  Activation  of  hexokinase:  Insulin  prob- 
ably controls  glucose’s  entry  into  the  active 
metabolic  pool  by  enhancing  hexokinase  ac- 


tivity. Hexokinase  catalyses  the  phosphory-  ' 
lation  of  glucose  to  glucose-6-phosphate;  i.e.,  '(.j  ' 

glucose  breakdown.  A pituitary  factor  nor-  | ' 
mally  inhibits  hexokinase  activity  and  insulin 
effectively  removes  this  inhibition.^  Insulin 
does,  however,  fail  to  enhance  glucose  phos- 
phorylation in,  the  absence  of  this  pituitary 
factor.  Apparently  insulin  lack  biochemically 
produces  inhibition  of  glucose  phosphory- 
lation. (See  Fig.  I) 

3.  Control  of  hepatic  glucose-6-phosphatase 
activity:  Hepatic  glucose-6-phosphatase  ac- 
tivity increases  in  liver  slices  from  alloxan- 
ized  rats. 5 Insulin  reverses  this  rise.  Since 
an  increase  in  this  enzyme’s  activity  causes  j 
an  excessive  hepatic  glucose  production,  by 
blocking  its  action,  insulin  controls  glucose 
overproduction.  (See  Fig.  I) 

Insulin  probably  controls  glucose  levels 
thru  enzymatic  actions.  It  certainly  controls 
the  activity  of  enzymes  such  as  hexokinase, 
glucose-6-phosphatase,  and  those  concerned 
with  cell-membrane  permeation.  Such  an 
action  increases  peripheral  glucose  uptake  ■ 
and  decreases  hepatic  glucose  production, 
thus  accounting  for  insulin’s  hypoglycemic 
action. 

Insulin  Antagonists 

1.  Anterior  pituitary  growth  hormone: 
Glycosuria  and  hyperglycem.ia  resistant  to  in- 
sulin commonly  occurs  among  patients  with  i 
active  acromegaly  due  to  excess  growth  hor- 
mone. Growth  hormone  inhibits  insulin,  ac-  , 
tion  peripherally.  Hyperglycemia  causes  ex- 
cessive islet  cell  secretion  and  eventual  Beta  ' 
cell  atrophy.  Efforts  to  separate  the  growth 
promoting  from  the  diabetogenic  activity  of 
growth  hormone  have  so  far  failed. 

2.  Adrenal  glucocorticoids:  In  the  fasting 
state,  the  adrenal  glucocorticoids  stimulate 
gluconeogenesis  and  prevent  hypoglycemia. 

In  the  fed  state  an  excessive  glucocorticoid 
level  causes  a greater  glycosuria  than  ac- 
counted for  by  increased  protein  breakdown. 
Probably,  the  corticoids  also  decrease  peri- 
pheral glucose  utilization.®  The  steroids  ; 
likely  enhance  the  peripheral  anti-insulin 
effect  of  the  pituitary  diabetogenic  hormone.  j 

3.  Thyroxine:  In  partially  pancreatec-  : 

tomized  animals  thyroid  extract  administra-  ; 
tion  produces  Beta  cell  hyperplasia,  atrophy,  ; 
and  irreversible  destruction.^  Thyroxine  in- 
creases metabolism  by  uncoupling  oxidation 
from  the  high-energy  phosphorylating  mech- 
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anism.®  Thus,  by  imposing  a block  between 
oxidation  processes  and  the  energy  pool  de- 
rived from  it,  this  hormone  causes  peripheral 
glucose  over-utilization.  Consequent  compen- 
satory increased  hepatic  glucose  output  pro- 
duces hyperglycemia  and  Beta  cell  exhaus- 
tion. 

4.  Glucagon,  the  hyperglycemic  factor 
(HGF):  Most  insulin  preparations  given  intra- 
venously usually  cause  an  early  transient 
hyperglycemia.  The  pancreatic  Alpha  cells 
produce  glucagon,  the  substance  responsible 
for  the  hyperglycemia.  Pure  crystalline  glu- 
cagon is  a polypeptide  with  a molecular 
weight  of  5,000.  Gucagon  accelerates  hepatic 
glycogenolysis  by  activating  hepatic  phos- 
phorylase  and  causing  a rapid  degradation  of 
glycogen  to  glucose.  Glucagon  and  epine- 
phrine act  similarly,  but  its  peripheral  effects 
are  not  well  understood.  Glucagon  in  larger 
amounts  increases  ketone  production  by  liver 
slices,  an  anti-insulin  action.  Unlike  epine- 
phrine, glucagon  increases  glucose  utilization 
in  the  extremities,  possibly  an  enhancement 
of  insulin’s  peripheral  action.® 

5.  Epinephrine:  Epinephrine  promotes  gly- 
cogenolysis. Its  effects  on  liver  phosphorylase 
resemble  glucagon’s  action. 

6.  Sex  hormones:  That  sex  hormones  in- 
fluence diabetes  is  suggested  by  two  facts:  1) 
the  greater  incidence  of  diabetes  in  postmeno- 
pausal women,  and  2)  the  occasional  im- 
proved carbohydrate  tolerance  in  menopausal 
diabetics  given  estrogens.  Extrogens  decrease 
the  incidence  of  diabetes  following  subtotal 
pancreatectomy  in  rats  whereas  androgens  in- 
crease it,  suggesting  estrogens  protect  the 
pancreatic  Beta  cells. 

Mechanisms  Involved  in  Carbohydrate 
Breakdown 

Intermediary  metabolism  occurs  by  an  or- 
derly and  stepwise  breakdown  of  metabolites, 
creating  high-energy  phosphate  bonds  in  the 
adenosine  triphosphate  (ATP)  pool,  and  caus- 
ing slow  release  of  free  energy  with  a high 
efficiency  of  60%.  Then,  ATP  breaking  down 
further  liberates  energy,  a process  directly 
related  to  muscular  contraction  and  nervous 
stimulation.  (See  Fig.  II) 

Glycolysis  and  Aerobic  Metabolism 

Glycolysis  is  the  transformation  of  carbo- 
hydrate to  lactic  acid.  It  occurs  in  muscle, 
liver,  and  most  other  tissues.  Some  lactic  acid 
formed  during  this  anerobic  process  is  oxi- 
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Fig.  2:  Interrelationship  of  carbohydrate,  fat,  and 
protein  metabolism. 

dized  in  the  aerobic  recovery  phase,  while 
varying  amounts  resynthesize  into  glycogen. 

Two  key  substances  are  important  biochem- 
ical constituents  of  diabetes:  glucose-6-phos- 
phate  and  pyruvic  acid. 

1.  Glucose-6-phosphate  (See  Fig.  1):  This 
compound  follows  any  of  the  following  path- 
ways: 

a.  Transformation  into  glucose-l-phosphate 
and  incorporation  into  glycogen. 

b.  Hydrolysis  under  the  action  of  glucose- 
6-phosphatase  back  to  free  glucose.  This 
occurs  in  the  liver  and  to  some  extent  in  the 
kidney  but  not  in  the  muscle. 

c.  Transformation  into  hexose-1,  6,  diphos- 
phate and  ultimate  conversion  into  pyruvic 
acid. 

2.  Pyruvic  acid  (See  Fig.  II):  Pyruvic  acid 
or  its  reduction  product,  lactic  acid,  are  the 
end  products  of  anaerobic  carbohydrate 
breakdown  and  a crossway  in  the  oxidative 
breakdown  of  protein  and  most  amino  acids. 
Pyruvic  acid  enters  into  the  aerobic  phase  of 
carbohydrate  breakdown  by  combining  with 
CO2  to  form  oxaloacetate,  a component  of  the 
citric  acid  cycle.  However,  pyruvic  acid 
mainly  is  converted  into  acetyl  Coenzyme  A, 
active  acetate.  This  active  acetate  then  com- 
bines with  oxalacetate  and  enters  the  citric 
acid  cycle.  Thus,  through  the  citric  acid 
cycle,  which  consists  of  a series  of  oxidative 
and  decarboxilative  reactions,  pass  most  of 
the  carbohydrate,  fat,  and  expendable  protein 
of  the  body,  contributing  the  necessary 
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energy  for  high-energy  phosphate  bond  for- 
mation. 

Biochemical  Changes  Induced  by 
Insulin  Lack 

With  absolute  or  relative  insulin  lack 
essentially  inert  glucose  enters  the  glycolytic 
cycle  at  a considerably  reduced  rate.^o  A 
normal  utilization  in  the  depancreatized, 
hepatectomized  dog  occurs  only  when  blood 
sugar  levels  approximate  twice  normal.  We 
have  already  discussed  possible  reasons  for 
this  defect. 

Miller,!''  using  Ci^-iabelled  glucose  in 
juvenile  and  obese  middle-aged  diabetics, 
broadly  sketched  the  changes  occuring  during 
absolute  and  relative  insulin  lack  in  man. 
Glucose  production  increases  50  and  100% 
respectively  in  the  2 groups  compared  to  nor- 
mal. Glucose  oxidation  fell  in  the  juvenile, 
insulin  lack  type  by  about  75%.  Glucose  con- 
version to  fat  and  glycogen  (stored  energy) 
decreased  85%  in  both  forms  of  diabetes. 
(See  Fig.  Ill) 


The  Biochemical  Lesion  of  Insulin  Lack 

Insulin  lack  retards  glucose  phosphoryla- 
tion and  breakdown.  Glucose  rises  in  the 
blood.  Glycolysis  proceeds  only  with  glyco- 
gen as  the  starting  point,  while  glucose  can- 
not be  utilized  at  the  normal  rate.  Conse- 
quently, pyruvic  acid  production  and  the 
oxalacetate  pool  decreases.  Because  of  this, 
acetyl  Co  A trapping  by  the  citric  acid  cycle 
of  the  liver  fails.  The  accumulated  acetyl- 
CoA,  unable  to  enter  the  citric  acid  cycle  in 
the  absence  of  it’s  usual  partner,  oxalacetate, 
condenses  to  form  acetoacetic  acid.  This  final 
oxidative  pathway  of  all  intermediary  meta- 
bolism of  protein,  fat,  and  carbohydrate  thus 
becomes  insufficient;  and  high-energy  phos- 
phate bond  production  is  markedly  curtailed. 
The  primary  biochemical  lesion  of  diabetes 
(the  slowed  glycolytic  utilization  of  glucose) 
leads  to  secondary  changes  in  the  many 
phases  of  intermediary  metabolism.  This  con- 
cept is  supported  by  the  fact  that  fructose 
undergoes  glycolysis  in  the  diabetic,  and  can 
rectify  the  metabolic  abnormalities  of  car- 
bohydrate, fat,  and  presumably  protein  in 
liver  slices  from  diabetic  animals  and  in  hu- 
man diabetes  to  a limited  extent. '2.  This  is 
so  because  fructokinase  in  liver,  muscle,  and 
brain  is  insulin  independent. 
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Fig.  4:  Significant  differences  in  the  metabolic 
pathways  of  glucose  and  fructose.  Note  that  fruc- 
tokinase, not  requiring  insulin  for  its  activity, 
allows  this  sugar  to  be  utilized  completely  in  the 
diabetic  liver  for  glycolysis  and  glycogenosis. 


Fig.  3:  Fate  of  Cl4-iabelled  glucose  administered 
to  normals,  stable  (adult)  diabetics,  and  labile 
(juvenile)  diabetics.  Note  that  there  is  a reduction 
in  glycogenesis  and  lipogenesis  in  the  stable  dia- 
betic although  glucose  oxidation  is  normal  (Mod- 
ified from  Miller  (11)  ). 


The  Biochemical  Lesion  of  Ketosis 
A critical  supply  of  pyruvic  acid  and  ox- 
aloacetate  is  necessary  to  trap  acetyl  Co-A 
arising  from  fatty  acid  oxidation,  and  thus 
carry  on  their  oxidation  through  the  citric 
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acid  cycle.  When  in  diabetes  the  hepatic  gly- 
colytic cycle  decreases  because  of  poor  gly- 
cogen stores  and  a reduced  rate  of  glucose 
phosphorylation,  the  pyruvic  acid  supply  (and 
consequently  oxalacetic  acid)  becomes  inade- 
quate to  ensure  the  entry  of  the  acetyl  Co-A 
radicals  into  the  citric  acid  cycle.  Acetyl  Co- 
A radicals  condense  instead  to  form  aceto- 
acetic  acid.  Normally,  acetoacetic  acid  serves 
as  an  intermediary  in  lipogenesis,  i.e.  the 
formation  of  fatty  acids  from  acetyl  radicals. 
With  poorly  functioning  glycolysis,  hepatic 
lipogenesis  nearly  ceases.  About  40%  of  glu- 
cose normally  converts  to  neutral  fat,  in  con- 
trast to  less  than  4%  in  alloxan-diabetic 
rats.i^  Insulin  apparently  lacks  a primary 
action  in  promoting  lipogenesis,  since  fruc- 
tose, independent  of  insulin  for  its  phosphory- 
lation and  glycolytic  breakdown,  establishes 
normal  lipogenesis  in  liver  slices  from  al- 
loxan-diabetic rats.  Thus,  the  catabolic  path- 
way of  glucose  is  coupled  intimately  with 
hepatic  lipogenesis,  serving  as  a specific  en- 
ergy supplying  mechanism  for  fat  formation. 

No  impaired  peripheral  utilization  (muscle, 
kidney,  heart,  etc.)  of  ketone  bodies  occurs  in 
the  diabetic.  In  diabetes  the  pyruvic  or  oxalo- 
acetic acid  supply  in  muscle  appears  adequate 
to  assure  oxidative  removal  of  acetyl  groups 
in  spite  of  some  impairment  of  glucose  util- 
ization. 

Although  acetyl  group  condensation  to  neu- 
tral fat  in  the  liver  fails  in  uncontrolled  dia- 
betes, they  do  form  excessive  amounts  of 
cholesterol.  1 5 in  diabetic  coma  a marked 
elevation  of  cholesterol  and  the  beta-lipo- 
protein fraction  carrying  it  in  the  plasma 
may  occur. 
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PROTEIN  SPARING  ACTION  OF 
CARBOHYDRATES 

In  renal  insufficiency  states  attention  is 
given  to  reducing  the  excretory  load  delivered 
to  the  kidney.  Nitrogen  balance  experiments 
early  showed  that  carbohydate  acted  in  some 
manner  to  depress  protein  catabolism  and  to 
decrease  non-protein  nitrogen  delivered  to 
the  kidney  for  excretion. 

Experiments  show  that  systematic  dietary 
caloric  reduction  increases  protein  catabolism 
as  measured  by  urinary  nitrogen.  i Animals 
fail  to  maintain  tissue  integrity  with  caloric 
intake  reduced  to  one-fourth  that  normally 
consumed.  Results  obtained  with  human  sub- 
jects^’  3 studied  at  different  levels  of  super- 
imposed carbohydrate  intake  showed  that 
nitrogen  retention  increased  and  nitrogen 
excretion  decreased  with  the  amount  of  extra 
energy  added. 

Studies  have  also  considered  a possible  role 
of  carbohydrates  in  regulating  the  delivery  of 
amino  acids  to  cells  for  protein  synthesis. 
Sugar  fed  more  than  four  hours  before  or 
after  a protein  meal  produced  no  nitrogen- 
sparing effect. 4.  5 When  fed  simultaneously 
with  the  protein  meal,  corbohydrate  delayed 
amino  acid  absorption  and  prevented  “flood- 
ing” the  tissues  with  amino  acids®  which  only 
could  be  catabolized  and  excreted.  The  latter 
role  of  carbohydrates  in  protein  sparing  has 
not  been  substantiated,  nor  can  it  be  shown 
that  carbohydrates  provide  precursors  for 
formation  of  missing  non-essential  amino 
acids. "7 

Present  evidence  suggests  that  the  protein 
sparing  effect  of  glucose  can  be  traced  to  its 
control  of  the  formation  of  ammonia  (pre- 
cursor of  urea)  in  the  liver.®  Figure  (5)  shows 
in  outline  form  the  proposed  mechanism. 
Carbohydrate  metabolism  maintains  the  es- 
sential coenzyme,  diphosphopyridine  neu- 
cleotide  (D®N)  in  a chemically  reduced  state. 
Reduced  diphosphopyridine  nucleotide  (D^N- 
H)  shifts  the  reaction  to  the  left,  resulting  in 
amino  acid  and  protein  synthesis.  When  DPN 
is  maintained  in  an  oxidized  state,  as  may 
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occur  when  carbohydrate  metabolism  is  min- 
imal, the  reaction  proceeds  to  the  right,  i.e., 
from  glutamic  acid  to  ammonia. 


•C-KCTO  AKtINO 
glutarAts  ACIOS 

ruanssMiMASg 


.i-KETOACIOS  RCtO 


Fig.  5:  Mechanism  of  ammonia  formation  in  the 
liver.  Ammonia  is  the  precursor  of  urea. 
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Annual  Fall  Meeting 
South  Dakota  Society  of 
Obstetrics  and  Gynecology 
Sioux  Falls  — Sept.  6,  1958 

Dr.  Paul  Burns  — Guest  Speaker 
University  of  Colorado 
Two  Panel  Discussions  ■ — by  local  talent 
No  door  prizes-— 

No  early  bird  gifts — 

No  give  aways — 

No  bingo — 

Nothing  for  the  ladies — 

BUT 

Golf  in  A.M. 

Buffet  lunch  at  Town  Club 
Dinner  at  Country  Club 
Cocktails  at  private  homes 

For  Reservations  Contact 
C.  A.  Stern,  M.D. 

1320  S.  Minnesota  Ave. 

Sioux  Falls,  S.  D. 

For  Golf  Reservations  Contact 
S.  Brzica,  M.D. 

Sioux  Falls  Clinic 
Sioux  Falls,  S.  D. 


CLINIC  DAY 
September  3*  1958 

Sioux  Valley  Hospital  Sioux  Falls,  S.  D. 


Dr.  Charles  B.  Mitchell,  Moderator 

8:00  A.M.  Coffee 

8:30  A.M.  Radio-iodine  and  Thyroid  Disorders 

— Dr.  Donald  B.  Breit 

8:50  A.M.  Hyperventilation  Syndrome 

— -Dr.  Warren  Jones 

9:10  A.M.  Idiopathic  Pulmonary  Hemosiderosis 
— -Case  Report 

—Dr.  Charles  Ihle 

9:30  A.M.  Felty’s  Syndrome  ■ — • Two  Case  Reports 

— Dr.  E.  E.  Greenough 

9:50  A.M.  Hepatitis  Following  Dental  Extractions 

—Dr.  E.  S.  Kahler 

10:10  A.M.  An  Unusual  Case  of  Urolithiasis 

— Dr.  Duane  Greenfield 

10:30  A.M.  Primary  Cecarean  Section  at  Sioux 
Valley  Hospital 

— Dr.  Robert  Olson 

10:50  A.M.  Intrapartum  Deaths  at  Sioux  Valley 
Hospital 

— -Dr.  C.  A.  Stem 

11:10  A.M.  Unusual  Cases  of  Pediatric  Gynecology 

— Dr.  F.  S.  Stahmann 

11:45  A.M.  Noon  Luncheon — “Are  You  Listening?” 

— • Dr.  A.  A.  Lamport,  President  of 
South  Dakota  State  Medical  Associa- 
tion. 


1:30  P.M.  Pitfalls  in  Spinal  Puncture 

—Dr.  George  Smith 

1:50  P.M.  A Survey  of  Gallbladder  Operations 
Performed  at  Sioux  Valley  Hospital 

— Dr.  Emil  Ericksen 

2:10  P.M.  Actinomycotic  Peritonitis  with  Re- 
covery 

—Dr.  L.  G.  Leraan 

2:30  P.M.  Hernia  in  Infants  and  Children 

—Dr.  Wallace  Arneson 

2:50  P.M.  Coffee 

3:10  P.M.  Traumatic  Esophageal  Rupture  — Re- 
covery With  Surgical  Treatment 

■ — Dr.  Robert  E.  Nelson 

3:30  P.M.  Imperforate  Anus  of  the  Newborn 

. — -Dr.  Russell  Greenfield 


This  will  be  the  program  for  the  Annual  Sioux 
Valley  Clinic  Day.  Which  is  to  be  held  at  the  Sioux 
Valley  Hospital.  All  doctors  in  the  surrounding 
territory  are  cordially  invited. 
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Report  on  Actions  of  the  House  of  Delegates 
American  Medical  Association 
107th  Annual  Meeting 
June  23-27,  1958 
San  Francisco 


SAN  FRANCISCO,  June  27  — The  United 
Mine  Workers  of  America  Welfare  and  Re- 
tirement Fund,  Social  Security  coverage  for 
self-employed  physicians,  relations  with  vol- 
untary health  organizations,  veterans’  med- 
ical care,  the  Medicare  program,  the  Associa- 
tion’s Washington  Office  and  over-all  legisla- 
tive system,  the  medical  aspects  of  hypnosis 
and  the  advertising  of  over-the-counter  med- 
ications were  among  the  variety  of  subjects 
acted  upon  by  the  House  of  Delegates  at  the 
American  Medical  Association’s  107th  Annual 
Meeting  held  June  23-27  in  San  Francisco. 

Dr.  Louis  M.  Orr,  urologist  of  Orlando,  Fla., 
was  chosen  unanimously  as  president-elect 
for  the  coming  year.  Dr.  Orr,  who  in  recent 
years  has  been  vice  speaker  of  the  House  of 
Delegates  and  chairman  of  the  A.M.A.  Com- 
mittee on  Federal  Medical  Services,  will  be- 
come president  of  the  American  Medical  As- 
sociation at  the  June,  1959,  meeting  in  At- 
lantic City.  He  then  will  succeed  Dr.  Gumiar 
Gundersen  of  La  Crosse,  Wis.,  who  became 
the  112th  president  at  the  Tuesday  night  in- 
augural ceremony  in  the  Rose  and  Concert 
Rooms  of  the  Sheraton-Palace  Hotel. 

The  1958  Distinguished  Service  Award  of 
the  American  Medical  Association  was  voted 
to  Dr.  Frank  Hammond  Krusen,  professor  of 
physical  medicine  and  rehabilitation  at  Mayo 
Foundation,  Rochester,  Minn.,  for  his  out- 
standing achievements  and  contributions  in 
the  field  of  physical  medicine  and  rehabili- 
tation. For  only  the  fourth  and  fifth  times  in 
A.M.A.  history,  the  House  also  approved 
special  citations  to  laymen  for  outstanding 
service  in  advancing  the  ideals  of  medicine 
and  contributing  to  the  public  welfare.  Re- 
cipients of  these  awards  were  Mrs.  Charles 
W.  Sewell  of  Otterbein,  Ind.,  who  has  spent 
45  years  in  rural  health  work,  and  Gobind  Be- 
hari  Lai,  Ph.D.,  distinguished  science  writer 


and  Pulitzer  prize  winner. 

With  half  a day  of  the  meeting  still  to  go, 
total  registration  Thursday  night  had  reached 
37,520,  including  13,034  physicians  . 

United  Mine  Workers 

Major  discussion  of  relations  between  med- 
icine and  the  UMWA  Welfare  and  Retirement 
Fund  centered  on  a reference  committee  re- 
port which  concurred  in  a Board  of  Trustees 
opinion  that  final  action  on  two  resolutions 
adopted  in  December,  1957,  should  be  post- 
poned until  the  final  report  of  the  Commis- 
sion on  Medical  Care  Plans  is  received. 

One  of  those  resolutions,  Number  20,  de- 
clared that  “a  broad  educational  program  be 
instituted  at  once  by  the  American  Medical 
Association  to  inform  the  general  public,  in- 
cluding the  beneficiaries  of  the  Fund,  con- 
cerning the  benefits  to  be  derived  from  pres- 
ervation of  the  American  right  to  freedom  of 
choice  of  physicians  and  hospitals  as  well  as 
observance  of  the  ‘Guides  to  Relationships 
Between  State  and  County  Medical  Societies 
and  the  UMWA  Welfare  and  Retirement 
Fund’  adopted  by  this  House  last  June.”  The 
other  resolution,  Number  24,  called  for  the 
appropriate  A.M.A.  committee  or  council  to 
engage  in  conferences  with  third  parties  to 
develop  general  principles  and  policies  which 
may  be  applied  to  their  relationships  with 
members  of  the  medical  profession. 

In  explaining  its  position  that  final  action 
on  the  two  resolutions  should  be  taken  only 
after  proper  study,  the  reference  committee 
said  it  “anticipates  that  the  final  report  of  the 
Commission  on  Medical  Care  Plans  will  con- 
tain recommendations  serving  to  clarify  the 
relationships  between  the  medical  profession, 
the  patient  and  third  parties,  and  the  com- 
mittee has  been  assured  that  this  can  be  ex- 
pected.” The  committee  also  urged  the  Com- 
mission to  present  its  recommendations  no 
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later  than  December,  1958. 

The  House  of  Delegates,  however,  by  a vote 
of  110  to  72,  adopted  a floor  amendment  “that 
this  section  of  the  Reference  Committee  re- 
port be  amended  to  show  that  our  A.M.A. 
Headquarters  Staff  is  directed,  under  super- 
vision of  the  Board  of  Trustees,  to  proceed 
immediately  with  the  campaign  which  was 
originally  ordered  at  Philadelphia  last  De- 
cember, that  no  further  delays  will  be  tol- 
erated, and  that  the  Council  on  Medical  Ser- 
vice be  relieved  of  any  further  responsibility 
in  this  matter.” 

Social  Security  Coverage 
In  considering  seven  resolutions  dealing 
with  the  inclusion  of  self-employed  physicians 
under  the  Social  Security  Act,  the  House  dis- 
approved of  three  which  called  for  polls  or  a 
referendum  of  the  A.M.A.  membership,  one 
which  favored  state-by-state  participation  in 
Social  Security,  and  two  which  called  for 
compulsory  inclusion  on  a national  basis.  In- 
stead, the  House  adopted  a resolution  point- 
ing out  that  “American  physicians  always 
have  stood  on  the  principle  of  security 
through  personal  initiative,”  and  reaffirming 
unequivocal  opposition  to  the  compulsory  in- 
clusion of  self-employed  physicians  in  the 
Social  Security  system. 

On  the  question  of  polls,  the  House  ex- 
pressed the  opinion  that  any  poll  should  be 
taken  on  a state-by-state  basis  and  the  results 
transmitted  to  the  A.M.A.  delegates  from  that 
state.  It  also  pointed  out  that  since  there  is 
no  provision  in  the  Constitution  and  Bylaws 
for  a referendum  of  members,  such  a referen- 
dum would  usurp  the  duties  and  prerogatives 
of  the  House  of  Delegates,  which  is  the  Asso- 
ciation’s policy-making  body. 

Voluntary  Health  Organizations 
Dealing  with  problems  that  have  arisen  in 
the  raising  and  distributing  of  funds  since  de- 
velopment of  the  concept  of  united  commun- 
ity effort,  the  House  adopted  the  following 
statement  offered  in  the  form  of  amendments 
from  the  floor: 

“1.  That  the  House  of  Delegates  reiterate 
its  commendation  and  approval  of  the  prin- 
cipal voluntary  health  agencies. 

“2.  That  it  is  the  firm  belief  of  the  Amer- 
ican Medical  Association  that  these  agencies 
should  be  free  to  conduct  their  own  programs 
of  research,  public  and  professional  education 
and  fund  raising  in  their  particular  spheres  of 


interest. 

“3.  That  the  House  of  Delegates  respect- 
fully requests  that  the  American  Medical  Re- 
search Foundation  take  no  action  which 
would  endanger  the  constructive  activities  of 
the  national  voluntary  health  agencies. 

“4.  That  the  Board  of  Trustees  continue  ac- 
tively its  studies  of  these  perplexing  problems 
looking  forward  to  their  ultimate  solution.” 

Veterans'  Medical  Care 

Pointing  out  that  the  Federal  government 
spent  $619,614,000  on  hospitalized  medical 
care  of  veterans  in  VA  hospitals  in  1957,  of 
which  about  75  per  cent  had  non-service- 
connected  disabilities,  and  that  ways  and 
means  of  obtaining  economy  in  Federal  gov- 
ernment are  allegedly  being  sought  by  Con- 
gress at  this  time,  the  House  urged  Congres- 
sional action  to  restrict  hospitalization  of 
veterans  at  VA  hospitals  to  those  with  ser- 
vice-connected disabilities.  It  also  recom- 
mended that  the  American  Medical  Associa- 
tion suggest  to  the  Dean’s  Committees  that 
they  restrict  their  activities  to  Veterans  Ad- 
ministration hospitals  admitting  only  patients 
with  service-connected  disabilities. 

The  Medicare  Program 

In  disapproving  resolution  calling  for  re- 
peal, modification  or  amendment  of  Public 
Law  569,  the  House  took  the  position  that  de- 
sired changes  in  the  Medicare  program  could 
be  accomplished  through  modification  of  the 
present  implementing  directives  without  the 
necessity  for  new  legislation.  The  House  re- 
affirmed the  action  taken  last  year  in  New 
York  recommending  that  the  decision  on 
type  of  contract  and  whether  or  not  a fee 
schedule  is  included  in  future  contract  nego- 
tiations should  be  left  to  individual  state  de- 
termination. Also  reaffirmed  was  the  Asso- 
ciation’s basic  contention  that  the  Dependent 
Medical  Care  Acts  as  enacted  by  Congress 
does  not  require  fixed  fee  schedules;  the  es- 
tablishment of  such  schedules  would  be  more 
expensive  than  permitting  physicians  to 
charge  their  normal  fees,  and  fixed  fee  sched- 
ules would  ultimately  disrupt  the  economics 
of  medical  practice. 

Washington  Office 

The  House  adopted  a resolution  requesting 
the  Board  of  Trustees  to  make  an  immediate 
survey  and  re-evaluation  of  “the  functions 
and  effectiveness  of  the  over-all  A.M.A.  legis- 
lative system,  including  the  Washington 
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office,  in  the  light  of  present-day  needs  of  the 
government,  public  and  medical  profession 
alike  for  effective  liaison  between  govern- 
ment and  medicine  on  all  matters  affecting 
the  public’s  health  and  adequate,  prompt  and 
accurate  transmittal  to  the  full  membership 
of  the  A.M.A.  of  information  on  all  current 
public  issues  in  which  the  physician  has  a di- 
rect interest.”  The  House  asked  that  the 
Board  of  Trustees  implement,  as  rapidly  as 
possible,  all  changes  and  additions  that  its 
survey  discloses  are  desirable  to  achieve  the 
basic  purpose  of  the  resolution,  “effective 
public  and  government  relations.” 

Medical  Aspects  of  Hypnosis 

A Council  on  Mental  Health  report  on 
“Medical  Use  of  Hypnosis”  was  approved  by 
the  House,  which  recommended  that  it  be 
published  in  the  Journal  on  the  American 
Medical  Association  with  bibliography  at- 
tached. The  report  stated  that  general  prac- 
titioners, medical  specialists  and  dentists 
might  find  hypnosis  valuable  as  a therapeutic 
adjunct  within  the  specific  field  of  their  pro- 
fessional competence.  It  stressed,  however, 
that  all  those  who  use  hypnosis  need  to  be 
aware  of  the  complex  nature  of  the  phen- 
omena involved.  Teaching  related  to  hyp- 
nosis should  be  under  responsible  medical  or 
dental  direction,  the  report  emphasized,  and 
should  include  the  indications  and  limitations 
for  its  use.  The  report  urged  physicians  and 
dentists  to  participate  in  high  level  research 
on  hypnosis,  and  it  vigorously  condemned  the 
use  of  hypnosis  for  entertainment  purposes. 

Over-the-Counier  Medications 

The  House  endorsed  recommendations  by 
the  Public  Relations  Department  that: 

The  A.M.A.  join  with  other  interested 
groups  in  setting  up  an  expanded  voluntary 
program,  coordinated  by  the  National  Better 
Business  Bureau,  which  will  seek  to  eliminate 
objectionable  advertising  of  over-the-counter 
medicines. 

The  A.M.A.  counsel  with  the  National  Bet- 
ter Business  Bureau  in  the  selection  of  a phys- 
icians’ advisory  committee. 

The  established  facilities  of  the  A.M.A., 
such  as  the  Chemical  Laboratory,  the  offices 
of  the  various  scientific  councils,  and  the 
Bureau  of  Investigation,  be  made  available, 
so  far  as  is  feasible,  to  aid  in  the  carrying  out 
of  this  program. 

The  Public  Relations  Department  continue 


its  liaison  work  with  the  various  groups  in- 
volved and  assist  in  the  development  and 
operation  of  this  program  in  any  way  pos- 
sible. 

The  A.M.A.  become  a sustaining  member 
of  the  National  Better  Business  Bureau,  giv- 
ing evidence  of  its  willingness  and  desire  to 
support  this  organization  in  its  worthwhile 
activities. 

Miscellaneous  Actions 

Among  a wide  variety  of  actions  on  many 
subjects,  the  House  also: 

Adopted  amendments  to  the  Constitution 
and  Bylaws  which  eliminate  the  separate  of- 
fices of  Secretary  and  Treasurer,  combining 
them  into  one,  and  which  change  the  titles  of 
the  General  Manager  and  Assistant  General 
Manager  to  Executive  Vice  President  and 
Assistant  Executive  Vice  President; 
Recommended  the  appointment  of  a Com- 
mittee on  Atomic  Medicine  and  Ionizing 
Radiation  and  suggested  that  it  concern  it- 
self with  informing  the  American  public  on 
all  phases  of  radiation  hazards  related  to  the 
national  health; 

Approved  in  principle  the  admission  of  the 
Virgin  Islands  Medical  Society  as  a consti- 
tuent society  of  the  American  Medical  Asso- 
ciation; 

Commended  the  Federal  Food  and  Drug 
Administration  for  its  untiring  efforts  in  be- 
half of  the  public  and  the  profession,  and 
urged  all  states  to  review  and  strengthen 
their  food  and  drug  laws; 

Approved  the  “Suggested  Guides  for  the 
Organization  and  Operation  of  Medical  So- 
ciety Committees  on  Aging,"  submitted  by 
the  Council  on  Medical  Service; 

Commended  the  Committee  on  Medical  and 
Related  Facilities  of  the  Council  on  Medical 
Service  for  its  report  on  the  Hill-Burton 
Study  and  approved  its  recommendations; 

Requested  that  any  funds  provided  under 
the  Public  Assistance  provisions  of  the  Social 
Security  Act  for  medical  care  of  the  indigent 
be  administered  by  a voluntary  agency  such 
as  Blue  Shield  on  a cost  plus  basis  or  by  a 
specific  agency  established  by  the  medical 
society  of  the  state  in  which  indigent  care  is 
rendered; 

Directed  the  Board  of  Trustees  to  study 
problems  pertaining  to  licensure  by  recip- 
rocity and  to  consult  with  the  Federation  of 
State  Medical  Boards  in  an  attempt  to  find  a 
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satisfactory  solution; 

Urged  all  members  of  the  House  of  Dele- 
gates to  give  'full  consideration  to  the  prelim- 
inary report  of  the  Committee  on  Preparation 
for  General  Practice  and  to  submit  comments 
and  suggestions  to  that  committee; 

Expressed  the  opinion  that  some  operating 
room  experience  is  valuable  and  necessary 
training  for  all  nurses; 

Recommended  that  general  hospitals, 
wherever  feasible,  be  encouraged  to  permit 
the  hospitalization  of  suitable  Psychiatric  pa- 
tients, and 

Approved  a National  Interprofessional 
Code  for  physicians  and  attorneys  prepared 
by  the  joint  liaison  committee  of  the  Amer- 
ican Medical  Association  and  the  American 
Bar  Association. 

Opening  Session 

At  the  Monday  opening  session  Dr.  David 
B.  Allman,  retiring  A.M.A.  president,  urged 
every  physician  to  rededicate  himself  to  the 
service  of  mankind  and  every  medical  society 
to  strengthen  its  disciplinary  system  “to  pre- 
vent the  very  few  from  besmirching  the  vast 
majority  of  us.”  Dr.  Gundersen,then  presi- 
dent-elect, said  the  Association  is  moving 
ahead  in  finding  the  best  possible  ways  to 
serve  both  the  public  and  the  medical  pro- 
fession, and  he  declared  there  is  no  reason  to 
believe  that  its  influence  and  impact  will  not 
continue  to  grow  in  the  times  ahead.  The 
Goldberger  Award  in  clinical  nutrition  was 
presented  to  Dr.  Virgil  P.  Sydenstricker,  pro- 
fessor emeritus  of  medicine  at  the  Medical 
College  of  Georgia. 

Inaugural  Ceremony 

Dr.  Gundersen,  in  his  Tuesday  night  in- 
augural address,  called  upon  the  medical  pro- 
fession to  accept  its  full  responsibilities  in 
promoting  better  world  health,  brotherhood 
and  peace,  adding  that  “the  time  has  come 
when  medical  statesmanship  must  be  used 
to  augment  the  methods  of  political  diplo- 
macy.” Dr.  Gundersen  also  presented  the 
Distinguished  Service  Award  to  Dr.  Krusen 
and  the  special  layman  citations  to  Mrs.  Se- 
well and  Dr.  Lai.  The  Shrine  Chanters  of 
Oakland,  Calif.,  provided  choral  numbers 
during  the  program. 

Election  of  Officers 

In  addition  to  Dr.  Orr,  the  new  president- 
elect, the  following  officers  were  selected  by 
the  House  on  Thursday: 

Dr.  W.  Linwood  Ball  of  Richmond,  Va.,  vice 


president;  Dr.  E.  Vincent  Askey  of  Los  An- 
geles, re-elected  speaker,  and  Dr.  Norman  A. 
Welch  of  Boston,  vice  speaker. 

Dr.  Warren  W.  Furey  of  Chicago  was  elec- 
ted for  a five  year  term  on  the  Board  of  Trus- 
tees, succeeding  Dr.  E.  S.  Hamilton  of  Kan- 
kakee, 111.  Dr.  Raymond  M.  McKeown  of 
Coos  Bay,  Ore.,  was  re-elected  for  a five  year 
term,  and  Dr.  R.  B.  Robins  of  Camden,  Ark., 
was  named  to  fill  the  unexpired  term  of  Dr. 
F.  J.  L.  Blasingame.  Dr.  Leonard  W.  Larson 
of  Bismarck,  N.  D.,  was  elected  chairman  of 
the  Board  at  its  organizational  meeting  after 
the  Thursday  elections. 

Dr.  George  A.  Woodhouse  of  Pleasant  Hill, 
Ohio,  was  renamed  to  the  Judicial  Council. 
Elected  to  the  Council  on  Medical  Education 
and  Hospitals  were  Dr.  Leland  S.  McKittrick 
of  Brookline,  Mass.,  to  succeed  himself,  and 
Dr.  John  V.  Bowers  of  Madison,  Wis.,  to  suc- 
ceed Dr.  Victor  Johnson  of  Rochester,  Minn. 

Dr.  R.  B.  Chrisman,  Jr.,  of  Coral  Gables, 
Fla.,  and  Dr.  J.  F.  Burton  of  Oklahoma  City, 
Okla.,  were  re-elected  to  the  Council  on  Med- 
ical Service.  For  the  same  Council,  Dr.  Rus- 
sell B.  Roth  of  Erie,  Pa.,  was  named  to  fill 
the  unexpired  term  of  Dr.  H.  B.  Mulholland 
of  Charlottesville,  Va.,  resigned. 

Three  members  were  elected  to  the  Coun- 
cil on  Constitution  and  Bylaws:  Dr.  William 
Stovall  of  Madison,  Wis.,  to  succeed  Dr.  Stan- 
ley H.  Osborn  of  Hartford,  Conn.;  Dr.  William 
Hyland  of  Grand  Rapids,  Mich.,  to  fill  the  un- 
expired term  of  Dr.  Floyd  S.  Winslow,  de- 
ceased, of  Rochester,  N.  Y.,  and  Dr.  Walter 
Bornemeier  of  Chicago,  to  replace  Dr.  Furey. 

The  House  approved  a Board  of  Trustees 
announcement  that  Miami  Beach  will  replace 
Chicago  as  place  of  the  1960  Annual  Meeting, 
and  New  York  will  be  the  site  of  the  1961  An- 
nual Meeting.  Action  was  postponed  on  selec- 
tion of  the  city  for  the  1962  Annual  Meeting. 

Rising  votes  of  appreciation  were  given  to 
Dr.  Hamilton;  Dr.  George  F.  Lull,  retiring 
secretary,  and  Dr.  J.  J.  Moore,  retiring  treas- 
urer. 

At  the  Wednesday  session  of  the  House  the 
Illinois  State  Medical  Society  made  another 
record  state  society  contribution  to  the  Amer- 
ican Medical  Education  Foundation  by  turn- 
ing over  a check  for  $177,500  to  Dr.  Lull,  now 
foundation  president. 

Compiled  by  AMA  Staff 
Members  for  the  Delegate, 
A.  A.  Lampert,  M.D. 
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STRATEGY  IS  EVERYBODY'S  BUSINESS 
Remarks  by  Frank  Rockwell  Barnett 
Director  of  Research,  The  Richardson 
Foundation,  Inc.* 
at  the  annual  meeting  of  the 
Conference  of  Presidents  and  Other  Officers 
of  State  Medical  Associations 
San  Francisco,  California  — June  22,  1958 


It  is  always  a genuine  pleasure  for  a re- 
search professor  to  be  unchained  — tempor- 
arily — from  his  shelf  in  the  ivory  tower  and 
afforded  the  chance  to  inflict  his  theories  on 
a whole  roomful  of  practical-minded  men  of 
affairs.  I hope  to  prove,  however,  that  one 
of  the  most  practical,  down-to-earth  assign- 
ments for  the  American  doctor  today  is  to 
become  a serious  student  of  Public  Affairs  — 
including  politics,  economic  philosophy, 
foreign  policy,  national  defense  strategy  and 
the  educational  theory  that  molds  your  chil- 
dren — and  through  them  — the  will  and 
character  of  this  nation  in  the  time  of  trouble 
that  lies  before  us.  For  the  next  two  decades 
may  decide  the  fate  of  man  for  the  next  500 
years,  or  forever. 

Doctors  are  often  very  stern  when  they 
prescribe  for  patients  who  refuse  to  take 
warning  signs  seriously.  May  I,  as  a layman, 
turn  the  tables  and  be  somewhat  stern  with 
this  distinguished  body?  The  “patient”  in 
this  case  is  the  body  politic:  a free  society 
which  encourages  individual  initiative  in  bus- 
iness, law,  medicine  and  engineering.  The 
diagnosis  for  that  civilization  is  cancer  in  the 
intestines  and  paralysis  of  the  will.  The  prog- 
nosis is  an  untimely  and  for  a patient  too  soft 
to  endure  surgery,  too  undisciplined  to  take 
medicine,  too  purposeless  to  survive.  It  will 
involve  intellectual  therapy  and  moral  hy- 
giene; or,  in  old-fashioned  terms,  homework 
and  willpower. 

I hope  to  demonstrate  that  it  is  important 
for  doctors  to  think  about  political  muscle 
tone,  ideological  x-rays,  and  preventive  edu- 
cation. I hope  also  to  indicate  that  — unless 
at  least  one  man  out  of  every  three  in  this 
room  commits  himself  to  an  active  role  in 
Public  Affairs  — then  it  is  unlikely  that  your 
profession  will  survive  its  competition.  By 

* The  opinions  herein  expressed  do  not  necessarily 

represent  those  of  the  Richardson  Foundation, 

Inc. 


“competition,”  I do  not  mean  the  friendly  race 
between  Blue  Cross  and  other  insurance  pro- 
grams. There  is  a new  kind  of  “competition” 
abroad  in  the  world  today.  This  form  of  COM- 
PETITION, spelled  in  “all-caps,”  is  designed 
to  destroy  — utterly  and  for  all  time  — the 
moral,  legal  and  political  framework  of  the 
civilization  which  undergirds  our  voluntary 
society.  If  Genghis  Khan  & Co.  win  this 
competitive  struggle,  there  will  be  no  second 
chance  for  freedom. 

The  American  Voluntary  Society  faces  two 
mighty  competitors  — World  Communism 
and  International  Socialism.  Some  students 
would  argue  that  Communism  and  Socialism 
are  twin  engines  in  the  same  juggernaut.  But 
perhaps  there  are  useful  distinctions.  The 
threat  of  Communism  is  largely  external, 
military,  scientific,  political,  and  economic.  It 
is  an  immediate  threat.  Its  weapons  are  vio- 
lence, subversion,  propaganda  and  blackmail. 
The  danger  of  Socialism  is  largely  internal 
and  long-range.  Its  weapons  are  education, 
persuasion  and  the  ballot-box. 

Many  Socialists  are  firmly  opposed  to  the 
force  and  terror  of  Communism.  Socialists  — 
unlike  hard  core,  fanatical  Communists  — 
are  sometimes  open  to  counter  persuasion 
from  men  sufficiently  articulate  to  debate 
issues  with  them.  Socialists  have  been  voted 
out  of  power  in  England  and  Australia  — but 
when  Communists  have  been  threatened  by 
the  will  of  the  people,  they  have,  as  in  Hun- 
gary, sent  in  armored  divisions  to  crush  the 
opposition  to  lifeless  pulp. 

Although  I do  not  in  any  way  agree  with 
Socialist  economic  theory,  it  is  only  fair  to 
admit  that  many  Socialists  — as  human 
beings  — are  honorable,  decent  and  even 
idealistic  people  who  want  to  achieve  good 
things  for  humanity.  They  are  not  profes- 
sional revolutionaries  or  conspirators  like  the 
Communists.  Indeed,  some  Socialists  are  so 
idealistic  they  cannot  comprehend  how  ruth- 
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less  and  cynical  Communists  can  be.  When 
Communists  come  to  power,  Socialist  intellec- 
tuals are  often  the  first  to  be  purged.  In 
Czechoslovakia,  for  example,  a Socialist 
leader  named  Masaryk  tried  to  walk  a 
“middle  course”  between  Communism,  and 
Western  Democracy.  He  ended  up,  still  in  the 
middle-of-the-road  all  right — but  from  nine 
stories  up  where  someone  had  pushed  him  out 
of  the  window. 

Although  they  use  different  means,  both 
communism  and  Socialism  confront  America 
with  a mortal  challenge  — and  we  are  in 
danger  of  being  caught  between  hammer  and 
anvil.  The  external  threat  is  ubiquitous  and 
terribly  real;  yet  free  men  hesitate  to  oppose 
the  Communist  enemy  on  all  fronts  for  fear 
we  may  gradually  surrender  our  own  civil 
liberties,  economic  freeds  and  political  liber- 
ties to  Big  Government  here  at  home. 

Is  there  any  way  out  of  the  dilemma?  One 
remedy  is  to  apply  the  American  genius  for 
voluntary  action  to  the  realm  of  public  af- 
fairs. But  this  requires  that  the  managers  and 
professional  leaders  of  our  society  must  take 
Public  Affairs  their  avacation  — their  full- 
time hobby.  They  dare  not  hold  aloof  from 
political  life  and  from  hard  inteddectual 
effort.  They  will  have  to  do  their  “home- 
work” in  philosophy  and  history.  And  they 
must  not  wait  for  another  Pearl  Harbor  or 
giant  depression  to  move  them  to  prudent 
action. 

Pearl  Harbor  proves  a point  — because 
Pearl  Harbor  was  an  event  that  permanently 
changed  the  lives,  fortunes  and  future  of 
every  man  in  this  room.  Beyond  that,  Pearl 
Harbor  radically  revised  American  axioms 
about  world  geography  and  power  politics.  In 
a handful  of  minutes,  Japanese  dive-bombers 
not  only  sank  our  Pacific  Fleet;  they  also 
torpedoed  unreal  assumptions  about  the  tech- 
nical capacity  of  “foreigners”  and  the  use  of 
trade  or  good  will  as  effective  means  of  de- 
terring aggression. 

We  had  thought  that  East  was  East  and 
West  was  West.  We  learned  the  hard  way 
that  20th  Century  America  is  cheek  by  jowl 
with  the  Orient,  that  the  Burma  Road  inter- 
sects with  Main  Street,  that  Tokyo  and  Ber- 
lin — and  now  Moscow  and  Peiping  — are 
closer  to  Chicago  than  Philadelphia  was  to 
Boston  at  the  time  of  the  American  revolu- 
tion. 


These  lessons  were  derived  from  the  bomb- 
ing of  December  7th,  1941.  But  on  December 
6th,  1941,  America  was  already  at  war,  even 
though  we  didn’t  know  it;  for  while  it  takes 
two  to  keep  the  peace,  it  takes  only  one  to 
make  a war.  So,  as  America  slept,  the  car- 
riers of  Imperial  Japan  were  converging  on 
Hawaii.  The  bombs  had  been  loaded,  the 
pilots  briefed,  the  mission  assigned,  the  die 
cast  for  our  people  by  war  lords  on  the  far 
side  of  the  earth.  We  learned  that  war  starts 

— not  at  the  moihent  of  the  surprise  attack  ■ — 
but  whe.ii  the  enemy  completes  his  final  plans 
and  commits  his  resources  to  conflict. 

Again  we  are  at  war  — a new  kind  of  war 
with  unorthodox  rules  and  camouflaged 
weapons.  Our  failure  to  recognize  that  fact 
does  not  affect  the  designs  of  the  Kremlin. 
Again,  it  is  an  enemy  — not  ourselves  — who 
has  decided  to  involve  the  United  States  in 
conflict.  Again,  our  own  good  intentions  are 
beside  the  point.  And,  again,  there  is  danger 
our  country  may  drowse  through  the  after- 
noon of  its  December  6th,  through  a night  of 
no  return,  into  another  kind  of  Pearl  Harbor 

— where  the  hour  and  the  place,  and  the  cost 
and  the  sacrifice  are  all  determined  by  factors 
outside  our  control. 

Only  this  time,  the  odds  are  m,uch  heavier 
against  America  than  on  that  other  December 
6th,  sixteen  years  ago.  What  if,  in  1941,  the 
power  of  Japan  had  already  swallowed  two- 
fifths  of  the  earth?  What  if  Japanese  science 
had  in  some  respects  surpassed  our  own? 
What  if  Tokyo  had  dominated  a billion  people 
whose  labor  could  be  coerced  to  the  cause  of 
conquest?  What  if  her  fifth  columns  had 
penetrated  every  country  in  the  world,  in- 
cluding the  United  States?  What  if  Japan  had 
had  vast  natural  resources,  abundant  water 
power,  access  to  oil,  no  need  to  import  steel 
or  coal?  And  what  if  Japanese  submarines 
and  bombers,  armed  with  atomic  weapons, 
had  been  based  as  close  as  Alaska,  Mexico, 
Canada,  Catalina,  Nantucket,  Key  West  and 
Bermuda?  The  equivalent  of  this  nightmare 
supposition  has  come  to  pass  since  1945,  with 
the  Soviet  Conquest  of  space  and  the  inven- 
tion of  guided  missiles  — with  the  manpower 
of  China  and  the  resources  of  Eastern  Europe 
feeding  the  Comm,unist  war  machine  — ■ aji.d 
with  India,  the  wealth  of  Indonesia  and  the 
oil-rich  Middle  East  only  three  assassinations 
and  a few  street  fights  removed  from  the 
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grasp  of  the  Kremlin. 

In  short,  an  Asiatic  conqueror  stands  on 
our  frontier.  Owing  to  science,  the  Atlantic 
Ocean  is  no  wider  than  the  Rio  Grande. 
Owing  to  technology,  the  Pacific  is  no  broader 
than  Lake  Michigan;  and  the  wastelands  of 
the  North  can  be  bridged  in  a few  hours’ 
flight.  We  Americans  are  face  to  face  witli 
the  descendants  of  Genghis  Khan. 

Indeed,  television  brings  Mr.  Khrushchev 
into  millions  of  American  living  rooms  to 
lecture  on  the  glories  and  inevitable  triumphs 
of  World  Socialism.  When  a Soviet  leader 
denounces  Wall  Street  monopolies,  his  mes- 
sage is  transmitted  free  of  charge  on  the  front 
pages  of  American  newspapers  and  con- 
tributes to  the  general  climate  of  opinion  in 
this  country. 

His  Armies  Practice  "Conquest  by 
Communication" 

Krushchev  & Co.  are  no  longer  a rude  bar- 
barian horde.  They  are  disciplined  in  science 
and  well-armed  with  engineering.  They  are 
schooled  in  economics  and  political  theory. 
They  speak  many  languages.  They  have 
learned  to  use  education,  literature,  art,  trade 
and  even  religion  as  weapons  of  subversion. 
Above  all,  they  are  superbly  trained  in  the 
conduct  of  symbol-warfare  — in  conquest  by 
communication  and  warfare  by  words. 

The  Military  Cannot  Defend  America 
Against  Symbol-Warfare 

That  is  why  we  must  talk  about  manage- 
ment’s responsibility  for  Public  Affairs  and 
National  Security.  In  the  past,  wars  were 
chiefly  shooting  matches,  and  businessmen 
naturally  left  Defense  problems  in  the  hands 
of  America’s  soldiers.  Today,  the  front  is 
everywhere.  Certain  intangibles  can  literally 
“wash  out”  the  material  foundations  of  de- 
fense. If  the  world  climate  of  opinion  is  mo- 
bilized against  us  by  propaganda,  we  will  lose 
markets,  air  bases  and  access  to  strategic  raw 
materials.  If,  here  at  home,  we  lose  the  will 
to  sacrifice  or  cynically  disregard  our  spirit- 
ual traditions,  our  physical  wealth  will  not 
safeguard  American  Civilization.  Today,  Na- 
tional Defense  begins  at  the  level  of  domestic 
political  morality,  the  quality  of  citizenship 
training  for  our  youth,  and  the  reputation  of 
American  business  growth  both  here  and 
abroad.  These  “intangibles”  are  the  clear 
responsibility  of  private  citizens. 


We  Are  Faced  With  the  Problem  of 
National  Survival 

Ancient  Carthage,  with  its  luxury  standard 
of  living,  refused  to  make  minimum  sacrifices 
to  support  Hannibal  and  did  not  survive. 
Cato’s  relentless  chant  — “Carthage  must  be 
destroyed”  — ■ did  not  awaken  the  indolent 
Africans  from  their  preoccupation  with  bus- 
iness-as-usual.  They  couldn’t  believe  that 
Cato,  like  Khruschchev,  meant  what  he 
threatened.  Similarly,  Rome  itself,  enter- 
tained with  bread-and-circuses  and  arrogant 
in  its  splendor,  did  not  survive  the  onslaught 
of  the  Vandals  and  Visigoths.  The  technical 
skill  that  built  her  roads  and  aqueducts,  the 
“know-how”  of  her  administrators,  the  glory 
of  her  law  — • none  of  these  assets  saved  an 
effete  and  over-civilized  Rome. 

Nor  did  Rome’s  National  Product  protect 
her.  The  Visigoths  had  no  GNP  whatsoever 
only  weapons  and  will  power.  These  dis- 
mal comments  on  Carthage  and  Rome  could 
be  repeated  for  other  proud  civilizations. 
Many  times  in  the  past,  nations  with  high 
standards  of  living  have  been  pushed  to  the 
grave  by  nations  with  low  standards  of  dying. 

History  teaches  us  that  when  a people  put 
indulgence  before  discipline,  worship  welfare 
and  discourage  risk-taking,  they  are  likely 
soon  to  be  forced  into  bankruptcj^'  by  a more 
vital  Competition.  Especially  if  they  no  lon- 
ger believe  in  themselves.  For  nearly  twenty- 
five  years  this  country  has  been  confused  by 
a Cult  of  Doubt.  Too  many  Americans  suffer 
an  odd  guilt  complex  about  their  own  way  of 
life.  Meanwhile  the  missionaries  and  con- 
quistadors of  the  Communist  Church  Militant 
advance  Marxism  as  the  one  true  faith  — and 
they  are  willing  to  die  for  their  belief.  TTiat  is 
why  the  battles  of  the  Cold  War  are  fought 
on  our  side  of  the  Iron  Curtain  and  at  the 
Kremlin’s  initiative.  That  is  why  trying  to 
contain  Communism  with  a Maginot  line  of 
dollars  and  diplomacy  is  bound  to  fail.  We 
forget  that  no  status  quo  power  has  ever 
checked  the  thrust  of  a dynamic  barbarian  — 
for  even  if  the  “Defense”  is  ninety  percent 
successful  on  every  occasion,  a civilization 
can  be  driven  to  its  doom,  ten  yards  at  a time. 

The  Soviets  Have  Made  Startling  Technical 
Gains 

In  1945,  America  enjoyed  absolute  air- 
atomic  supremacy.  In  less  than  a decade, 
Russia  has  broken  our  monopoly  in  nuclear 
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weapons,  beaten  us  into  space,  produced  jet 
aircraft  and  tested  guided  missiles.  A system 
once  contemptuously  called  the  “ox-cart 
economy”  has  built  the  world’s  second  largest 
navy,  graduates  more  than  twice  as  many  en- 
gineers as  America,  and,  by  ruthlessly  disre- 
garding the  claims  of  its  consumers,  is  out- 
producing us  in  heavy  machine  tools,  the 
basic  equipment  of  war. 

The  Real  Threat:  Soviet  Fourth  Dimensional 
Warfare 

But  the  greatest  threat  to  our  civilization 
may  not  stem  from  Soviet  guided  missiles  or 
engineering  of  atomic  weapons.  We  have 
brilliant  scientists,  able  generals  and  inven- 
tive industrialists  who  doubtless  can  safe- 
guard National  Security  on  the  technological 
front.  It  is  in  the  realm  of  “Fourth  Dimen- 
sional Warfare”  — or  psycho-social  combat  — 
that  we  are  hopelessly  outclassed.  We  know 
a lot  about  the  tricks  and  techniques  of  mass 
persuasion  — but  we  have  not  yet  applied 
that  knowledge  to  the  main  challenge  of  our 
time  — how  to  beat  Communism  without 
fighting  a hot  war. 

We  use  advertising  skills  and  the  “hidden 
persuaders”  to  change  consumer  taste  in  salad 
dressing.  We  use  high-powered  public  rela- 
tions to  boost  the  box-office  appeal  of  a 
rock-and-roll  cowboy.  The  Soviets  exploit 
Pavlov,  propaganda  and  group  dynamics  to 
overthrow  empires  and  condition  the  masses 
to  become  addicts  of  Socialism.  They  use 
psychology  to  win  the  world. 

Propaganda  has  always  been  a tool  of  the 
Conqueror.  In  the  age  of  radio,  television  and 
mass  literacy,  however,  political  warfare  has 
become  a primary  weapon.  The  Communists, 
like  the  Nazis  before  them,  use  the  strategy 
of  terror  to  frighten  the  West  into  inaction, 
to  promote  class  warfare  and  thus  divide  and 
conquer,  to  encourage  neutrals  to  ride  the 
Soviet  wave  of  the  future.  The  danger  of  the 
Russian  sputnik  is  not  just  that  it  means  Mos- 
cow can  probably  put  a missile  on  New  York 
or,  in  the  near  future,  aim  atomic  guns  at 
Pittsburgh  and  Detroit  from  a platform  in 
outer  space.  Sputnik  is  a symbol  of  Success- 
ful Socialism.  All  over  the  world,  intellec- 
tuals and  politicians  — already  half  in  love 
with  Marx  — are  saying:  “If  Socialism  can  do 
such  wonderful  things  in  science,  why  not 
give  it  another  chance  with  business?  If 
Communism  is  efficient  in  the  laboratory. 


let’s  try  it  in  our  factories.  If  Marxism  can 
plan  a sputnik  and  build  so  many  splendid 
schools  of  engineering,  we  must  have  Social 
planning  and  Social  engineering  for  every 
part  of  our  society.  Capitalism  is  obsolete.” 

Despite  the  record  of  American  enterprise, 
millions  of  people  — including  some  in  this 
country  — will  believe  that  propaganda. 
Why?  Because  very  few  Americans  can  arti- 
culate what  it  is  we  really  stand  for.  We 
perform,  but  performance  is  not  enough  in  an 
age  of  mass  media.  The  Communists  capture 
the  slogans,  manipulate  the  symbols,  pervert 
the  communications.  The  facts  are  on  our 
side;  but  facts  don’t  necessarily  move  men  to 
action.  More  often,  men  are  motivated  by 
theories,  by  hopes  and  hatreds,  by  envy,  fear 
or  inspiration.  The  Communists  have  done 
their  homework  in  the  human  subconscious. 
From  superstitions  and  buried  emotions  and 
bedrock  beliefs,  they  have  mixed  the  weapons 
of  fourth  dimensional  warfare. 

They  have  put  this  knowledge  to  practical 
use.  With  blackmail  and  infiltration,  they 
captured  Czechoslovakia  without  firing  a 
shot.  That  meant  they  got  the  Skoda  Works 
intact.  For  thirty  years  Moscow  trained  many 
oriental  Communists  in  its  academies  of 
political  warfare.  The  alumni  are  today  the 
rulers  of  Red  China,  the  overlords  of  North 
Korea,  the  leaders  of  the  Communist  thrust 
into  Southeast  Asia.  No  Russian  soldiers  died 
to  score  these  victories.  In  recent  months, 
Communism  has  won  elections  in  India,  In- 
donesia and  South  America.  It  has  penetrated 
Syria  and  Egypt.  It  is  growing  like  a weed 
in  the  fertile  fields  of  Africa.  It  controls 
powerful  party  machines  in  France  and  Italy. 
Communist  political  strategy,  in  short,  is  not 
an  ivory  tower  experiment.  It  pays  Moscow 
huge  dividends  in  real  estate,  military  bases, 
raw  materials,  manpower  — and  continuous 
trouble  for  the  United  States. 

These  things  don’t  happen  by  accident. 
Communism  is  not  just  an  idea;  it  is  a power- 
technique.  Behind  the  Iron  Curtain,  there 
are  more  than  100  schools  and  colleges  of 
propaganda  and  subversion.  Many  Russians 
get  a first-class  education  in  math,  physics, 
and  foreign  languages.  But  other  Russians  — 
and  selected  recruits  from  Asia,  Africa  and 
Latin  America  — receive  professional  train- 
ing in  Conflict  Management  and  psycho- 
logical tactics.  We  have  the  Harvard  School 
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of  Business;  they  have  the  Lenin  Institute  of 
Political  Warfare  — for  politics  is  the  chief 
business  of  Communism. 

It  is  imperative,  of  course,  for  this  nation 
to  win  the  contest  of  science,  electronics  and 
military  hardware.  Otherwise,  the  Soviets 
will  backmail  us  into  surrender.  But  we  can- 
not guarantee  our  security  by  simply  catch- 
ing up  or  staying  ahead  in  science.  After  all, 
we  were  ahead  of  them  for  thirty-five  years 
when,  in  spite  of  our  technological  superior- 
ity, they  scored  victories  by  irregular 
methods.  We  must  create  a shield  of  science 
to  ward  off  a hot  war;  but  we  must  also  learn 
to  make  stronger  moves  on  the  ideological, 
political  and  economic  squares  of  the  Cold 
War  Chessboard. 

To  do  that,  we  must  raise  the  standards  and 
improve  the  quality  of  education  in  economics 
and  philosophy,  American  History,  political 
science  and  foreign  languages  — as  well  as  in 
science  and  engineering.  And  we  must  not  be 
afriad  of  competition  in  the  classroom,  for 
young  America  in  the  next  two  decades  is 
going  to  face  the  most  ruthless  competition 
the  world  has  ever  known. 

American  Business  cannot  afford  to  be  a 
mere  spectator  at  this  match  for  the  future 
of  mankind.  The  “managers”  of  Soviet  So- 
ciety are  all  committed  to  agitation  and 
politics.  They  are  conflict  minded.  You  can’t 
do  business  with  Moscow,  because  Com- 
munists are  not  businessmen  or  statesmen. 
They  are  professional  revolutionaries.  Their 
foreign  aid  personnel  are  commandos;  their 
artists  are  propagandists;  their  diplomats  are 
spies;  their  economy  is  based  on  the  cost  ac- 
counting of  the  battle  field,  where  every  re- 
source is  squandered  in  order  to  defeat  the 
enemy.  Since  Communists  have  a combat 
mentality,  you  can’t  reason  with  them.  If 
we  don’t  want  to  fight  them  — or  surrender 
— we  must  learn  to  beat  them  in  the  precincts 
of  the  Middle  East,  in  the  lobbies  of  the 
United  Nations,  in  our  own  classrooms  and 
pulpits,  and  before  the  court  of  world  opinion. 
Our  own  managers  dare  not  be  aloof  to  this 
challenge. 

The  Communist  Party,  through  the  appar- 
atus of  total  government,  can  mobolize  the 
total  resources  of  the  Sino-Soviet  Empire. 
Our  limited  government,  by  definition,  can- 
not and  should  not  compete  with  Moscow 
across  the  board.  If  it  did,  Washington  would 


have  to  regulate  business,  control  the  press, 
police  our  schools  and  regiment  our  voluntary 
agencies.  This  means  that,  unless  private  in- 
stitutions take  over  many  areas  of  non-mili- 
tary defense,  the  ubiquitous  thrust  of  Com- 
munist Conflict  Management  will  be  un- 
checked at  crucial  points. 

Why  should  business  be  asked  to  serve? 
Primarily,  because  our  economic  system  is 
the  crux  of  the  whole  struggle  — and  be- 
cause, in  a sense,  this  is  the  Business  Society. 
Each  year,  a very  high  percentage  of  our  col- 
lege graduates  are  recruited  by  Business.  Al- 
though there  are  extremely  able  men  in  other 
walks  of  life,  our  greatest  reservoirs  of  in- 
ventive talent,  drive,  organizational  vitality 
and  brainpower  lie  in  the  world  of  industry, 
commerce  and  finance.  Yet  with  certain  no- 
table exceptions.  Business  Leadership  has  not 
taken  full  responsibility  for  safeguarding  the 
moral,  intellectual  and  political  framework 
which  ensures  its  opportunities  to  make  the 
economic  system  “pay  off”  for  all  America. 

Businessmen  Cannot  Stand  Aloof  from 

Politics 

This  Republic  was  founded,  of  course,  by 
bankers  and  lawyers,  businessmen  and  a gen- 
eral. The  frontier  was  “civilized”  by  business 
leaders  who  took  an  active  part  in  the  citizen- 
ship function.  Today,  however,  many  bus- 
iness leaders  regard  “politics”  as  beneath 
their  dignity.  Unfortunately,  American  civil- 
ization can  be  crippled  — and  even  destroyed 
— by  concepts  which  lead  first  to  changes  in 
the  “climate  of  opinion”  and,  ultimately,  to 
the  hard  facts  of  power  politics. 

If  the  “Business  Society”  is  destroyed  out- 
right — or  simply  “withered”  by  politics  and 
propaganda  — business  leadership  has  only 
itself  to  blame.  After  all,  every  great  cor- 
poration has  more  than  enough  “surplus”  to 
allow  some  of  its  best  brains  to  stop  think- 
ing about  production  and  sales  and  start 
thinking  about  National  Defense,  Citizenship 
Education,  Foreign  Policy  and  Economic 
Philosophy.  One  way  for  business  to  attack 
these  complex  problems  systematically  — 
and  with  sophistication  — would  be  to  build 
an  Academy  of  Industrial  Statesmanship. 
This  would  be,  in  effect,  the  equivalent  of  the 
Harvard  School  of  Advanced  Management  in 
the  area  of  Public  Affairs,  National  Defense, 
Citizenship  Training,  and  the  “theology”  of 
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ACHROMYCIN-V 

Tetracycline  and  Citric  Acid  Lederle 

A Decision  of  Physicians 

When  it  comes  to  prescribing 
broad-spectrum  antibiotics,  physicians 
today  most  frequently  specify 
Achromycin  V. 

The  reason  for  this  decided  preference 
is  simple. 

For  more  than  four  years  now,  you  and 
your  colleagues  have  had  many 
opportunities  to  observe  and  confirm 
the  clinical  efficacy  of  Achromycin 
tetracycline  and,  more  recently. 
Achromycin  V tetracycline  and 
citric  acid. 

In  patient  after  patient,  in  diseases 
caused  by  many  invading  organisms, 
Achromycin  achieves  prompt  control 
of  the  infection — and  with  few 
significant  side  effects. 

The  next  time  your  diagnosis  calls  for 
rapid  antibiotic  action,  rely  on 
Achromycin  V — the  choice  of 
physicians  in  every  field  and  specialty. 


LEDERLE  LABORATORIES 

a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


SOUTH  DAKOTA 


American-style  capitalism.  Its  purpose  would 
be  to  produce  articulate  champions  of  free- 
dom who  could  compete  with  the  lobbyists 
for  Marx  in  the  never-ending  battle  to  con- 
dition the  climate  of  opinion. 

Another  place  to  improve  the  machinery 
of  Ideological  Defense  might  be  with  the 
lever  of  Corporate  Philanthropy.  American 
Business  now  gives  to  good  causes  more  than 
$500  million  a year.  Perhaps  5%  of  that  total 
should  be  used  to  pay  a cultural  life  insurance 
premium  on  America,  in  the  light  of  Khru- 
schchev’s  boast  that  our  grandchildren  will 
live  in  a Soviet  Socialist  America.  Recent 
events  suggest  at  least  three  more  questions 
about  private  philanthropy: 

1.  If  the  Soviet  challenge  is  not  to  result  in 
eventual  Federal  control  of  our  schools, 
must  not  business  give  even  more  gen- 
erously to  improve  the  quality  of  Amer- 
ican education? 

2.  Cannot  business  get  much  more  for  its 
charitable  dollar  by  applying  the  same 
professional  standards  to  giving  away 
money  that  it  does  to  making  it  in  the 
first  place? 

3.  Should  not  industry  begin  to  reappraise 
its  pattern  of  giving  — shifting  some  in- 
vestments from  the  portfolio  of  com- 
munity welfare  to  the  portforio  of  Na- 
tional Survival,  allocating  priorities, 
evaluating  results  and,  in  general,  man- 
aging corporate  largesse  with  the  same 
discrimination  and  purpose  that  mark 
other  phases  of  business  operations? 

Goals  for  Ihe  Future:  Vice-Presidents 
of  Public  Affairs 

Ultimately,  it  may  be  desirable  — even 
necessary  — for  great  corporations  to  appoint 
Vice-Presidents  of  Public  Affairs  to  spend 
full  time  on  these  matters.  A waste  of  talent? 
At  the  beginning  of  the  century,  certain 
firms  refused  to  adopt  advertising.  They 
perished.  Now,  most  firms  are  hospitable  to 
the  subtler  meanings  of  Public  Relations.  But 
beyond  orthodox  “public  relations”  lies  the 
arena  of  Public  Affairs  in  which  the  fate  of 
American  Civilization  may  well  be  decided 
in  the  next  decade. 

The  Ultimate  Weapon 

One  word  more.  The  ultimate  weapon  is 
neither  science  nor  politics  nor  psychological 
warfare.  The  ultimate  weapon  is  human 
courage  — and  faith  in  certain  unalterable 


moral  laws.  Unfortunately,  some  people  have 
forgotten  the  true  meaning  of  America.  We 
are  already  half  afraid  of  the  honorable  word 
“revolution,”  although  we  are  the  true  revo- 
lutionaries. It  was  an  American  Revolution 
that  gave  the  world  its  finest  revolutionary 
ideal  — the  notion  that  government  is  the 
servant,  not  the  master,  of  the  people.  The 
Communists  — who  call  us  “reactionary”  — 
have  turned  society  back  to  the  days  of  the 
Pharaohs.  The  monuments  to  “Socialist  Pro- 
gress” erected  in  the  USSR  — like  the 
pyramids  of  ancient  Egypt  — have  been  built 
with  slave  labor. 

We  Must  Not  Perish  Through  Failure  to 
Recruit  Our  Elite 

On  the  other  hand,  we  Americans  have  de- 
veloped the  most  flexible,  continually  pro- 
gressing society  known  to  man.  Our  so-called 
“masses”  already  enjoy  luxuries  undreamed 
of  in  other  parts  of  the  world.  Our  unique 
type  of  capitalism  — almost  as  different  from 
European  cartel-capitalism  as  it  is  from  So- 
cialism — produces  more  welfare  and  more 
social  justice  than  Communist  Functionaries 
would  even  dare  to  imagine.  But  beyond  that 
is  the  fact  that  we  are  truly  free  men.  We 
have  plenty  AND  freedom,  together.  We 
must  not  let  this  remarkable  experiment  in 
human  liberty  and  opportunity  perish  from 
want  of  courage,  or  lack  of  sophistication,  or 
failure  to  meet  the  problem  with  the  ablest 
human  resources  at  our  disposal.  That  is  why 
these  questions  of  National  Strategy  and  Pub- 
lic Affairs  urgently  require  the  attention  of 
this  audience. 

It  may  be  urged,  of  course,  that  the  profes- 
sion of  medicine  is  a thing  unto  itself,  that 
doctors  have  no  business  to  “intervene”  in  the 
great  affairs  of  state.  The  health  of  a demo- 
cracy depends,  however,  to  a large  degree  on 
the  quality  of  its  participating  units.  If  doc- 
tors are  to  abdicate  their  responsibilities  as 
citizens,  why  should  not  engineers  and  scien- 
tists, college  professors  and  bankers  take  a 
similar  view?  In  a sense,  we  are  all  profes- 
sionals; and  we  are  also  all  responsible  or 
preserving  our  freedoms.  If  we  are  to  safe- 
guard a society  in  which  political  ethics  make 
possible  professional  ethics,  we  dare  not  leave 
the  formation  of  public  opinion  to  dema- 
gogues. American  doctors  who  are  “too  busy” 
to  engage  in  public  affairs  — or  do  their 
homework  — may  find,  in  the  years  to  come, 
(Continued  on  Page  339) 
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Our  State  and  National  Medical  Association  meetings  have  come  and  gone.  Within  another 
six  weeks  widespread  State  and  National  activity  will  begin  again  with  the  months  of  October 
through  November  loaded  with  all  sorts  of  specialty  meetings.  January  will  bring  our  State 
legislative  session  — one  of  importance  to  each  of  us. 

Last  month  we  had  a discussion  of  Workmen’s  Compensation  in  our  Journal.  This  month, 
Indigent  Care  is  discussed  on  the  editorial  pages.  The  two  subjects,  Workmen’s  Compensation 
and  Indigent  Care,  are  directly  our  concern.  May  I recommend  the  editorial  of  Dr.  Adams, 
Chairman  of  the  Indigent  Care  Committee,  to  you.  It  appears  on  page  337. 

It  is  estimated  that  3%  of  the  population  is  medically  indigent.  In  South  Dakota  that 
represents  nearly  20,000  people.  And  of  that  20,000  approximately  10,000  are  in  the  categories 
receiving  some  aid  from  the  Federal  government;  that  is,  the  aged,  the  blind,  the  disabled, 
and  dependent  children.  The  Social  Security  ammendments  of  1956  provided  matching  Fed- 
eral funds  to  care  for  major  hospital,  medical,  and  drug  bills  for  this  group.  The  bill  also  re- 
quires that  a definite  plan  be  adopted  by  the  State  for  proper  payment  of  these  funds  to  the 
vendors  of  the  particular  service.  State  agencies  working  with  this  problem,  as  well  as  our 
own  Indigent  Care  Committee,  believe  no  more  State  funds  would  be  required  than  are  pres- 
ently used  to  bring  to  our  State  a like  sum  of  Federal  money.  It  is  believed  a definite  improve- 
ment in  quantity  and  quality  of  medical  care  to  the  indigent  group  would  result. 

Space  limits  discussion,  so  permit  me  only  to  say  that  I am  not  one  to  accept  Federal  hand- 
outs, but  neither  am  I one  to  stand  idly  by  when  care  to  a particular  group  in  need  can  be  im- 
proved through  the  use  of  means  which  are  already  ‘the  law  of  the  land’.  The  problem  has 
many  facets.  Acquaint  yourselves  with  the  facts  — then  distort  them  as  you  will.  Our  State 
office  will  provide  you  with  material  for  the  asking. 

May  I urge  you  to  become  acquainted  with  the  problem  for  it  comes  up  for  attempted 
solution  at  our  next  legislative  session. 

Sincerely, 

A.  A.  Lampert,  M.D. 

Rapid  City,  S.  D. 
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ANNUAL  MEETING  OF  THE  SOUTH  DAKOTA  CHAPTER  OF  THE 
AMERICAN  ACADEMY  OF  GENERAL  PRACTICE 

September  19th  and  20th  (Friday  and  Saturday)  1958 
Marvin  Hughitt  Hotel  at  Huron,  South  Dakota 
South  Dakota  Specialists  and  Generalists  as  lecturers 

—ALL  SESSIONS  WILL  BEGIN  AND  END  PROMPTLY— 


FRIDAY,  SEPT.  19th,  1958 


9:00 

A.M. 
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A.M. 
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A.M. 

10:40 
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1:30 

P.M. 

2:00 

P.M. 
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P.M. 
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P.M. 

3:00 
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P.M. 
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SATURDAY. 

8:30 

A.M. 

9:00 

A.M. 

9:30 

A.M. 

10:00 

A.M. 

10:15 

A.M. 

10:45 

A.M. 

11:00 

A.M. 

11:30 

A.M. 

12:00 

noon 

1:30 

P.M. 

2:00 

P.M. 

2:30 

P.M. 

3:00 

P.M. 

3:20 

P.M. 

3:50 

P.M. 

4:20 

P.M. 

6:30 

P.M. 

Anatomy  of  the  Hand  and  Forearm  With  Cadaver  Preparations  — Dr.  Walter  Hard, 
Dean,  Medical  School,  Vermillion,  S.  D. 

Technics  of  Surgical  Preparation  of  the  Dirty,  Mangled  Hand  and  Forearm  — Robert 
Monk,  M.D.,  Yankton,  S.  D. 

Muscle  Repair  of  the  Forearm  — Robert  Monk,  M.D.,  Yankton,  S.  D. 

The  Doctor’s  Wife  and  Her  Treatment  — Mary  Price,  M.D.,  Armour,  S.  D. 

Have  coffee  with  us. 

Tendon  Repair  of  the  Wrist,  Hand,  and  Fingers  — Robert  Van  Demark,  M.D.,  Sioux 
Falls,  S.  D. 

Indications  For  Plastic  Repair  Of:  Thumb,  Index  Finger,  And  Hand.  Indications  for 
Immediate  Amputation  of  Thumb,  Index  Finger  And  Hand.  (To  include 
incision  lines  of  choice)  — Robert  Van  Demark,  M.D.,  Sioux  Falls,  S.  D. 

Lunch  at  your  leisure. 

Procedures  To  Preserve  Parts  of  the  Hand  and  Forearm  For  Later  Definitive  Recon- 
structive Surgery  — Robert  Van  Demark,  M.D.,  Sioux  Falls,  S.  D. 

Sound  Sounding  of  the  Male  Urethra  — Discussion  And  Equipment  Demonstration 
With  Sources  And  Approximate  Prices  — James  Hoskins,  M.D.,  Sioux 
Falls,  S.  D. 

Advisability  of  Extra  Urethreal  Drainage  of  the  Urological  Emergency  — James 
Hoskins,  M.D.,  Sioux  Falls,  S.  D. 

Tonometry  in  General  Practice  With  Demonstration  — Edward  A.  Rudolph,  M.D., 
Aberdeen,  S.  D. 

Enjoy  coffee  with  your  colleagues. 

Acute  Appendicitis  in  the  Child  Under  8 Years  of  Age  — Chester  B.  McVay,  M.D., 
Yankton,  S.  D. 

Control  of  the  Juvenile  Diabetic  With  Special  Attention  to  Psychiatric  Gimicks  That 
Will  Work  • — Harry  W.  Farrell,  M.D.,  Sioux  Falls,  S.  D. 

Round  Table  of  day’s  program. 

Dinner  and  business  meeting  for  members  of  A.A.G.P.  No  speakers. 

SEPT.  20th.  1958 

Practical  Aspects  of  the  Medical  Treatment  of  the  Post-Cholecystectomy  Patient  — 
Ray  F.  Williams,  M.D.,  Rapid  City,  S.  D. 

The  Use  of  Radioactive  Cobalt  in  the  Diagnosis  of  Pernicious  Anemia  — Donald 
Kegaries,  M.D.,  Rapid  City,  S.  D. 

Evaluation  of  the  Modem  Luetic  and  His  Treatment  — Charles  Swanson,  M.D., 
Pierre,  S.  D. 

Coffee  break. 

Reinteration  of  the  Principles  of  the  Treatment  of  Sinusitis  — Paul  H.  Koren,  M.D., 
Rapid  City,  S.  D. 

The  Pre-Marital  Lecture  — C.  A.  Johnson,  M.D.,  Lemmon,  S.  D. 

Are  Clinical  Fluid  Balance  Problems  Common?  — A.  A.  Lamport,  M.D.,  Rapid  City, 
S.  D. 

The  Use  of  the  Hand  Instead  of  the  Obstetrical  Forceps  — Hubert  H.  Theissen,  M.D., 
Rapid  City,  S.  D. 

Lunch. 

Is  Fractional  Gastric  Analysis  Worth  While? — Wayne  A.  Geib,  M.D.,  Rapid  City,  S.  D. 

Estimation  of  the  Time  Of  Delivery  After  Onset  of  Labor  — Hubert  H.  Theissen, 
M.D.,  Rapid  City,  S.  D. 

Antibiotics  and  Diarrheas  — Edward  T.  Ruud,  M.D.,  Rapid  City,  S.  D. 

Coffee. 

The  Immediate  Management  of  the  Astride  Injury  — Hollis  F.  Ahrlin,  M.D.,  Rapid 
City,  S.  D. 

Home  Town  Emergency  Management  of  Acute  Sub-Dural  Hematomas.  The  Necessary 
Equipment  and  Approximate  Prices.  Demonstrate  Equipment — Richard 
B.  Crowder,  M.D.,  Rapid  City,  S.  D. 

Round  Table. 

Cocktails  — lunch  and  mixer  with  memory  music. 
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CARE  OF  THE  INDIGENT 


In  the  old  days  nearly  forgotten,  public  as- 
sistance was  a simple  operation.  The  local 
community  was  expected  to  take  care  of  the 
needs  of  its  poor  and  would  furnish  food, 
clothing,  and  housing.  At  the  same  time  doc- 
tors and  hospitals  undertook  to  provide  med- 
ical care  for  nothing  or  modest  charges.  Over 
the  years  this,  however,  changed  with  in- 
creased public  assistance  in  certain  categories 
of  the  indigent,  until  at  the  present  time  the 
Federal  Government  has  an  outlay  of  over 
one-half  billion  dollars  annually  for  this  type 
of  assistance.  In  1956  the  amendment  to  pub- 
lic assistance  titles  of  the  Social  Security  Act 
provided  that  beginning  July  1,  1957  the  Fed- 
eral Government  would  pay  half  the  total 
State  expenses,  up  to  $6.00  per  month  for  each 
adult  and  $3.00  per  month  for  each  child  on 
public  assistance  rolls.  At  the  present  time 
27  states  have  submitted  plans  for  the  care 
of  the  indigent  that  makes  use  of  these  Fed- 
eral funds.  South  Dakota  is  one  of  10  states 
where  the  care  of  the  indigent  in  the  great 
part  is  a local  responsibility.  While  the  prob- 
lem of  the  County  load  has  been  large,  it  is 
the  feeling  that  over  all  they  have  done  a 
good  job  with  the  funds  which  have  been 
available  to  them;  further,  that  the  care  these 
people  have  received  compares  favorably 
with  that  of  any  community  or  State. 

The  time  has  now  come  when  the  counties 
can  no  longer  handle  this  load  and  the  Legis- 
lature at  the  last  session  passed  the  Enabling 
Act  providing  for  the  use  of  these  Federal 
funds.  The  South  Dakota  Medical  Society  has 


gone  on  record  favoring  this  legislation  and 
with  the  implication  that  the  local  societies 
and  their  members  would  give  their  full  co- 
operation. With  this  in  mind  your  committee 
has  met  with  representatives  of  County  Com- 
missioners and  other  Agencies  which  would 
participate  in  this  program  and  are  pledging 
our  cooperation.  Further,  it  has  been  neces- 
sary to  study  activities  of  other  states  who 
have  the  program  in  force  in  order  to  prevent 
some  of  the  difficulties  which  have  arisen 
under  these  programs.  In  South  Dakota  we 
are  fortunate  to  have  already  set  up  a Federal 
program,  namely  the  Medicare  which  is 
handled  through  the  Secretary’s  office.  With- 
out too  much  additional  work  the  program 
such  as  the  Care  of  the  Indigent  can  be 
handled  in  a similar  manner. 

It  is  to  be  remembered  that  this  program 
takes  care  of  only  4 groups,  the  blind,  aged, 
dependent  children  and  disabled.  The  medical 
indigents  in  other  categories  would  probably 
still  have  to  be  a local  responsibility. 

It  is  the  opinion  of  many  that  in  the  future 
Federal  funds  for  care  of  the  indigent  and 
other  aged  and  retired  individuals  such  as 
Social  Security  recipients  will  increase  rather 
than  decrease.  For  this  reason  the  present 
planning  should  be  set  up  with  a long  range 
program  in  mind.  It  should  also  be  remem- 
bered that  the  recipients  of  this  care  should 
have  free  choice  of  a physician,  adequate 
medical  care,  and  payment  to  the  respective 
physician  on  a fee  for  service  basis. 

Harold  Adams,  M.D. 
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MEDICAL  UBRARY  BOOKSHELF 


U.S.D.  MEDICAL  SCHOOL  HISTORY 

(Continued  from  June  issue) 


From  1926-1931,  Dr.  G.  R.  Albertson  was 
Dean  of  the  Medical  School.  His  interest  in 
degrees  is  evidenced  by  the  fact  that  he  re- 
ceived his  M.D.  from  the  University  of  Iowa 
in  1910;  and  his  M.S.  in  1912.  (He  was  assist- 
ant demonstrator  of  Anatomy  at  Iowa).  In 
1915  he  received  his  B.A.  Degree  from  U.S.D. 
and  in  1919  did  postgraduate  work  at  the 
University  of  Chicago. 

His  sudden  death  was  caused  by  a heart 
attack  while  attending  an  El  Riad  Shrine 
dance  in  Sioux  Falls. 

Dean  Albertson’s  successor  was  Dr.  August 
Pohlman,  M.D.,  (Buffalo)  who  became  Dean 
and  Professor  of  Anatomy  on  June  1st,  1932. 
He  had  been  Prof,  of  Anatomy  at  St.  Louis 
University  and  previous  to  that  Prof,  of 
Anatomy  at  Indiana  University. 

Dean  Pohlman  resigned  at  the  end  of  a year 
and  became  Prof,  of  Anatomy  at  Creighton 
University  in  Omaha.  This  may  have  been 
due  to  the  attractions  of  a certain  Mrs.  Helen 
Bridge  Shartle  of  Omaha,  author  of  several 
textbooks  on  nursing,  who  became  his  bride 
on  Nov.  21,  1933.  He  is  at  the  present  time 
Assistant  Prof,  of  Otolaryngology  at  the 
Southern  California  School  of  Medicine. 

Dr.  J.  C.  Ohlmacher  was  the  next  Dean  who 
from  1918  to  1933  had  been  Professor  of  Bac- 
teriology and  Pathology  and  also  Director  of 
the  State  Health  Laboratory.  This  Laboratory 
was  organized  by  Dr.  Mortimer  Herzberg 
during  Dean  Lommen’s  administration.  He 
resigned  in  July  of  1918  to  become  pathologist 
at  St.  Joseph  Mercy  Hospital  in  Sioux  City. 
At  present  he  is  in  charge  of  the  Dept,  of 


Clinical  Pathology  of  the  Cincinnati  Jewish 
Hospital  in  Cincinnati,  Ohio.  An  article  writ- 
ten by  Dr.  Ohlmacher  who  became  Director 
of  the  State  Health  Laboratory  in  1918  which 
gives  an  account  of  it’s  purposes  and  func- 
tions is  found  in  Journal  Lancet,  v.  51,  1931,  p. 
354.  This  laboratory  was  created  by  an  act  of 
the  State  Legislature  in  1909.  This  provided 
for  an  arrangement  whereby  the  School  of 
Medicine  should  carry  on  tests  designated  by 
the  State  Board  of  Health  as  well  as  a labora- 
tory of  instruction  for  the  medical  and  arts 
students  of  the  University. 

It  was  mainly  through  Dr.  Ohlmacher’s 
efforts  that  high  standards  of  service  were 
possible  considering  the  small  appropria- 
tions allotted  by  the  State  Legislature  for  the 
operation  of  the  State  Laboratory.  Accord- 
ing to  Dr.  Ohlmacher  the  greatest  annual 
appropriation  at  any  one  time  was  $12,000  for 
a two  year  period  out  of  which  salaries  had 
to  be  paid.  This  made  it  an  impossibility  to 
expand  in  accordance  with  the  needs  for 
efficient  service  to  physicians  and  for  public 
health  activities.  The  following  are  some  of 
the  accomplishments  of  this  Laboratory: 
Assistance  in  bacterial  analysis  of  waters  sent 
by  local  health  officers;  examination  (free  of 
charge)  of  materials  of  public  health  interest 
such  as  tests  for  syphilis  and  gonorrhea  and 
quarantinable  diseases;  preparation  and  free 
distribution  of  antityphoid  vaccine  and  thous- 
ands of  Wassermann  tests  with  the  Kahn 
flocculation  tests  used  as  a check  or  control; 
biopsy  material  from  a number  of  hospitals 
examined. 
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This  must  have  been  a heavy  work  load  for 
Dr.  Ohlmacher  as  all  tissue  analyses  were 
made  by  him  due  to  the  fact  that  there  was 
no  other  pathologist  at  that  time  on  the  Med- 
ical staff.  In  addition  he  devoted  half  of  his 
time  to  teaching  in  the  School  of  Medicine. 

The  Laboratory  staff  in  addition  to  the  di- 
rector consisted  of  assistant  director,  for  the 
routine  work  of  the  laboratory  and  the  teach- 
ing of  bacteriology,  a technician  for  making 
tests  and  preparing  tissues  for  examination,  a 
secretary  and  a general  assistant.  A student 
for  carrying  on  special  research  was  made 
possible  by  the  payment  of  a fee  by  the  City 
of  Vermillion  for  the  weekly  examination  of 
milk. 

In  1949,  the  State  Legislature  appropriated 
funds  on  a matching  basis  with  Federal  funds 
for  the  purpose  of  erecting  a building  for  the 
State  Public  Health  Laboratory  at  Pierre. 
This  brought  to  an  end  the  operation  of  the 
State  Health  Laboratory  at  the  University. 

The  materials  received  by  the  Health  Lab- 
oratory were  of  particular  value  to  Dr.  Ohl- 
macher for  teaching  purposes  in  a new  course. 
Clinical  Pathology,  which  was  added  to  the 
curriculum  in  1931. 

During  Dr.  Ohhnacher’s  deanship  the  Coun- 
cil of  the  American  Medical  Association  de- 
cided that  because  of  inadequate  teaching 
personnel  and  facilities  the  Medical  School 
did  not  come  up  to  the  standards  which  had 
been  established.  It  was  therefore  given  a 
provisional  rating.  This  called  for  action  on 
the  part  of  the  State  Legislature  and  funds 
were  appropriated  to  add  more  staff  mem- 
bers, increase  the  library  facilities  and  con- 
struct research  laboratories  in  the  various 
major  departments.  The  sophomore  medical 
students  in  1938  were  concerned  about  the 
provisional  rating  because  it  could  mean  dif- 
ficulties for  them  in  transferring  to  other 
schools  to  complete  their  training. 

“School  of  Medicine  Acted  on  Favorably  by 
the  National  Council”  was  a headline  in  the 
Volante  for  Feb.  15,  1938.  The  article  stated 
“The  Council’s  action,  related  to  President 
Weeks  from  A.  E.  Pittinger,  Aberdeen,  Presi- 
dent of  the  South  Dakota  Medical  Association 
indicated  that  the  students  could  enter  any 
senior  medical  school  without  prejudice.” 

The  summer  session  for  June  26,  1939,  an- 
nounced that  the  Medical  School  had  been 


approved  by  the  Council  of  the  A.M.A.  and 
the  Association  of  Medical  Colleges  as  well. 

The  Medical  School  continued,  however,  on 
the  probationary  basis  until  1949,  at  which 
time  it  was  judged  as  fulfilling  all  the  re- 
quirements of  the  Council  of  the  A.M.A.  and 
the  Association  of  American  Medical  Colleges 
as  well. 

These  high  standards  have  been  main- 
tained to  the  present  day. 

Dr.  Ohlmacher  obtained  his  M.D.  from 
Rush  Medical  School  in  1901.  He  resigned  in 
1946,  becoming  Dean  emeritus.  In  1952,  he 
retired  from  the  University  and  for  two  years 
was  Pathologist  and  Director  of  Laboratories 
at  St.  Lukes  Hospital  in  Aberdeen.  He  is  now 
living  in  Vermillion.  In  1954,  at  a special 
ceremony  held  in  his  honor  he  was  awarded 
the  Distinguished  Service  Award  by  the 
South  Dakota  State  Medical  Society.  Also, 
at  a special  service  at  the  dedication  of  the 
new  medical  building  he  was  presented  a 
testimonial  by  Dr.  J.  A.  Hohf  representing 
the  medical  alumni  and  school. 

Mrs.  Esther  Howard 
Medical  Librarian 
(To  be  continued) 

STRATEGY  IS  EVERYBODY'S  BUSINESS 

(Continued  from  Page  334) 
that  they  may  have  to  spend  full  time  in  some 
dismal  underground,  as  did  their  colleagues 
in  Nazi  Germany  or  as  men  do  today  in  Po- 
land, Hungary  and  Czechoslovakia.  Never  be- 
fore in  history  have  the  moral  implications  of 
the  Hippocratic  Oath  been  more  urgently  re- 
quired, not  alone  for  medicine,  but  for  the 
whole  free  society. 

The  task  may  seem  enormous;  but  the 
stakes  are  even  higher.  And  let  us  remember 
that  great  events  are  always  determined  by 
minorities.  Forty  years  ago  Communism  was 
confined  to  a rented  room  in  Zurich,  the 
brains  of  Lenin  and  the  ambition  of  a few 
other  outcasts.  Less  than  100  men  made  the 
American  Revolution.  For  a time  the  whole 
future  of  this  nation  was  carried  in  the  will 
and  heart  of  a lonely  man  who  walked  the 
winter  lines  at  Valley  Forge  persuading  his 
ragged  countrymen  not  to  quit  and  go  home. 
There  is  more  than  enough  talent  in  this  one 
room  to  change  the  course  of  history.  But 
time  is  impartial.  In  politics  and  war,  as  in 
business,  time  is  only  on  that  side  which 
knows  how  to  use  it. 
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S.  D.  DOCTORS 
VISIT  A.M.A. 

Many  South  Dakota  phys- 
icians were  in  attendance  at 
the  107th  annual  meeting  of 
the  American  Medical  Asso- 
ciation in  San  Francisco  June 
22-27. 

Among  those  registered 
and  reported  in  the  conven- 
tion bulletin  through  the 
second  afternoon  were  Drs. 
A.  A.  Lampert,  Rapid  City; 
G.  E.  Whitson.  Madison; 
E.  W.  Sanderson,  Sioux  Falls; 
Robert  Murdy,  Aberdeen; 
Joseph  Lovering.  Webster; 
Lyndon  King,  Jr.,  Sioux 
Falls;  T.  J.  Billion,  Jr.,  Sioux 
Falls;  Duane  Reaney,  Yank- 
ton; Irina  Driver,  Aberdeen; 
T.  E.  Eyres.  Vermillion;  Ly- 
man Low,  Lennox;  C.  J.  Mc- 
Donald, Sioux  Falls;  A.  K. 
Myrabo,  Sioux  Falls;  E.  S. 
Palmerton,  Rapid  City;  T.  H. 
Willcockson,  Yankton;  L.  R. 
Akland,  Canton;  J.  N.  Hamm, 
Sturgis;  Wayne  Geib,  Rapid 
City;  H.  Russell  Brown, 
Watertown;  and  A.  P.  Red- 
ing, Marion. 


CONE.  OF  OFFICERS 
HOLD  SESSIONS 

The  Conference  of  Presi- 
dents and  other  officers  of 
State  Medical  Associations 
met  at  the  Sheraton-Palace 


This  is  your 

MEDICAL  ASSOCIATION 


Hotel  in  San  Francisco  on 
Sunday,  June  22nd. 

On  the  program  were;  Dr. 
E.  L.  Bermhart  of  Milwaukee 
who  spoke  on  “Dought  on 
the  Grass  Roots,”  Senator 
Wallace  Bennett  of  Utah, 
who  spoke  on  “Inflation,” 
Rowland  Jones,  Executive 
Vice-President  of  the  Amer- 
ican Retail  Federation  who 
spoke  on  “Shall  We  Live  To- 
gether,” and  Frank  Barnett 
of  the  Richardson  Founda- 
tion who  spoke  on  “Strategy 
is  Everybody’s  Business.” 


POST-GRADUATE 
COURSES  OCT.  16-30 

The  Woman’s  Hospital  in 
New  York  City  is  offering 
two  courses  in  Obstetrics, 
limited  to  general  practi- 
tioners. Each  course  is  ap- 
proved for  30  hours  Category 
I credit  by  the  American 
Academy  of  General  Prac- 
tice. 

The  courses  are  entitled 
“Ante-partum  Care”  and 
“The  Conduct  of  Labor  and 
Delivery.”  They  will  be  given 
from  October  16th-30th,  1958. 

These  are  full  time  courses 
running  for  a week  each. 
Students  will  be  expected  to 
work  in  the  clinics,  and  in 
the  second  course  they  will 


be  assigned  to  patients  in 
labor  whom  they  will  assist 
at  delivery.  Either  one  or 
both  courses  may  be  elected. 

Physicians  interested  in 
this  Post-Graduate  instruc- 
tion will  please  address  Mr. 
Carl  P.  Wright,  Jr.,  Woman’s 
Hospital,  141  West  109th 
Street,  New  York  25,  New 
York  and  an  application 
blank  and  prospectus  will  be 
forwarded. 


MEDICAL  EXECS 

MEET  ON  COAST 

The  Medical  Society  Execu- 
tives Conference,  made  up  of 
over  250  County,  State,  and 
National  Medical  Society 
executive  secretaries,  met  in 
San  Francisco  for  two  days 
prior  to  the  American  Med- 
ical Association  Meetings. 

Discussed  on  the  program 
at  the  Sir  Francis  Drake  were 
association  insurance  plans, 
executive  yardsticks,  med- 
ical executive  training,  per- 
sonnel practices,  office  build- 
ings, health  agencies,  and 
problem  sessions. 

John  C.  Foster,  executive 
secretary  for  South  Dakota 
participated  in  the  closed 
circuit  television  presenta- 
tion on  personnel  practices. 
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EDITOR 

Division  of  Pharmacy 
South  Dakota  State  College 
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GOVERNMENT.  INDUSTRY  AND 
RESEARCH* 
by 

Francis  C.  Brown** 
Bloomfield,  New  Jersey 


Everyone  is  talking  about  science  and  re- 
search these  days.  The  newspaper  and 
magazine  columns  are  full  of  medical  news, 
and  we  get  large  doses  of  it  over  television. 
Research  is  not  only  important,  but  it  has  be- 
come fashionable  and  politically  attractive. 
Each  year  larger  and  larger  appropriations 
are  being  made  by  Congress  to  finance  re- 
search in  the  health  area.  Some  of  these  ap- 
propriations are  considerably  in  excess  of 
what  the  Government  research  agencies  have 
asked  for. 

Our  industry,  too,  is  spending  at  an  ever- 
increasing  rate  to  support  research,  and  last 
year  spent  $130  million  dollars  or  about  7% 
of  our  sales  dollars  conducting  research  for 
products.  By  contrast,  the  Government  last 
year  spent  $211  million  dollars  on  research 
through  the  National  Institutes  of  Health. 

Let  us  remind  those  who  are  inclined  to 
look  to  the  Government  for  the  solution  of 
problems  in  the  area  of  health  and  medicine 
that  it  has  been  pharmaceutical  industry  re- 
search and  development  which  has  provided 
most  of  the  essential  drugs  of  the  day.  The 
important  sex  hormones,  many  of  the  im- 
portant vitamins  (such  as  vitamin  A,  the  anti- 
anemia factor  Bi2,  folic  acid),  the  sulfon- 


amides, the  broad  spectrum  antibiotics,  the 
antihistamines,  the  anticholinergics,  the  cor- 
tical steroids,  the  tranquilizers,  the  reser- 
pines,  the  mood  elevators  and  psychic  ener- 
gizers, the  so-called  “oral  insulin,”  the  diur- 
etics, the  antitubercular  isoniazid,  and  finally 
our  universal  analgesic,  aspirin  — all  were 
discovered  or  synthesized  and  produced 
under  processes  developed  by  research 
workers  of  the  pharmaceutical  industry  of 
the  United  States  or  other  countries.  None  of 
these  drugs  came  from  Government  labora- 
tories. 

Let  me  also  point  out  that  all  of  these  sub- 
stances were  protected  by  patents  covering 
either  the  product  or  processes  essential  to 
their  large  scale  manufacture.  Moreover, 
these  compounds  have  been  produced  in 
abundance  by  our  industry  and  made  avail- 
able at  prices  within  the  reach  of  all  but  those  ' 
dependent  on  charity. 

The  House  Appropriations  Committee  has 
this  year  proposed  larger  appropriations  than 
the  National  Institutes  of  Health  asked  for, 
and  by  control  over  the  purse  strings.  Con- 
gress is  giving  “marching  orders”  to  these 
Government  agencies  as  to  how  their  research 
should  be  conducted. 

Expanding  Government  Research  Feared 

I fear  the  ever  expanding  Government  re- 
search. My  fear  stems  from  the  belief  that 


*Annual  address  of  the  president  of  the  American 
Pharmaceutical  Manufacturers’  Association. 
**President,  Schering  Corporation. 
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this  sets  in  motion  a chain  reaction. 

Just  as  a “clean  bomb”  is  now  regarded  as 
a highly  desirable  objective  in  our  nuclear 
weapons’  program,  I would  like  to  see  con- 
centration on  a Government  research  pro- 
gram that  would  be  without  economic,  social 
or  political  “fallouts.” 

What  we  need  is  the  kind  of  Government 
research  program  that  will  not  make  a “fall 
guy”  out  of  industry,  or  even  more  import- 
antly, the  public  welfare  which  is,  after  all, 
the  sine  qua  non  of  all  we  are  talking  about. 

The  stepped  up  appropriation  for  a “more 
aggressive”  psycho-pharmacology  program 
seems  pointed  in  the  direction  of  forcing  an- 
other service  center  “crash  program”  involv- 
ing synthesis  of  new  compounds  and  screen- 
ing for  activity  similar  to  the  cancer  crash 
program.  There  is  a definite  prospect  that 
this  pattern  will  spread  to  heart  and  other 
medical  fields  as  well.  Industry  support  is 
certain  to  be  solicited  and  will,  of  course,  be 
given.  Although  our  industry  has  a fine 
record  of  discovering,  producing  and  dis- 
tributing a whole  range  of  useful  drugs  in  all 
of  these  areas.  Government  administrators  — 
acting  under  fear  of  possible  Congressional 
criticism  — will  again  be  faced  with  the  prob- 
lem of  whether  to  require  “march  in”  rights 
or  compulsory  licensing  of  patents  taken  out 
on  pharmaceutical  compounds  which  may  be 
discovered. 

These  developments  are  problems  not  only 
for  the  pharmaceutical  industry.  Government 
must  take  care  that  in  seeking  to  heal  the 
bodies  and  minds  and  to  prolong  the  lives  of 
its  citizens,  it  utilizes  means  which  will  pro- 
tect our  way  of  life  from  political  infections, 
so  that  the  better  health  we  seek  will  be 
worthwhile.  They  are  very  serious  dangers 
to  medical  progress  and  to  the  future  inde- 
pendence of  the  medical  profession  and  of  our 
industry.  Therefore,  I think  it  is  desirable  to 
reiterate  some  fundamental  truths  and  to 
urge  all  to  advance  them  for  the  guidance  of 
the  public  and  of  Congress  at  every  favorable 
opportunity. 

These  principles  are: 

(1)  There  is  a proper  role  for  Government 
research,  and  this  is  support  for  research  in 
the  basic  sciences  both  in  Government  labora- 
tories and  in  private  institutions.  The  proper 
role  for  industry  is  to  apply  these  principles 
in  discovering  and  producing  products  which 


have  specific  utility.  The  study  of  the  nature 
and  causes  of  disease  is  basic  research  and 
will  furnish  clues  to  enable  the  drug  industry 
to  find  the  products  with  which  to  treat  the 
disease.  The  study  of  the  basic  mechanisms 
by  which  some  drugs  work  may  enable  the 
industry  to  provide  new  and  better  products. 
Industry  will  do  this  without  stimulation  or 
direction.  The  desire  for  profit  will  be  ade- 
quate stimulation  to  develop  these  new 
products. 

(2)  Government  financed  crash  programs 
to  find  drugs  for  a disease  before  its  nature 
and  cause  have  been  determined,  diverts 
scientists  from  basic  studies  and  may  actually 
delay  the  solution  of  the  problem.  If  the  Gov- 
ernment diverts  from  basic  research,  who 
will  carry  on  the  urgently  needed  fundamen- 
tal studies? 

Moreover,  such  crash  programs  imply  the 
promise  of  early  or  probable  solution  of  the 
problems  to  which  they  are  directed,  thus 
raising  the  hopes  of  the  people  and  thus  en- 
abling pressure  groups,  in  urging  additional 
appropriations  by  Congress,  to  report  that 
great  progress  has  been  made  from  time  to 
time.  Raising  false  hopes  or  deceiving  the 
public  does  damage  to  the  prestige  of  re- 
search effort.  It  may  well  lead  the  imin- 
formed  to  extend  the  “screwball”  concept 
which  some  have  of  scientists,  to  research,  as 
reflected  in  high  school  student  career  sur- 
veys. All  want  to  see  diseases  conquered, 
but  few  are  willing  to  oppose  public  appro- 
priations which  are  unwise,  lest  their  motives 
be  misinterpreted.  We  are  in  a particularly 
difficult  position  in  the  industry. 

It  is  not  feasible,  and  certainly  not  politic- 
ally expedient  for  the  National  Institutes  of 
Health  officials  and  scientists  to  oppose  the 
wishes  of  powerful  Congressional  Committees 
or  leaders  who  are  told  by  emotional  pressure 
groups  that  if  enough  money  is  spent,  answers 
will  be  forthcoming,  and  thus  push  these 
agencies  into  crash  programs  and  applied  re- 
search. Here  is  where  industry  and  all  in- 
formed citizens  should  help  by  carrying  the 
ball  for  our  Government  agencies  and  scien- 
tists against  unwise  programs. 

(3)  Large  appropriations  alone  do  not  in- 
sure good  research  or  results,  as  the  public 
has  been  led  to  believe.  Not  only  is  careful 
coordination  and  programing  required,  but 
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frequently  time  must  pass  before  one  scien- 
tist’s discoveries  find  fertile  soil  in  another 
scientific  mind  which  has  been  properly  pre- 
pared to  carry  the  concept  further.  Even  with 
the  best  communication  between  workers,  it 
is  difficult  to  overcome  the  need  for  time  in 
the  solution  of  scientific  problems.  It  is  un- 
wise for  Congress  to  lay  out  the  lines  of  in- 
quiry for  Government  administrators  to  fol- 
low, as  has  recently  been  done  in  reports 
covering  appropriations. 

(4)  In  the  recent  appropriation  hearings, 
the  heads  of  several  National  Institutes  re- 
ported upon  clinical  experience  in  the  treat- 
ment of  patients  with  various  drugs.  The 
effectiveness,  side  effects  and  comparative 
values  of  various  compounds  were  discussed. 
These  reports  were  incorporated  in  the  Con- 
gressional committee  reports  and  became  a 
kind  of  official  judgment  on  the  drugs  in- 
volved. Opinions  of  competent  investigators 
concerning  drugs  may  differ  widely  depend- 
ing upon  the  men  involved  and  the  variability 
of  the  conditions  of  the  test.  The  men  who 
speak  for  Government  are  no  different  from 
other  men,  but  the  prestige  of  Government 
endorsement  or  criticism  is  so  enormous  that 
added  weight  is  given  to  what  they  say,  which 
makes  it  difficult  for  private  citizens  to  coun- 
terbalance because  they  are  not  “Govern- 
ment.” If  this  practice  grows,  will  the  average 
practicing  physician  feel  completely  free  to 
treat  his  patients  according  to  his  judgment  of 
their  needs,  or  will  he  in  time  feel  compelled 
to  follow  the  party  line?  Will  it  cut  across  the 
responsibility  of  the  New  Drug  Division  and 
of  the  Food  and  Drug  Administration  in  re- 
spect to  new  drug  safety?  It’s  only  a short 
step  further  to  include  in  such  hearings  com- 
parisons of  the  costs  of  various  medications; 
the  result  could  be  an  official  “treatment  of 
choice”  based  upon  clinical  impressions  but 
incorporating  cost  factors  as  well.  In  time, 
this  could  take  us  well  along  the  road  to 
socialization  of  Medicine.  The  first  step  for- 
ward is  easy  — to  return  is  difficult. 

Regulation  by  Harrassment 

This  leads  me  to  another  problem.  This  is 
the  “discovery  of  the  drug  industry  by  Con- 
gress and  the  danger  of  regulation  by  harass- 
ment. This  entails  investigations  such  as  the 
Blatnik  Committee,  the  Fountain  Committee 


and  more  recently,  the  broad  Federal  Trade 
Commission  investigation  of  our  industry 
under  the  form  of  an  inquiry  into  antibiotics. 

Many  people  conclude  that  anyone  who  is 
investigated  must  have  done  something  he  is 
trying  to  hide,  and  that  it’s  up  to  him  to  prove 
his  innocence.  The  fact  that  the  law  presumes 
people  to  be  innocent  does  not  protect  in- 
dustry’s reputation  from  damage  as  publicity 
leaks  or  is  fed  out  during  investigations  or 
hearings  which,  from  the  very  nature  of  news, 
feature  only  implications  of  wrong-doings. 

I think  this  increased  official  interest  in  or 
attention  to  our  industry  arises  from  the  fact 
that  health  is  politically  popular.  Our  indus- 
try has  necessarily  grown  and  prospered  as 
it  has  brought  out  of  its  laboratories  to  the 
world  important  new  pharmaceutical  dis- 
coveries. We  must  certainly  expect  and  be 
prepared  for  more  of  this  as  our  industry 
grows.  It  is  a symptom  of  our  maturity.  We 
must  prepare  for  it  in  many  ways. 

We  fully  recognize  our  responsibilities  to 
the  public  and  to  the  medical  profession  and 
we  faithfully  endeavor  to  discharge  them  well. 
In  a nation  that  adheres  to  the  free  enter- 
prise system,  we  have  no  reason  to  apologize 
for  the  profits  of  our  industry.  They  are  not 
out  of  line  with  those  of  other  growing  and 
leading  companies  such  as  automotive,  plastic, 
chemical  or  oil  companies  in  times  of  pros- 
perity. The  cost  of  prescriptions  is  in  line 
with  the  general  trend  for  the  cost  of  living, 
and  the  amount  spent  out  of  total  disposable 
income  for  medicines  today  is  less  than  it 
was  in  1939. 

Patents 

Also,  I want  to  say  a word  about  patents. 
The  Government’s  crash  program  brought  to 
light  the  danger  to  our  patent  system  when- 
ever industry  is  called  upon  to  and  tries  to 
assist  in  Government  financed  research. 
There  is  an  official  fear  in  administrative 
circles  that  patents  will  be  misused.  This  fear 
is  born,  I am  sure,  mainly  of  apprehension  of 
Congressional  criticism.  Partly,  however,  it 
comes  from  lack  of  a full  appreciation  of 
how  the  drug  industry  has  administered  its 
own  important  patents  and  possibly  a failure 
sometimes  to  recognize  the  importance  of 
patents  as  a stimulus  to  research  and  inven- 
(Continued  on  Page  354) 
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Fellow  Pharmacists: 

This  is  my  first  letter  to  the  Association  since  becoming  your  new  President.  I would  like 
to  say  “thank  you”  to  all  members  of  the  Association  for  giving  me  this  honor.  It  is  a real 
pleasure  to  serve  you,  my  only  hope  is  to  serve  you  well.  I would  also  like  to  say  “thanks”  to 
everyone  responsible  for  the  fine  Brookings  Convention,  all  of  the  Brookings  pharmacists,  the 
College  of  Pharmacy  faculty,  and  everyone  who  served  on  the  various  committees  during  the 
convention. 

I think  one  of  the  main  Jobs  of  the  President  is  to  serve  the  Association.  As  I see  it,  the 
easiest  way  I can  be  of  service  to  you  as  members  is  for  you  to  make  all  your  wants,  wishes 
or  gripes  known  to  the  executive  committee.  We  have  four  very  good  vice-presidents  plus  the 
Board  of  Pharmacy,  all  spaced  throughout  the  state.  Any  problems  that  you  may  have,  please 
make  them  known  to  me  or  a member  of  the  executive  committee  and  we  will  try  to  give  you 
an  answer  as  soon  as  possible. 

College  of  Pharmacy  classes  will  soon  be  starting  again  at  State  College.  If  you  have  a 
good  student  or  two  in  your  communnty  who  has  not  yet  enrolled  for  a college  course,  spend 
a little  time  with  them,  urge  them  to  take  Pharmacy.  We  need  more  pharmacists  in  South 
Dakota  and  in  the  nation  right  now,  and  future  prospects  look  like  we  will  need  many  more. 
It  may  be  that  student  just  needs  a little  urging  — give  it  a try  for  Pharmacy. 

VERB  LARSEN 
Alcester,  S.  D. 
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Ryprogen 

Description:  Each  10  cc  ampul  of  Ryprogen 
contains  lyophilized  Reiter  protein  antigen 
for  the  serodiagnosis  of  syphilis. 

Indications:  Ryprogen  is  a highly  purifed, 
serologically  lipid-free  protein  antigen  ex- 
tracted from  the  Reiter  Strain  of  Trepo- 
nema pallidum.  It  can  be  used  in  all  the 
routine  complement  fixation  tests  for 
syphilis,  including  the  well-known  Kolmer 
complement  fixation  test.  In  the  serodiag- 
nosis of  syphilis,  Ryprogen  has  exhibited 
excellent  sensitivity  and  specificity  — - com- 
parable to  that  of  the  Treponema  pallidum 
immobilization  (TPI)  test.  I have  even  de- 
tected higher  percentages  of  primary  and 
secondary  syphilis  cases  than  this  same  test 
(TPI).  Ryprogen  thus  provides  a highly 
specific,  sensitive,  economical,  convenient 
test  for  syphilis.  Because  of  this  superior 
diagnostic  test  for  syphilis  which  can  be 
utilized  in  all  laboratories,  Ryprogen  is 
ideally  suited  for  all  routine  serological  ex- 
aminations for  syphilis. 

Ryprogen  is  an  essential  component  of 
the  complement  fixation  test  for  syphilis. 
Each  10  cc  ampul  of  Ryprogen  contains 
lyophilized  Reiter  antigen  which,  when  dis- 
solved in  1 ml.  of  distilled  water  and  diluted 
1:80,  is  sufficient  reagent  to  perform  about 
800  1/5  volume  qualitative  Kolmer  com- 
plement fixation  tests,  or  about  100  1/5  vol- 
ume quantitative  Kolmer  tests;  if  the  un- 
diluted Kolmer  test  is  used,  160  qualitative 
or  20  quantitative  tests  can  be  made  with 
one  ampul  of  Ryprogen. 

Dosage  Form:  Ryprogen  is  packaged  in  10  cc 
ampuls. 


Source:  Organon,  Inc. 

Medrol,  New  Dosage  Form 

Description:  Medrol,  known  chemically  as  6- 
methyl-delta-l-hydrocortisone,  is  an  anti- 
inflammatory steroid  distinguished  by  high 
potency  at  low  dosages,  with  virtually  none 
of  the  undesirable  side  effects  produced  by 
older  steroid  compounds.  Because  the  dos- 
age of  Medrol  is  generally  lower  than  that 
of  other  adrenal  corticosteroids,  it  is  im- 
portant that  comparatively  fine  dosage  ad- 
justments be  made  possible.  The  new  2 mg. 
Medrol  tablet  is  being  introduced  to  permit 
more  exact  dose  adjustment. 

Indications:  The  conditions  for  which  Medrol 
is  indicated  include  the  various  rheumatic, 
allergic,  dermatologic,  ocular  and  other 
conditions  known  to  be  responsive  to  the 
anti-inflammatory  corticosteroids. 

Dosage:  As  with  all  other  adrenocortical  ster- 
oids, the  dosage  must  be  individualized 
with  reference  to  the  disease  condition  and 
patient  tolerance.  On  the  average,  the  re- 
quired daily  dose  of  Medrol  is  approx- 
imately two-thirds  that  of  prednisolone. 

Source:  The  Upjohn  Company,  Kalamazoo, 
Michigan. 

TAO 

Description:  TAO  is  chemically  triacetylo- 
leandomycin  combined  with  glucosamine — 
a new  antibiotic. 

Indications:  Effective  against  staphylococci 
(including  strains  resistant  to  other  ani- 
biotics),  streptococci  (alpha  and  beta  hemo- 
lytic strains  and  enterococci),  pneumococci, 
gonococci.  Hemophilus  influenzae,  ricket- 
tsiae,  large  viruses,  and  certain  protozoa 
(notably  amebae). 
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Dosage:  Dosage  varies  according  to  the  sever- 
ity of  the  infection.  For  adults,  the  average 
dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 
months  to  8 years  of  age,  a daily  dose  of  ap- 
proximately 30  mg./kg.  body  weight  in 
divided  doses  has  been  found  effective. 

Since  TAO  is  therapeutically  stable  in 
gastric  acid,  it  need  not  be  administered 
with  meals. 

Dosage  Form:  TAO  Capsules:  125  mg.  and  250 
mg.  in  bottles  of  60. 

TAO  for  cherry-flavored  Oral  Suspen- 
sion: 1.5  Gm.,  125  mg.  per  teaspoonful  (5  cc.) 
when  reconstituted.  In  2 oz.  bottles. 

Source:  J.  B.  Roerig  and  Company  Division, 
Chas.  Pfizer  & Co.,  Inc. 

Emdee  Margarine 

Description:  A new  table  spread  and  shorten- 
ing. Eighty  per  cent  of  the  fat  content  con- 
sists of  nonhydrogenated  corn  oil  specially 
processed  to  preserve  the  original  content 
of  unsaturated  fatty  acids.  Each  100  gm. 
provides  34  gm.  of  linoleic  acid  and  18  gm. 
of  other  unsaturated  fatty  acids.  It  fully 
meets  identity  standards  for  margarine,  in- 
cluding fortification  with  Vitamin  A (15,- 
000  units  per  pound)  and  Vitamin  D (2,000 
units  per  pound).  Caloric  content  is  equiva- 
lent to  other  margarines,  100  calories  per 
tablespoonful. 

Use:  The  product  is  being  introduced  as  an 
acceptable  replacement  for  the  usual  an- 
imal and  hydrogenated  vegetable  fats.  Al- 
though the  exact  role  of  dietary  fats  in  re- 
lation to  atherosclerosis  is  controversial, 
Emdee  Margarine  appears  to  offer  an  al- 
ternative in  those  patients  on  fat-restricted 
diets. 

Distribution:  Although  Emdee  Margarine  is  a 
food,  not  a medicine,  and  requires  no  pres- 
cription, it  will  be  recommended  by  phys- 
icians and  will  be  sold  in  pharmacies.  The 
“ethical  product”  promotion  planned  by 
Pitman-Moore  will  consist  of  medical  jour- 
nal ads,  mailings  to  physicians,  and  med- 
ical convention  exhibits. 

Another  unusual  aspect  of  the  marketing 
of  Emdee  Margarine  is  that  it  will  be  made 
available  to  retail  pharmacies  only  from 
regular  service  drug  wholesalers.  The  lat- 
ter must,  in  turn,  obtain  it  from  bonded 
ware-houses,  since  the  product  must  be  re- 


frigerated and  only  cold-storage  ware- 
houses have  the  facilities  to  keep  the  large 
quantities  that  apparently  will  be  needed. 

Pitman-Moore’s  handling  of  the  sampling 
problem  will  also  be  unusual.  Stewart 
Ruch,  Director  of  Sales,  states,  “We  shall 
confine  sampling  to  the  doctors  by  a new 
method:  Our  representatives  will  give  doc- 
tor a ‘check’  that  can  be  redeemed  at  phar- 
macies for  a one-pound  can  of  Emdee.  For 
each  ‘check’  redeemed,  the  pharmacist  will 
receive  the  full  retail  price,  $1.00. 

Source:  Pitman-Moore  and  Co. 

Kantrex 

Description:  Kantrex  (Kanamycin  sulfate)  is 
a bactericidal  antibiotic. 

Indications:  For  control  of  stubborn  infections 
caused  by  a wide  variety  of  pathogenic 
organisms,  both  Gram  positive  and  Gram 
negative.  It  is  especially  valuable  in  the 
treatment  of  infections  caused  by  staphylo- 
cocci resistant  to  other  antibiotics  and  in 
infections  of  the  urinary  and  respiratory 
tract.  The  drug  is  also  recommended  for 
pre-surgical  intestinal  antisepsis  since  it  is 
poorly  absorbed  from  the  gut  when  given 
orally.  Kantrex  has  not  shown  cross-resist- 
ance with  any  other  major  antibiotic. 

Dosage:  Intramuscularly  in  a total  dose  of 
one  to  two  grams  daily  in  two  to  four 
divided  doses.  Also  orally  for  intestinal 
antisepsis  and  control  of  G.I.  tract  infec- 
tions caused  by  shigella  and  salmonella. 

Dosage  Form:  Vials  of  500  mg.  as  2 cc.  of  clear 
solution;  vials  of  1.0  gm.  as  3 cc.;  20  capsules 
of  500  mg.;  and  100  capsules  of  500  mg. 

Source:  Bristol  Laboratories. 

Lorfan  Pediatric  Ampuls 

Description:  New  dosage  form  of  the  potent 
narcotic  antagonist  Lorfan  (levallorphan) 
tartrate,  containing  .05  mg/cc. 

Indications:  This  dosage  form  is  intended  for 
the  treatment  of  narcotic-induced  respira- 
tory depression  in  the  newborn.  Lorfan 
usually  acts  within  one  minute  and  its 
effect  lasts  for  two  to  five  hours.  It  is  not 
a narcotic. 

Dosage:  Dosage  determined  by  physician  ac- 
cording to  the  needs  of  the  patient. 

Dosage  Form:  In  1 cc.  ampuls  containing  .05 
mg/cc.,  in  boxes  of  6 and  25  ampuls. 

Source:  Roche  Laboratories,  Division  of  Hoff- 
man-La  Roche,  Inc. 

(Continued  on  Page  354) 
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CONVENTION  REPORTS 
REPORT  OF  THE  SECRETARY 
SOUTH  DAKOTA  STATE 
PHARMACEUTICAL  ASSOCIATION 
. By 

Bliss  C.  Wilson 


At  the  direction  of  the  members  of  the  Fi- 
nance Committee,  the  firm  of  Keenan  and 
Craig,  Certified  Public  Accountants,  Aber- 
deen, South  Dakota  were  employed  to  audit 
the  books  and  records  of  the  Secretary  and 
Treasurer  for  the  fiscal  year  June  1,  1957  to 
May  31,  1958.  The  cash  receipts  of  the  Secre- 
tary during  this  period  were  $8,312.00  in  the 
association’s  General  Fund  Account  and  $3,- 
850.46  to  the  association’s  Commercial  and 
Legislative  Section  Fund  Account.  The  total 
income  for  the  association  was  $11,862.46. 
Expense  warrants  issued  against  the  associa- 
tion’s General  Fund  amounted  to  $9,272.83 
and  against  the  Commercial  and  Legislative 
Section  Fund  $3,087.17  for  a total  of  $12,360.00. 
The  loss  in  net  worth  for  the  association  dur- 
ing the  year  was  therefore  $497.54. 

The  Secretary’s  receipts  for  the  State 
Board  of  Pharmacy  during  the  fiscal  year 
totaled  $15,759.00.  Expense  warrants  issued 
during  the  same  period  totaled  $14,847.99. 
This  leaves  a gain  in  net  worth  for  the  Board 
of  Pharmacy  account  of  $911.01. 

All  cash  receipts  of  the  Secretary  were  re- 
mitted to  the  Treasurer  on  or  before  the  last 
business  day  of  each  calendar  month. 

One  of  the  principle  reasons  for  the  deficit 
in  the  Association’s  General  Fund  was  the 
extra  printing  which  was  necessary  to  inform 
our  membership  of  the  Revised  Rules  and 
Regulations  which  were  submitted  for  study 
with  the  official  announcement  of  this  annual 
meeting. 

Association  Membership  Report 
Pharmacists  in  good  standing  on  June  21,  1957  839 


Add: 

Registered  by  Reciprocity  3 

Registered  by  Exams.  Jan.  8,  1958  14 

Registered  by  Exams.  June  5,  1958  28 

Reinstated  by  renewal  payments  6 


51 


890 

Less: 

Active  Members  Deceased  9 

To  Honorary  Membership  6 

Renewals  Unpaid  for  1957-58  9 

24 


Members  in  Good  Standing  on 
June  23,  1958  866 

Assistant  Pharmacists  in  Good 

Standing  on  June  23,  1958  2 

Certificate  Renewals  Records 
1957-58  Certificate  Renewals  Paid  to 
June  22,  1958  794 

1957-58  Renewals  Free  to  Members  in 
Armed  Forces  30 

Original  Certificates  valid  to  Sept.  30,  1958  17 

Certificates  Due  on  June  5,  1958  Examinations  28 


869 

Less  1957-58  Renewals  Paid  by  Members 
Now  Deceased  3 

Certificates  accounted  for  to  June  23,  1958  866 

1957-58  Assistant  Renewals  Paid  to 
June  23,  1958  2 

Honorary  Memberships 
Honorary  Members  reported  on 
June  21,  1957  61 

Less: 

Reinstated  to  Active  Membership  2 
Reported  Deceased  During  1957-58  1 


3 


59 

Add: 

Members  applying  for  Honorary 

Status  during  1957-58  6 


Honorary  Membership  as  of 
June  23,  1958  65 

Commercial  & Legislative  Section  Memberships 
Voluntary  Drug  Store  Members  on 

June  21,  1957  130 

1957  Drug  Store  Dues  Paid 

After  1957  Convention  4 


Total  Voluntary  Drug  Store  Members 
for  1957  Calendar  Year  134 

Voluntary  Drug  Store  Members  — 

1958  Calendar  Year  — Paid  to  Date  165 

Increase  in  Voluntary  Memberships 

To  Date  31 


This  increase  in  voluntary  memberships  is 
due  largely  to  the  efforts  of  the  members  of 
the  Executive  Committee  who  contacted  all 
non-member  pharmacies. 

Veterans  Administration  Services 
During  the  past  year  South  Dakota  Phar- 
macies were  paid  $1,379.02  for  VA  prescrip- 
tions processed  by  our  office.  This  is  an  in- 
crease of  $300.50  over  the  previous  year. 
While  this  volume  is  not  large,  it  does  repre- 
sent a worthwhile  service  to  the  veterans  of 
our  state.  You  will  be  interested  to  know 
that  we  have  already  signed  a revised  con- 
tract with  the  Veterans  Administration  for 
the  fiscal  year  ending  June  30,  1959  and  at 
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an  increase  in  service  charges  to  the  Commer- 
cial and  Legislative  Section  of  our  association. 
Convention  Receipts 

The  final  source  of  income  for  the  Phar- 
maceutical Association  is  the  receipts  of  the 
Local  Secretary  at  each  of  our  annual  con- 
ventions. Registration  fees  and  donations  at 
the  Rapid  City  Convention  last  year 
amounted  to  $2,095.00.  These  receipts  are 
credited  to  the  Commercial  and  Legislative 
Section  Fund  Account.  Actual  expenses  of 
the  Rapid  City  Convention  which  were  paid 
from  this  fund  were  $1,452.34.  Our  public 
accountant  listed  as  1957  convention  expenses 
from  the  General  Fund  Account  an  additional 
$1,125.30  which  included  payment  for  con- 
vention speaker,  convention  reporter  and  con- 
vention proceedings. 

Slate  Board  of  Pharmacy  Transactions  for 
1957-58  Fiscal  Year 

All  funds  received  by  the  Secretary’s  Of- 
fice, except  the  renewal  of  personal  certifi- 
cates of  association  members,  are  credited  to 
the  Board  of  Pharmacy  Account.  These  in- 
clude (1)  Reciprocity  In-Fees,  (2)  Reciprocity 
Grade  Fees,  (3)  Examination  Fees  (both  phar- 
macists and  household  remedy),  (4)  Phar- 
macist Certificate  Fees  (Original  and  Dup- 
licates), (5)  Special  Permits,  (6)  Intern  Cer- 
tificates, (7)  Apprentice  Registration  Certifi- 
cates, (8)  Permits  to  Conduct  a Pharmacy,  (9) 
Licenses  to  Sell  Household  Remedies,  (10) 
Licenses  to  Sell  Certain  Poisons  and  (11)  Li- 
censes to  Sell  Patent  and  Proprietary  Med- 
icines. Board  Receipts  for  the  past  year  ended 
May  31,  1957  are  as  follows: 

Number 
Issued 

3 Reciprocity  In-Fees  @ $25.00 
25  Reciprocity  Grade  Fees  @ $1.00 
57  Examination  Fees  (Pharmacists) 

@ $10.00 

13  Examination  Fees  (Household 
Remedy)  @ $10.00 
48  Pharmacist  Original  Certificate 
Fees  @ $5.00 

2 Pharmacist  Duplicate  Certificate 
Fees  @ $3.00 
1 Special  Permit  @ $5.00 
9 Intern  Certificate  Fees  @ $5.00 
104  Apprentice  Registration  Certificates 
@ $1.00 

252  Permits  to  Conduct  Pharmacy 
@ $25.00 

129  Licenses  to  Sell  Household 
Remedies  @ $3.00 
41  1957-Licenses  to  Sell  Certain 
Poisons  @ $3.00 

583  1958-Licenses  to  Sell  Certain 
Poisons  @ $3.00 

2000  Licenses  to  Sell  Patent  Medicines 
@ $3.00 


Less: 

Permits  not  renewed  for  1957-58  2 

(Jarratt  & Company,  Colman) 

(Central  Drug  Store,  Sioux  Falls)  

Pharmacy  Permits  Renewed  246 

Add: 

New  Pharmacies  Established  During 

1957-58  Year  6 

(Medical  Center  Pharmacy,  Aberdeen) 

(State  Hospital  Pharmacy,  Yankton) 

(Koenig’s  Pharmacy,  Sioux  Falls) 

(St.  Mary’s  Hospital  Pharmacy,  Pierre) 

(Mills  Baken  Park  Drug,  Inc.,  Rapid  City) 

(Kadoka  Clinic  Pharmacy,  Kadoka)  

Total  Pharmacy  Permits  Issued  for 

1957-58  Year  252 

Less: 

Pharmacies  Discontinued  during 

1957-58  Year  4 

(City  Drug  Store,  Yankton) 

(Danks  Pharmacy,  Lake  Andes) 

(South  Sioux  Drug,  Inc.,  Sioux  Falls) 

(St.  Mary’s  Hospital  Pharmacy,  Pierre) 


Pharmacy  Permits  in  Effect  on  June  23,  1958  248 

Ownership  of  Merchandise  and  Fixtures  of 

Pharmacies 

141  Pharmacies  are  owned  by  an  individual  phar- 
macist who  is  in  active  management. 

18  Pharmacies  are  owned  by  a partnership  of 
pharmacists  in  active  management. 

28  Pharmacies  are  owned  jointly  by  pharmacist 
manager  and  non-pharmacist. 

12  Pharmacies  are  owned  exclusively  by  non- 
pharmacists. 

47  Pharmacies  are  owned  by  a corporation  or 
association. 

2 Pharmacies  are  owned  by  the  State  of  South 
Dakota. 

248 

A report  of  the  activities  of  the  Secretary 
during  the  past  year  would  not  be  complete 
without  mention  of  the  work  done  in  con- 
nection with  the  program  of  self-government 
of  Pharmacists  through  Rules  and  Regula- 
tions of  the  State  Board  of  Pharmacy.  You 
all  know  that  this  association  adopted  an  Of- 
fical  Code  of  Ethics  for  the  South  Dakota 
Pharmaceutical  Association  at  last  year’s  con- 
vention. This  statement  of  moral  principles 
as  adopted  by  this  association  for  the  self- 
government  of  its  members  is  one  with  which 
you  should  all  be  thoroughly  familiar.  The 
obligation  of  Pharmacy  is  the  service  it  can 
render  to  the  public  in  safeguarding  the 
health  of  those  who  rely  on  drugs  and  med- 
icines for  the  prevention,  relief  and  cure  of 
disease.  Your  knowledge  of  drugs  qualifies 
you  to  be  of  assistance  in  protecting  public 
health  and  safety.  Our  pharmacy  law  re- 
stricts the  retailing  of  drugs  and  medicines 
to  pharmacists,  yet,  the  Supreme  Court  of 
this  State  was  unable  to  find  anything  in  our 
pharmacy  law  or  in  Board  Regulations  which 
controls  the  sale  of  packaged  drugs  and  med- 


Tolal 
Amount 
$ 75.00 

25.00 

570.00 

130.00 

240.00 

6.00 
5.00 

45.00 

104.00 

6.300.00 

387.00 

123.00 

1.749.00 
6,000.00 

$15,759.00 

— 349  — 


SOUTH  DAKOTA 


icines  when  made  by  pharmacists.  There  is 
nothing  now  which  requires  pharmacists  to 
warn  the  public  of  any  danger  in  use,  or  to 
assume  any  responsibility  in  sale  or  to  do 
anything  to  protect  the  public  in  return  for 
intrusting  to  pharmacists  the  exclusive  sale 
of  packaged  medicines.  Actually,  packaged 
drugs  and  medicines  as  they  are  being  dis- 
played and  sold  today,  are  no  more  than  gen- 
eral merchandise.  If  pharmacists  do  not  want 
to  assume  any  responsibility  in  sale,  you  can 
keep  it  that  way,  and  have  2100  in  place  to 
2000  packaged  drug  competitors  at  this  time 
next  year. 

In  line  with  resolutions  adopted  at  the 
Rapid  City  Convention  concerning  verbal 
warning  and  anti-self  service  regulations,  this 
office  worked  out  several  amendments  to 
existing  Board  of  Pharmacy  Rules  and  Regu- 
lations which  we  presented  to  the  Executive 
Committee  at  a meeting  in  Pierre  on  Feb- 
ruary 23rd.  After  several  hours  discussion  in 
the  presence  of  our  attorney  it  was  recom- 
mended that  all  such  amendments  be  included 
in  a revised  printing  of  Board  of  Pharmacy 
Rules  and  Regulations  to  be  distributed  to 
all  association  members  with  notice  of  this 
annual  meeting.  The  Board  of  Pharmacy  of- 
ficially adopted  such  Rules  and  Regulations 
as  amended  to  become  effective  on  the  first 
day  of  January,  1959.  It  was  ordered,  that 
the  Revised  Rules  and  Regulations  should 
not  be  filed  with  the  Secretary  of  State  and 
the  Clerks  of  Court  until  after  this  annual 
meeting  so  that  the  members  of  the  associa- 
tion might  have  the  opportunity  to  study  the 
revised  regulations  as  amended,  and  recom- 
mended filing  with  the  Secretary  of  State  as 
our  Official  Rules  and  Regulations  governing 
the  practice  of  pharmacy  in  this  state. 

I assume  that  most  of  the  pharmacists  at 
this  convention  received  letters  trying  to  dis- 
courage them  from  supporting  this  program 
of  self-government.  I made  it  clear  in  my 
official  notice  of  this  annual  meeting  that  ■ — 
“Unless  you  express  objections  at  the  1958 
convention  in  Brookings  and  such  objections 
are  sustained  by  a majority  of  members  pres- 
ent at  the  1958  annual  meeting,  that  the  Re- 
vised Rules  and  Regulations  as  printed  will 
be  filed  with  the  Secretary  of  State  and  the 
Clerks  of  Courts  in  every  organized  County 
of  the  state.”  I welcome  the  objections  of  any 
member  of  this  association.  If  I cannot  give 


a reasonable  and  satisfactory  reply  to  any 
such  objections,  then  I will  vote  with  you  to 
terminate  the  program. 

One  thing  I must  make  clear,  the  practice 
of  any  profession  whatsoever,  must  assume 
criminal  and  civil  liability  in  case  of  mal- 
practice. Pharmacists  assume  that  liability 
now  for  all  prescriptions  filled,  for  every 
packaged  U.S.P.  and  N.F.  drug  that  goes  over 
your  counter,  for  every  schedule  “A”  poison 
unless  the  buyer  signs  his  name  in  your 
poison  register  and  unless  you  have  warned 
against  danger.  The  minute  the  retail  sale  of 
any  commodity  is  restricted  to  certain  in- 
dividuals, right  then,  the  seller  assumes  crim- 
inal and  civil  liability.  The  Proprietary  Asso- 
ciation of  America  would  have  you  believe 
that  you  are  going  to  be  sued  for  mal-practice 
every  time  you  make  a sale  of  a potent  drug 
or  potent  medicine,  the  sale  of  which  would 
be  restricted  to  pharmacists  under  our  pro- 
gram. If  the  letter  from  a leading  rack  jobber 
frightens  you,  then  it  is  your  privilege  to  vote 
against  restrictive  sales  and  in  favor  of  patent 
medicine  licensees.  Pharmacy  can  never  be 
stronger  than  its  weakest  practitioner. 

During  the  past  year  this  office  has  put  in 
many  hours  compiling  written  information 
to  explain  to  South  Dakota  pharmacists  how 
this  new  program  of  self-government  will  be 
a distinct  advantage  to  practically  all  regis- 
tered pharmacies  in  which  no  relief  phar- 
macist is  available.  We  have  compiled  in- 
formation on  “Methods  of  Display”  which  are 
reasonable  and  very  easy  to  follow  by  every 
pharmacist  who  holds  a Permit  to  Conduct  a 
Pharmacy.  We  have  pointed  out  how  you 
may  close  your  restricted  drug  area  for  the 
transaction  of  business  without  lock  and  key 
and  under  what  conditions  you  may  lawfully 
leave  the  remainder  of  your  business  in 
charge  of  a person  who  is  not  a registered 
pharmacist  or  pharmacy  intern.  We  have 
tried  to  make  clear  to  all  pharmacists  who 
have  attended  our  district  meetings  what 
actually  constitutes  Pharmacy  and  what 
articles  of  commerce,  although  they  may  be 
extremely  toxic,  must  be  regarded  as  general 
merchandise. 

According  to  our  registration  lists,  all  ex- 
cept eighty-eight  of  our  South  Dakota  retail 
drug  stores  have  been  represented  at  these 
district  meetings.  You  do  not  receive  the 
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written  information  I have  referred  to  above 
until  you  do  attend  one  of  the  district  meet- 
ings. It  is  unfortunate  that  time  did  not  per- 
mit the  holding  of  district  meetings  at  loca- 
tions which  would  be  convenient  for  all  drug 
store  managers.  If  there  are  any  pharmacists 
or  non-pharmacist  owners  of  drug  stores  who 
are  in  attendance  at  this  convention  and  who 
have  not  been  present  at  one  of  our  district 
meetings,  please  contact  me  so  that  arrange- 
ments can  be  made  to  give  you  a thorough 
explanation  of  the  program.  If  the  revised 
rules  and  regulations  are  to  be  filed  with  the 
Secretary  of  State,  then  every  drug  store  will 
be  contacted  as  soon  as  possible  after  this  con- 
vention. 

Your  vote  at  this  convention  will  determine 
whether  our  two  thousand  patent  medicine 
licensees  will  have  the  right  to  sell  at  retail 
every  packaged  drug  or  medicine  except  nar- 
cotics and  prescription-legends  drugs,  or 
whether  every  medicine  which  is  potent 
enough  to  harm  a small  child  will  henceforth 
be  excluded  for  retail  sale  by  such  patent 
medicine  licensees. 

It  was  at  the  convention  in  Aberdeen  in 
1954,  that  this  association  passed  a resolution 
requesting  the  Board  of  Pharmacy  to  formu- 
late regulations  governing  the  retailing  of 
packaged  drugs  and  medicines  within  the 
registered  pharmacies  of  this  state.  Comply- 
ing with  this  request  was  not  an  easy  task. 
However,  there  is  satisfaction  in  knowing 
that  this  program  of  self-government  for 
pharmacy  in  South  Dakota  is  now  receiving 
national  attention.  Announcement  to  the 
pharmaceutical  press  was  made  at  the  Amer- 
ican Pharmaceutical  Association’s  House  of 
Delegates  on  April  24th.  The  Proprietary 
Association  of  America  is  deeply  concerned. 


Here  is  a restrictive  sale  program  that  will 
work  if  the  practitioners  of  pharmacy  will 
make  a honest  effort  to  abide  by  its  pro- 
visions. 

In  closing,  I wish  to  express  my  deep  ap- 
preciation to  the  members  of  the  Executive 
Committee  who  approved  and  endorsed  the 
final  amendments,  to  the  Board  of  Pharmacy 
who  adopted  the  final  revision,  to  the  mem- 
bers of  this  association  who  have  shown  in- 
terest in  the  program  at  our  district  meetings 
and  to  all  others  who  have  given  this  office 
their  support.  May  we  all  work  together  to 
make  Pharmacy  a profession  of  which  we 
can  all  be  proud. 

REPORT  OF  PHARMACY  INSPECTOR 

By 

Glenn  E.  Velau 

Mr.  President  and  Members  of  the  South 
Dakota  Pharmaceutical  Association. 

The  past  year  since  the  1957  convention  I 
have  traveled  27,811  miles  and  have  made 
2,940  inspections  for  the  South  Dakota  State 
Board  of  Pharmacy.  These  inspections  were 
made  in  all  types  of  retail  outlets  selling 
drugs,  medicines  and  poisons. 

I have  attended  all  Board  of  Pharmacy 
meetings.  All  violations  of  the  Pharmacy 
Law  have  been  reported  to  the  Board  of 
Pharmacy.  When  found  all  violations  have 
been  corrected. 

During  the  past  twelve  months  periodic 
checks  of  Exempt  Narcotic  and  Poison  Reg- 
isters have  shown  a remarkable  increase  in 
their  use  in  drug  stores.  In  some  cases  there 
is  still  room  for  improvement.  In  some  of 
these  instances  the  clerical  help  in  the  stores 
could  stand  more  instructions  in  the  keeping 
up  to  date  the  registers.  I still  find  some 
Registers  under  piles  of  old  papers  and  in 


DECEASED  MEMBERS 


As  Reported  to  Secretary's  Office  During  1957-58 


Cert. 

No. 

Pharmacist 

City 

Date  of  Death 

Date  Reported 
To  Secretary 

2627 

A.  C.  Gerken 

Los  Gates,  Calif. 

Feb.  10,  1957 

Sept.  11,  1957 

2608 

A.  R.  Powell,  Jr. 

Columbus,  Nebr. 

April  24,  1957 

Sept.  11,  1957 

1183 

A.  W.  Burkholder 

Belle  Fourche 

June  4,  1957 

Sept.  6,  1957 

1350 

P.  A.  Brecht 

Yankton 

June  21,  1957 

2758 

Milford  L.  Schwartz 

Huron 

Aug.  16,  1957 

2884 

Frank  R.  Carter 

Panama  City,  Fla. 

Sept.  19,  1957 

1661 

Fred  C.  Fergen  (Hon.  M.) 

Madison 

November,  1957 

1787 

Richard  H.  Isaak 

Eureka 

Dec.  9,  1957 

R2901 

Edgar  A.  Comeliuson 

Lemmon 

March  30,  1958 

2653 

L.  C.  Paulson 

Rapid  City 

May  5,  1958 
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drawers  covered  with  merchandise.  This 
definitely  denotes  that  they  are  not  being 
used  as  often  as  they  should  be. 

There  are  still  some  pharmacies  that  are 
very  lax  on  the  selling  of  Ethyl  Rubbing  Al- 
cohol. Pharmacists  should  watch  the  signing 
out  of  the  item  at  the  time  of  sale.  Federal 
inspectors  have  been  checking  again  this  past 
year  within  our  state.  Clerks  in  a store  should 
be  instructed  about  the  restricted  sale  of 
Ethyl  Rubbing  Alcohol. 

In  the  past  year  and  even  in  the  last  couple 
of  weeks  I have  found  stores  who  have  had 
the  misfortune  of  hiring  a graduate  of  a Col- 
lege of  Pharmacy  outside  of  our  state  and  the 
graduate  has  not  taken  our  South  Dakota 
written  Board  of  Pharmacy  Examinations. 
These  graduates  cannot  be  classified  as  an 
intern  in  South  Dakota.  They  can  be  used 
only  as  an  apprentice  just  like  the  student 
that  is  enrolled  in  a college  of  pharmacy  and 
at  all  times  must  be  under  vision  and  super- 
vision of  a registered  pharmacist.  There 
is  a vast  difference  in  the  qualifications  as  to 
the  duties  that  an  intern  can  do  in  a store  and 
those  of  an  apprentice.  Pharmacists  should 
check  the  laws  on  each  very  carefully. 

Poison  licensees  have  stayed  about  the  same 
in  number.  Patent  medicine  licensees  have 
increased  about  76  in  number  over  last  year. 
Wholesalers  are  responsible  for  the  increase 
in  patents  as  they  are  seeking  more  outlets 
and  know  the  provisions  of  the  law  in  our 
state  that  a license  is  required. 

I want  to  thank  you  for  the  fine  cooperation 
I have  received  from  all  the  pharmacists  this 
past  year  and  I am  looking  forward  to  seeing 
all  of  you  in  the  near  future. 


COLLEGE  OF  PHARMACY  REPORT 

The  members  of  your  College  of  Pharmacy 
Committee  submit  the  following  report  for 
the  1957-58  year. 

The  average  enrollment  for  the  past  school 
year  was  230  students.  This  makes  the  Di- 
vision of  Pharmacy  one  of  the  largest  colleges 
of  Pharmacy  in  the  Northwest.  Approx- 
imately 240  students  can  be  accommodated 
in  the  present  quarters  but  more  room  is  ur- 
gently needed  as  new  courses  are  added  to 
the  curriculum  and  as  the  research  work 
expands.  Plans  are  now  being  made  to  secure 
a considerable  amount  of  additional  space.  As 
soon  as  these  plans  are  approved  by  the  new 


president  of  the  college,  by  the  Board  of 
Regents  and  the  incoming  Legislature  we  will 
be  happy  to  present  them  to  you  and  as  plans 
progress  you  will  be  kept  informed. 

The  Division  of  Pharmacy  is  planning  on 
establishing  a new  laboratory  for  instruction 
in  the  use  of  atomic  energy  in  pharmacy  and 
medicine.  Radio  isotopes  are  becoming  more 
and  more  important  as  diagnostic  agents  and 
as  research  tools.  The  establishment  of  this 
type  of  instrument  insures  keeping  up  with 
modern  advances  in  science.  Application  has 
been  made  to  the  Division  of  Biology  and 
Medicine  of  the  United  States  Atomic  Energy 
Commission  for  a grant  of  $20,000  for  neces- 
sary equipment. 

Fifty-seven  students  received  their  Bachelor 
of  Science  degrees  in  Pharmacy  on  Monday, 
June  2 and  took  their  State  Board  of  Phar- 
macy examinations  on  June  3,  4 and  5.  Again 
this  year  the  demand  for  graduates  of  the 
Division  has  exceeded  the  supply  and  there 
are  several  positions  remaining  unfilled.  One 
reason  for  the  wide  demand  for  graduates  of 
the  Division  of  Pharmacy  is  that  they  are 
well  trained  and  well  liked  by  the  people  who 
employ  them.  As  an  example  requests  for 
graduates  have  been  received  from  as  far 
away  as  Alaska  and  Hawaii.  The  1959  class 
will  be  larger  than  the  class  graduated  this 
year. 

An  Honorary  Degree  of  Doctor  of  Science 
in  Pharmacy  was  awarded  to  George  A.  Ben- 
der at  the  Commencement  Exercises  on  June 
2.  Dr.  Bender  graduated  from  the  Division  of 
Pharmacy  in  1923. 

The  Staff  of  the  Division  remains  stable. 
Dr.  Bailey  has  been  promoted  from  Associate 
Professor  to  Professor.  Paul  Allen  will  join 
the  staff  this  fall  as  a half-time  graduate  as- 
sistant in  the  Department  of  Pharmacy. 

This  year  there  have  been  applications  for 
scholarships  from  fifteen  worthy  needy  stu- 
dents who  wish  to  enroll  in  Pharmacy.  The 
Division  is  and  always  has  been  handicapped 
in  that  it  has  a very  limited  number  of 
scholarships  to  offer.  Suggestions  as  to  how 
more  scholarships  could  be  obtained  would 
be  welcomed. 

Your  committee  wishes  to  acknowledge  and 
thank  the  following  for  scholarships  C.  A. 
Locke  of  Brookings,  a $150  Tuition  Scholar- 
ship; John  Griffin  of  Lewis  Drug,  Sioux  Falls, 
two  $150  Tuition  Scholarships;  and  Francis 
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O’Connell  of  O’Connell  Brothers  Drug,  Fort 
Dodge,  Iowa,  two  $150  Tuition  Scholarships. 

The  South  Dakota  Board  of  Pharmacy  and 
our  Association  have  for  many  years  each 
given  a tuition  scholarship  of  $108.  Tuition 
this  next  year  has  been  raised  to  $150  a year. 
We  recommend  that  the  two  scholarships  be 
continued  as  tuition  scholarships  in  the 
amount  of  $150  each. 

Inasmuch  as  the  annual  meeting  of  our 
State  Pharmaceutical  Association  is  in  Brook- 
ings this  year  no  refresher  course  was  held 
in  April,  but  the  convention  was  lengthened 
by  one  day  to  permit  the  holding  of  the  Phar- 
maceutical Institute.  These  sessions  will  be 
held  in  the  Bunny  Ballroom  of  the  Union  be- 
ginning at  10:00  A.M.  tomorrow.  It  is  planned 
that  the  Annual  Refresher  Course  will  be 
held  at  the  usual  time  next  year. 

The  following  awards  were  made  this 
spring  to  outstanding  seniors:  The  Lehn  and 
Fink  Gold  Medal  to  Hildegard  Lastau  of 
Sioux  Falls;  the  Rexall  Award  to  Paul  Allen 
of  Owatonna,  Minnesota;  the  Bristol  Award 
to  Kenneth  Weber  of  Murdo;  and  the  two 
Merck  Awards  to  Merle  Amundson  of  Colton 
and  Dewey  Folkestad  of  Montevideo,  Minn- 
esota. 


REPORT  OF 

EARL  R.  SERLES  MEMORIAL 
SCHOLARSHIP  AND  LOAN  FUND 
June  25,  1958 

At  the  convention  in  Rapid  City  last  year 
the  South  Dakota  Pharmaceutical  Association 
voted  to  establish  in  memory  of  Dr.  Earl  R. 
Series  the  Earl  R.  Series  Memorial  Scholar- 
ship and  Loan  Fund  and  that  this  new  loan 
fund  be  inaugurated  by  transferring  the 
funds  in  the  South  Dakota  Pharmaceutical 
Association  Loan  Fund. 

A committee  of  three  appointed  by  the 
President  of  the  Association  is  to  administer 
the  fund.  This  committee  was  appointed  by 
President  Lehr  on  November  5,  1957  and  con- 
sisted of  Winfred  G.  Ray  whose  term  expires 
in  1958  and  Robert  Matson  whose  term  ex- 
pires in  1959.  The  Dean  of  the  Division  of 
Pharmacy  is  the  third  member  of  the  com- 
mittee. At  the  first  meeting  of  the  committee 
Floyd  J.  LeBlanc  was  elected  chairman. 

The  total  assets  of  the  South  Dakota  Phar- 
maceutical Association  Loan  Fund  as  re- 
ported at  the  Rapid  City  Convention  were 


$1,909.86.  This  money  was  transferred  to  the 
Earl  R.  Series  Memorial  Scholarship  and 
Loan  Fund. 

The  Committee  directed  the  chairman  to 
withdraw  $500.00  from  the  checking  account 
and  deposit  it  in  the  Brookings  Saving  and 
Loan  Association.  The  chairman  was  further 
directed  to  deposit  the  proceeds  from  the  cer- 
tificate of  deposit  issued  by  the  Northwest 
Security  National  Bank  in  the  amount  of 
$1,217.63  and  the  accrued  interest  in  the 
Brookings  Saving  and  Loan  Association.  This 
was  done  in  February  and  April. 

PRESENT  ASSETS 


Savings  and  Loan  Association  $1,754.16 

Checking  Account  987.23 

Loans  Due  50.00 


Total  Assets  $2,791.39 

MEMORIALS 

Earl  R.  Series  $512,00 

Milford  Schwartz  330.00 


The  committee  wishes  to  further  acknowl- 
edge with  sincere  thanks  the  contributions  of 
Mrs.  Milford  L.  Schwartz  and  Mrs.  Earl  R. 
Series.  Mrs.  Schwartz  contributed  a Stand, 
Book  of  Remembrance  and  Plaque  as  a mem- 
orial to  her  husband.  Mrs.  Series  contributed 
the  etched  picture  of  Dean  Series  on  the 
plaque  as  a memorial  to  her  husband. 

The  Stand,  Plaque  with  etched  picture  and 
Book  of  Remembrance  are  on  permanent  dis- 
play in  the  Office  of  the  Dean  of  Pharmacy 
in  the  Administration  Building.  The  names 
of  the  individuals  who  have  contributed  to 
the  memorial  funds  will  be  found  in  the  Book 
of  Remembrance. 


REPORT  OF  THE  PHARMACEUTICAL 
EDITOR 

SOUTH  DAKOTA  JOURNAL  OF 
MEDICINE  AND  PHARMACY 

Gentlemen: 

My  report  covers  the  activities  of  the  Editor 
of  the  Pharmacy  Section  of  the  South  Dakota 
Journal  of  Medicine  and  Pharmacy  for  the 
year  July  1,  1957  to  June  30,  1958. 

This  concludes  the  fifth  year  that  I have 
been  associated  with  you  in  this  position  and 
it  also  marks  approximately  ten  years  of  co- 
operation between  the  physicians  and  phar- 
macists of  South  Dakota  in  the  publication 
of  this  Journal. 

During  the  past  year  a total  of  174  pages 
was  published.  This  amounts  to  an  increase 
of  34  pages  over  the  preceding  year.  In  ad- 
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dition  to  the  regular  feature  sections  twenty- 
one  papers  were  submitted  and  reviewed  for 
publication.  As  before,  attempts  have  been 
made  to  include  articles  of  a scientific  nature, 
papers  of  general  pharmacy  interest  and 
those  concerning  economic  pharmacy.  This 
year  six  papers  were  submitted  by  South 
Dakota  pharmacists  for  publication.  This  is 
most  heartening  and  I would  like  again  to 
extend  an  invitation  to  members  of  this  asso- 
ciation to  submit  papers  concerning  some 
phase  of  the  profession. 

The  rest  of  the  material  appearing  in  our 
section  of  the  Journal  was  either  written  or 
edited  for  publication  by  your  editor. 

This  year  a financial  agreement  was  made 
with  the  South  Dakota  Medical  Association 
whereby  the  Pharmaceutical  Editor  would 
participate  in  the  distribution  of  any  Journal 
surplus  income.  The  share  to  your  editor 
amounts  to  10%  of  any  surplus  and  I would 
like  to  thank  the  officers  of  both  associations 
for  this  kindness. 

The  number  of  subscriptions  by  South  Da- 
kota pharmacies  to  our  official  publication 
has  increased  during  the  last  year.  There  are 
still  about  80  stores  that  do  not  subscribe  and, 
therefor,  lack  this  connection  to  statewide 
pharmacy.  Mainly,  these  are  the  stores  which 
do  not  support  the  Commercial  and  Legisla- 
tive section  of  our  association. 

To  those  of  you  who  do  subscribe  to  your 
state  journal  — I earnestly  solicit  your  com- 
ments on  the  material  being  published.  We 
are  constantly  striving  to  give  you  the  type 
of  local  publication  you  want. 


GOVERNMENT,  INDUSTRY  AND 
RESEARCH— 

(Continued  from  Page  344) 

tion.  It  has  been  proposed  that  where  patents 
arise  out  of  industry  participation  in  a Gov- 
ernment financed  program,  they  should  be 
licensed  under  direction  of,  and  on  terms 
fixed  by  the  responsible  Government  admin- 
istrator in  order  to  insure  the  availability  of 
ample  quantities  of  any  new  product  at  rea- 
sonable prices.  The  whole  record  of  our  in- 
dustry has  been  one  of  abundant  productions 


and  intense  competition  to  sell  its  products. 
Moreover,  there  has  been  extensive  licensing 
of  patents  within  the  industry,  and  no  bar- 
riers to  progress  in  the  form  of  patents  exist 
within  our  industry.  Any  program  of  com- 
pulsory licensing  of  patents  is  essentially 
destructive  of  our  patent  system,  and  the 
patent  system  is  historically  the  greatest  in- 
centive to  discovery  and  invention. 

There  is  more  at  stake  than  patents  them- 
selves. There  is  a far  greater  threat  to  the 
genuine  welfare  of  the  public  which  has  al- 
ways benefited  the  most  from  scientific 
progress. 

We  should  not,  we  must  not  hesitate  to 
speak  forthrightly  in  defense  of  patents. 
Moreover,  we  should  support  generous  Con- 
gressional appropriations  to  enable  the  Patent 
Office  to  enlist  and  retain  competent  people, 
an  adequate  sized  staff  and  modern  equip- 
ment to  simplify  their  enormous  task;  and 
finally,  we  should  search  our  consciences  and 
refrain  from  doing  anything  in  our  business 
which  will  hurt  the  patent  system,  but  rather 
everything  we  can  to  build  it  up.  If  we  be- 
lieve in  something,  we  must  support  it  by 
what  we  do  as  well  as  by  what  we  say,  and 
not  undermine  it  by  the  temptation  to  act  ex- 
pediently. 


RECENT  PHARMACEUTICAL 
SPECIALTIES— 

(Continued  from  Page  347) 

Sinaxar 

Description:  Sinaxar  is  2-hydroxy-2-phenyl- 
carbonate. 

Indications:  Sinaxar  is  a muscle  relaxant 
which  relieves  muscle  spasm  without  pro- 
ducing adverse  side  effects.  Sinaxar  is  of 
benefit  in  any  condition  involving  skeletal 
muscle  spasm,  such  as  fibrositis  charac- 
terized by  low  back  ache,  muscle  strains 
and  pains,  stiff  neck  and  muscular  rheu- 
matism. It  is  of  benefit  in  muscular  spasms 
found  in  frozen  shoulder,  arthritis  and 
bursitis. 

Dosage:  One  or  two  tablets,  three  times  a day. 

Dosage  Form;  Bottles  of  50  tablets.  Each 

tablet  contains  200  mg.  of  the  drug. 

Source:  Armour  Laboratories. 
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when  psychic 
symptoms 
distort  the  picture 


Partal  helps  the  patient  reintegrate  his  mental  processes 

In  everyday  office  practice  as  well  as  under  hospital  conditions 
Dartal  is  consistent  in  its  effects  as  few  tranquilizers  are. 

Partal  promotes  emotional  balance 

Dartal  effectively  decreases  or  relieves  emotional  hyper- 
activity and  psychomotor  excitement. 

Partal  is  unusually  safe 

At  a recent  symposium,  leading  hepatologists*  concluded  that 
Dartal  is  not  icterogenic  or  hepatotoxic. 

Partal  is  effective  at  low  dosage 

One  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  neuroses; 
one  10-mg.  tablet  t.i.d.  in  psychoses. 


a superior  psychochemical 
for  the  management  of  both  major  and 
minor  emotional  disturbances 


dihydrochloride  brand  of  thiopropazate  dihydrochloride 


*A  Symposium  on  the  Pharmacologic  Effects  of  Dartal  on  the  Liver,  Chicago,  Searle  Research  Laboratories,  Feb.  7,  1958. 


SEARLE 


to  relieve 


CHLOROTHIAZIDE 


FINNERTY,  F.  A.,  Buchholz,  J.  H.  and  Tuckman,  J.:  JAMA  166:141, 

Jan.  11, 1958. 

DIURIL  (Chlorothiazide)  given  alone  to  85  patients,, . . caused  an  excellent 

diuresis,  with  reduction  of  edema,  weight,  blood  pressure,  and  albuminuria 

The  average  effective  dose  was  found  to  be  1 Gm.  per  day  by  mouth. ...  The  usually 
excellent  response  coupled  with  the  absence  of  significant  toxicity  and  lack  of 
development  of  drug  resistance  makes  chlorothiazide  ideal  for  the  prevention 
and  treatment  of  toxemia." 

DOSAGE:  one  or  two  500  mg.  tablets  of  DIURIL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 


OiURiL  is  a trademark  of  Merek  & Cq..  Iq6 


01958  Merck  & Co.,  Inc: 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


.caused  an  excellent 
diuresis,  with 
reduction  of  edema, 
weight,  hlood  pressure, 
and  aihuminuria....” 


ANY  INDICATION  FOR  DIURESIS  IS  AN  INDICATION  FOR 
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]/^  Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
Soothes  inflamed  mucosa 
Provides  intestinal  antisepsis 


Opium  tincture 0.08  cc. 

(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  V4  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 

SUPPLIED:  Bottles  of  16  fi.  oz. 

Exempt  Narcotic.  Available  on  Prescription  Only. 
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triple  benefits 


in  the 


Menopause 


first 


relieves  apprehension,  anxiety  and  irritability 


second 


restores  endocrine  balance;  relieves  vasomotor 
and  metabolic  disturbances 


third 


relaxes  skeletal  muscle;  relieves  low  back  pain, 
tension  beadacbe 


WALLACE  LABORATORIES.  NewBrmswieJciN.J. 


Each  tablet  contains: 

Miltowa  (meprobamate,  Wallace)  . . .400  mg. 
g-methy[-2.n-prspyl-l,3-propanidisl  dicarbamate 

Conjugated  Estrogens  (equine) 0.4  mg. 

Supplied!  Bottles  of  60  tablets. 

Do$age:  1 tablet  t.i.d.  in  21-day  courses 
with  one  week  rest  periods;  should  be 
adjusted  to  indiyidual  requirements. 
Literature  and  samples  on  request 
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THE  MONTH  IN  WASHINGTON 


For  the  first  time  since  the  idea  was  pro- 
posed more  than  seven  years  ago  by  President 
Truman  and  Oscar  Ewing,  legislation  to  tack 
a hospital  and  medical  service  program  onto 
social  security  has  received  a thorough  airing 
before  a Congressional  committee. 

For  11  days  the  House  Ways  and  Means 
Committee  listened  to  testimony  on  this  and 
other  suggested  changes  in  the  law.  The  hos- 
pitalization plan  — now  identified  as  the 
Forand  bill,  for  its  sponsor.  Rep.  Aime  J. 
Forand  (D.,  R.I.)  — was  by  far  the  most  con- 
troversial issue.  It  came  up  repeatedly  and 
each  time  was  the  signal  for  either  sharp 
questions  or  praise  from  Mr.  Forand,  depend- 
ing on  what  the  particular  witness  thought 
about  the  bill. 

"V.I.P.  MEETING"  THEME  OF 
PR  INSTITUTE 

“Widescreen  medical  public  relations” 
focusing  on  a broader  segment  of  national  life 
will  be  considered  when  key  medical  men 
meet  in  Chicago  August  27  and  28  for  AMA’s 
1958  PR  Institute.  The  1958  session  at  the 
Drake  Hotel,  billed  as  the  “V.I.P.  Meeting,”  is 
designed  for  physicians,  medical  society  staff 
personnel  and  others  working  in  the  medical 
public  relations  field.  The  keys  to  the  medical 
profession’s  public  relations  program  in  the 


year  ahead  are  symbolized  in  the  meeting 
title  and  will  be  revealed  at  the  day-and-a 
half-long  session. 

The  workshop-styled  program  will  get 
down  to  PR  practicalities  at  its  opening  ses- 
sion with  a discussion  of  medicine  in  a chang- 
ing world.  From  the  lead-off  “what  do  you 
know?”  session  the  meeting  will  move  into 
deliberations  on  “what  have  you  got  to  say?” 
“how  do  you  say  it?”  “who  do  you  know?” 
and  “are  they  listening?” 

Top  people  in  related  fields,  including 
communications  and  human  relations,  will 
take  part  in  the  program. 

AMA  CONDUCTS  NURSING 
HOME  STUDY 

A field  survey  of  approximately  25  skilled 
nursing  homes  in  various  sections  of  the 
country  is  being  conducted  this  summer  by 
the  AMA’s  Council  on  Medical  Service.  Pri- 
mary purpose  of  visits  to  these  public,  pro- 
prietary and  non-profit  facilities  will  be  to 
obtain  data  that  will  aid  in  developing  recom- 
mended guides  and  standards  governing  med- 
ical care  in  nursing  homes.  It  is  expected  that 
much  valuable  information  will  be  gathered 
on  other  important  phases  of  nursing  home 
operation  — including  nursing  care,  social 
service  and  food  service. 


SOUTH  DAKOTA  SOCIETY  OF  INTERNAL  MEDICINE 

August  30,  1958 

Sheraton  Johnson  Hotel  — Rapid  City,  South  Dakota 


9:00-10:00  A.M.  Complications  of  Diabetes  Mellitus  Paul  Sheridan,  M.D.,  F.A.C.P. 

Denver,  Colorado 


10:00-11:00  A.M.  Confusional  States  Erland  Nelson,  M.D. 

Minneapolis,  Minnesota 

11:00-12:00  Noon  Orinase  Therapy  in  Diabetes  Mellitus  Paul  Sheridan,  M.D.,  F.A.C.P, 


12:00-  2:30  P.M. 
2:30-  3:30  P.M. 
3:30-  4:30  P.M. 


Luncheon  — followed  by  — 
Business  Meeting 

Subdural  Hematomas 
Clinical  Pathological  Conference 


5:00-  6:00  P.M.  Cocktail  Hour  — Emerald  Room 
6:00  P.M.  Dinner 


Erland  Nelson,  M.D. 
Minneapolis,  Minnesota 

Donn  R.  Driver,  M.D.,  F.A.C.P. 

Veterans’  Hospital 

Sioux  Falls,  South  Dakota 

Sheraton  Johnson  Hotel 

Sheraton  Johnson  Hotel 
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Low 

Dosage 


Unusual  Antibacterial  and  Anti-infective  Properties— More  soluble  in  add  urme> . . . higher  and 
better  sustained  plasma  levels  than  any  other  known  and  usefid  antibacterial  sulfonamide.^ 


Unprecedsnted  Low  Dosagi—Less  s\dfa  for  the  kidney  to  cope  with  . . . yet  fuUy  effective.  A single 
daily  dose  of  0.6  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides—a  notable  asset  in  prolonged  therapy.^ 

Dosngei  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.6  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYHEX-WHEREVER  SULFA  THERAPY  IS  IHDICATED 

Tablets;  Each  tablet  contains  0.5  Gm.  (7^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrap  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

references : 

I Grltble,  H.Q..  and  Jacfeson,  G.G.;  Prolonged  Treatment  of  Orlnary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J.  Med, 
258:1-1.  1988 

S!.  Editorial;  New  England;!.  Med.  258:48-49.  1958. 


I.E01I»I.E  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY,  Pearl  River,  New  York 
*Haa.  U-8.  Pat.  Off. 
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CLINICAL  CONFERENCE 
MISSISSIPPI  VALLEY  MEDICAL  SOCIETY 

(The  Mid-West’s  Greatest,  Intensive  Post-Graduate  Medical  Assembly) 

23rd  ANNUAL  MEETING 
HOTEL  MORRISON,  CHICAGO,  SEPT.  24-25-26,  1958 

OVER  40  CLINICAL  SPEAKERS 

PROGRAM  GEARED  TO  GENERAL  PRACTITIONERS  AND  GENERAL 

SURGEONS 

PANELS  ON  TIMELY  TOPICS 
BIG  SCIENTIFIC  AND  TECHNICAL  EXHIBIT  HALL 
MEETING  and  MEMBERSHIP  OPEN  TO  ALL  STATE  SOCIETY  MEMBERS 
SOCIETY  IS  NON-PROFIT  WITH  NO  PAID  OFFICERS 
Plan  now  to  attend  and  make  reservations  at  Hotel  Morrison. 

Write  for  preliminary  program  to 

MISSISSIPPI  VALLEY  MEDICAL  SOCIETY  (Est.  1935) 

(Post-Graduate  Medical  Society  of 
ILL.,  lA.,  KAN.,  MINN.,  MO.,  NEB.,  N.  D.,  S.  D.,  WIS.) 

Harold  Swanberg,  M.D.,  Secretary,  W.C.U.  Bldg.,  Quincy,  111. 


PaiM ..  .give  real  relief: 


Aspirin  .200  mg.  (3  grains) 

Phenacetin  150  mg.  (2V2  grains) 

Caffeine  30  mg.  (V2  grain) 


Demerol  hydrochloride  ...  30  mg.  (V2  grain) 


1 or  2 tablets. 
Narcotic  blank  required. 


Potentiated  Pain  Relief 


WINTHROP  LABORATORIES 

New  York  18,  N.  Y.  • Windsor,  Ont. 

Demerol  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 
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Glucose  Tolerance  Test* 


AN 

AMES 

CUNIQUfCK 

CLINICAL  BRIErS 
FOR  MODERN  PRACTICE 


— 66-year-0ld  man  with  early  diabetes 
mellitus 

68-year-old  man  with  pseudodiabetes 

following  gastric  resection 

*Constam,  G.  R.s  Northwest  Med.  56:919,  1957. 


besides  diabetes,  what  diseases  may  cause 
symptoms  of  polyuria,  polydipsia,  increased 
fatigability  and  loss  of  weight? 


Various  renal  diseases  with  isosthenuria,  portal  obstruction,  functional 
dipsomania,  hyperparathyroidism,  acromegaly,  primary  aldostero- 
nism, chronic  mercury  poisoning,  hypervitaminoses  A or  D,  Hand- 
Schiiller-Christian  lipoidosis,  fructosuria,  pentosuria  and  sucrosuria.* 


COLOR-CALIBRATED  CLINITESF 

BRAND  Reagent  Tablets 

the  STANDARDIZED  urine-sugar  test  for  reliable  quantitative  estimations 

• full  color  calibration,  clear-cut  color  changes 

• established  “plus”  system  covers  entire  critical  range 

• standard  blue-to-orange  spectrum  long  familiar  to  diabetics 

• unvarying,  laboratory-controlled  color  scale 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 
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DmNK 


The  purity,  the 
wholesomeness, 
the  quality  of 
Coca-Cola  as 
refreshment  has  helped 
make  Coke  the 
best-loved  sparkling 
drink  in  all  the  world. 


SIGN  OF  GOOD  TASTE 


PRESTIGE 

PRESCRIPTION 

PRODUCTS 


WE  ARE  A 


Relax... 

There  is  no  need  to  worry  about  poorly  filled  and  in- 
complete drug  orders  or  to  be  concerned  over  delays  in 
receiving  goods  or  apprehensive  about  having  your  en- 
tire store  needs  supplied  completely  and  economically. 
You  can  depend  on  us  to  fill  your  orders  with  a mini- 
mum of  “shorts”  and  to  deliver  them  rapidly  to  your 
store. 

From  the  beginning,  the  purpose  of  our  business  has 
been  to  provide  you  with  the  finest  in  wholesale  drug 
service.  Our  modern  facilities,  comprehensive  stocks, 
prompt  delivery,  and  up-to-date  merchandising  assist- 
ance available  through  our  sales  representatives  are 
geared  to  your  every  need.  So,  relax . . . send  your  orders 
to  us  . . . and  enjoy  your  business, 

BROWN  DRUG  COMPANY 

Sioux  Fails,  South  Dakota 


DISTRIBUTOR 


HENEEDITTBEH  SH-SniUN( 


WEIGHT  REDUCTION;  Obesc  patieiif  s may 
them  hold  the  diet  line  by  giving  then 
duces  less  cardiovascular  effect  than 
EXTENTABS  provide  10-12  hours  of  ap| 
30.0  mg.;  phenobarbital  (1  gr.)  64.8 


resist  dieting 
a more  aler^ 
amphetamine 
petite  suppres^i 

AMBAR  TA 


eni( 


just 


ng  the 
IWITHOUT  Jl 
with  |i 
d-lrelease, 
al  dosage 

chloride,  3.33  mg.;  phenobarbital  (V3  g^.)  21.6  mg.  H.  ROBtris  company^  ir^.,  Richn 


iig. 


JtETS 


they  fear  lifs 
outlook, 
it  is  combihe 
controlli  d 


because) 
brighte  r 
In  AMBAR  i 
ion  in  01  le  1 

foi  conventioha 


WEIGHT  REDUCTIOIN  VflTHQUT  JIHERS  AMRAR  ■ 


lOtion; 

tTERS; 

enoi 
^xten 
)r  int^i 
ond, 


il  security  often  involved  in  overeating,  ambar  hel| 
Methamphetamii^,  a potent  CNS  augmenter,  pr 
dgh  phenobarbital  |lo  prevent  overstimulation,  amb/  ' 
ded-action  tablet:  inethamphetamine  hydrochlorid 
rmittent  therapy  Contain  methamphetamine  hydr 
\firginia.  Ethical  Pharmaceuticals  of  Merit  Since  187 


me  :hamphetamine  and  phenobarbital 

TABLETS  AND  EXTENTABS® 
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THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

300  First  National  Bank  Sioux  Falls,  S.  D. 

Subscription  $2.00  per  year  20c  per  copy 

CONTRIBUTORS 

MANUSCRIPTS:  Material  appearing  in  all  publi- 
cations of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not 
the  carbon  should  be  submitted.  Footnotes  should 
conform  with  this  request  as  well  as  the  name  of 
author,  title  of  article  and  the  location  of  the  author 
when  manuscript  was  submitted.  The  used  manu- 
script is  not  returned  but  every  effort  will  be  used 


to  return  manuscripts  not  accepted  or  published 
by  the  Journal  of  Medicine. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings 
will  be  furnished  by  The  South  Dakota  Journal  of 
Medicine  when  satisfactory  photographs  or  draw- 
ings are  supplied  by  the  author.  Each  illustration, 
table,  etc.,  should  bear  the  author’s  name  on  the 
back.  Photographs  should  be  clear  and  distinct. 
Drawings  should  be  made  in  black  India  ink  on 
white  paper.  Used  illustrations  are  returned  after 
publication,  if  requested. 

REPRINTS:  Reprints  should  be  ordered  when 
galley  proofs  are  submitted  to  the  authors.  Type 
left  standing  over  30  days  will  be  destroyed  and 
no  reprint  orders  will  be  taken.  All  reprint  orders 
should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  300  First  Nat’l  Bank,  Sioux 
Falls,  South  Dakota. 
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SS^0^ 


C^t/a- 


SjmeACr 


Variety  in  taste  and  texture  of  foods 
must  become  your  patient’s  ”Spice” 


The  Bland  Diet 


• Meat  patties  stay  tender  when  crushed  com 
flakes  and  water  are  added  to  the  finely  groimd 
beef.  Salt  and  a hint  of  thyme  or  marjoram  give 
savor.  Fish  souffle  is  a delight  when  the  top  is 
crisped  with  cracker  meal  and  butter. 

Vegetables  such  as  tender,  yovmg  string  beans, 
peas,  beets,  and  carrots  may  be  cooked  and 
served  whole — otherwise  pmeed.  Potatoes  may 


— and,  with 
your  consent, 
a glass  of 
beer  for  a 
morale  booster 


be  boiled,  baked  or  mashed.  Molded  gelatin 
salads  are  pretty  to  look  at — better  to  eat.  For 
dessert,  perhaps  applesauce  added  to  whipped 
hme  gelatin,  and  topped  with  custard  sauce. 

And  with  a glass  of  beer* — at  your  discretion 
— your  patient  will  find  his  diet  interesting  and 
ample  without  stra5ring  from  instructions. 

*pH — 4.3  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 


If  you'd  like  reprints  of  this  and  H other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17.  N.  Y, 
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with  new 


(PENTAERYTHRITOL  TCTRANITRATE)  (bRANO  OF  HYDROXYZINE) 


why  PETN? 


For  cardiac  effect:  petn  is  . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.”^  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two  ? 


For  greater  therapeutic  success:  In  clinical  trials,  CARTRAX 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


♦Trademark 


1.  Russek,  H.  I.:  Postgrad.  Med.  79:662  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  CARTRAX  “10” 
tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  CARTRAX 
“20”  tablets  (20  mg.  petn  plus  10  mg.  ATARAX.)  For  convenience, 
write  “CARTRAX  10”  or  “CARTRAX  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  PETN  preparations  with  caution 
in  glaucoma. 
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BUY 

An  old  adage  says  "Clothes  make  the  man."  Per- 
haps this  is  not  true  in  a very  strict  sense,  but 
nevertheless  a well-groomed  man  makes  a better 

QUALITY 
IN  YOUR 

impression  than  one  who  is  not.  This  same  reason- 
ing may  well  apply  to  the  printed  forms  which 
leave  your  office.  A dignified,  well-printed  state- 
ment or  envelope  can  lend  a great  deal  of  prestige 
to  your  practice.  It  costs  no  more  to  get  QUALITY 
printing  than  poor  printing. 

PRINTING 

We’ve  had  many  years  of  printing  experience  and 
would  like  to  help  you  with  your  printing  require- 
ments. 

MIDWEST-BEACH  COMPANY 

222  South  Phillips  Ave. 

• Sioux  Falls,  S.  Dak. 

mmt 


Ui 


11,000 

NEW  CUSTOMERS 


INSURANCE  COMPANY  OF  IOWA  TOMORROW  MORNING 


Today,  11,000  Americans  are  being  born  every  twenty-four  hours.  That's  77,000  new 
'citizens'  every  week. 

Something  to  ponder  ....  and  what  is  perhaps  of  equal  importance:  all  1 1,000  of  these 
'new  Americans'  born  each  day  beome  the  concern  of  the  druggist.  For  without  the  close  co- 
operation of  doctor  and  druggist,  1 1,000  new  babies  could  not  grow  into  I 1,000  strong  sturdy 
U.  S.  citizens. 

True,  YOU  won't  have  I 1,000  prescriptions  to  fill  tomorrow  morning,  but  with  all  your  col- 
leagues you'll  be  'helping  to  bring  up  these  1 1,000  new  citizens  tomorrow'. 

DRUGGISTS'  MUTUAL  specializes  in  Insurance  for  you,  the  Druggists  whs  cares  for  these  'new  citizens.' 

Thousands  of  drug  store  owners  and  professional  men  look  to  us  for  the  ultimate  in  complete,  low-cost 
insuronce  protection. 

We  hope  you  are  one  of  them. 


HOME  OFFICES 
ALGONA,  IOWA 

All  Policies  Non-Assessabl@ 
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N0W...A  NEW  TREATMENT 


'Cardilate' 


for  easy  retention 
in  the  buccal  pouch 


**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


CardilateV brand  Erythrol  Tetranitrate  SUBLiNGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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TriaminiC  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  ^vatery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.lt  isnot  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  became  of  the 
special  timed-release  design. 

first— ^ to  4 hours  of  relief 
from  the  outer  layer 


then—^  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  . 25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

*Trademar!( 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  14  Triaminic 
Tablet  or  Yz  Triaminic  Juvelet. 


rr\  • • ♦ ® 

1 riaminic 


SMITH-DORSEY  >3  division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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‘‘flavor -timed”  dual-action 

CORONARY  VASODILATOR 


ORAL  (tablet  swallowed  whale) 

for  dependahle  prophylaxis 

SUBLINGUAL.ORAL 

for  immediate  and 

sustained  relief 


TRAOEMARK 


Of  ANGINA  PECTORIS 


NITROGLYCERIN - 

0.4  mg.  (1/150  grain)  — acts  quickly 

CITRUS  "FIAVOR-TIMER"- 

signals  patient  when  to  swallow 

PENTAERYTHRITOl  TETRANITRATE- 

15  mg.  (1/4  grain)  — prolongs  action 


For  continuing  prophylaxis  patient  swallows 
the  entire  Dilcoron  tablet. 

Average  prophylactic  dose: 

1 tablet  four  times  daily. . 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 

Bottles  of  100. 


LABORATORIIS  Niw  YORK  It.  N.  v. 


1247M 


TMB-200 


For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


Alto  available  as 
PMB-400  (0.4  mg.  "Premarin,"  400  mg.  meprobamate 
in  each  tablet). 


Supply; 

No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  500. 


"Premarin^'  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin, 200  mg.  meprobamate 


AYERST  LABORATORIES 


New  York  16,  New  York 


Montreal,  Canada 


5830 


“Premarin®”  conjugated  estrogens  (equine) 


Meprobomote  licensed  under  U.S.  Pot.  No.  2,724,720 
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A.M.W.A.  MEETS 
SEPT.  26-27 


The  15th  Annual  Meeting 
of  the  American  Medical 
Writers’  Association  will  be 
held  at  the  Hotel  Morrison, 
Chicago,  Sept.  26,  to  be  fol- 
lowed by  a Workshop  on 
Medical  Writing,  Saturday 
morning  Sept.  27.  There  will 


be  16  speakers  at  the  meeting 
on  Sept.  26,  among  whom 
will  be  John  Z.  Bowers,  M.D. 
Editor,  Journal  of  Medical 
Education;  Charles  E.  Lyght, 
M.D.,  Director,  Medical  Pub- 
lications, Merck,  Sharp  & 
Dohme  Research  Laborator- 


ies; Alton  Ochsner,  M.D., 
Prof,  of  Surgery,  Tulane  Uni- 
versity; Austin  Smith,  M.D., 
Editor,  J.A.M.A.;  Karl  A. 
Menninger,  M.D.,  Chief  of 
Staff,  Menninger  Foundation, 
etc. 

A detailed  program  of 
either  or  both  meetings  may 
be  obtained  from  Harold 
Swanberg,  M.D.,  Secretary, 
W.C.U.  Bldg.,  Quincy,  111. 


UROLOGY  AWARD 
FOR  RESEARCH 

The  American  Urological 
Association  offers  an  annual 
award  of  $1,000  (first  prize 
of  $500,  second  prize  $300  and 
third  prize  $200)  for  essays 
on  the  result  of  some  clinical 
or  laboratory  research  in 
Urology.  Competition  is 
limited  to  urologists  who 
have  been  graduated  not 
more  than  ten  years,  and  to 
hospital  interns  and  residents 
doing  research  work  in  Urol- 
ogy. 

The  first  prize  essay  will 
appear  on  the  program  of  the 
forthcoming  meeting  of  the 
American  Urological  Associa- 
tion, to  be  held  at  the  Chal- 
fonte-Haddon  Hall,  Atlantic 
City,  New  Jersey,  April  20- 
23,  1959. 

For  full  particulars  write 
the  Executive  Secretary,  Wil- 
liam P.  Didusch,  1120  North 
Charles  Street,  Baltimore, 
Maryland.  Essays  must  be 
in  his  hands  before  Decem- 
ber 1,  1958.” 
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SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because  (4.) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive  tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (+)it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  ATARAX  be- 
cause (4)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  atarax  Syrup. 
(4)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 

Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied:  10, 25  and  100  me.  tablets,  bottles 
of  iOO.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 
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HELP  US  KEEP  THE 
THINGS  WORTH  KEEPING 


Speech  is  free  in  Amer- 
ica. But  it’s  not  free  for 
the  keeping!  Protecting 
ovir  American  heritages 
costs  money. 

It  takes  money  for 
strength  to  keep  the 
peace.  Money  for  science 
and  education  to  help 
make  peace  lasting.  And 
money  saved  by  indi- 
viduals. 

Your  Savings  Bonds, 
as  a direct  investment 
in  your  country,  make 
you  a Partner  in 
strengthening  America’s 
Peace  Power — helping 
us  keep  the  things  worth 
keeping. 

Good  cash  investment, 
too.  Put  3 dollars  into 
Series  E Bonds  — take 
out  4 in  just  8 years, 
11  months. 

Safe.  Both  interest 
and  principal  guaran- 
teed by  the  U.  S.  Gov- 
ernment. Every  Bond 
recorded,  so  if  it’s  lost, 
stolen  or  destroyed  it 
can  be  replaced,  free. 

Automatic  saving.  The 
Pa3rroU  Savings  Plan  is 
the  automatic  way  to 
save  for  the  big  things 
in  hfe. 


HELP  STRENGTHEN  AMERICA’S  PEACE  POWER 


BUY  U.  S.  SAVINGS  BONDS 


The  U.S.  Government  does  not  pay  for  this  advertising.  The  Treasury  Department  thanks, 
for  their  patriotic  donation.  The  Advertising  Council  and  this  magazine. 
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MEDICAL  ASSOCIATION  OF  MEDICAL 
ASSISTANTS— 


(Continued 

cieties  and  the  American  Medical  Association, 
this  Association  is  well  under  way. 

The  purposes  of  the  Association  are  stated 
as  follows:  To  inspire  its  members  to  render 
honest,  loyal  and  more  efficient  service  to  the 
profession  and  to  the  public  which  they  serve. 
To  strive  at  all  times  to  cooperate  with  the 
medical  profession  in  improving  public  rela- 
tions. To  render  educational  services  for  the 
self-improvement  of  its  members  and  to  stim- 
ulate a feeling  of  fellowship  and  cooperation 
among  the  Societies.  To  encourage  and  assist 
all  unorganized  medical  assistants  in  forming 
local  and  State  societies.  This  Association  is 
declared  to  be  non-profit.  It  is  not  nor  shall 
it  ever  become  a trade  union  or  collective 
bargaining  agency. 

Several  states  now  offer  fine  educational 
courses  with  the  cooperation  of  their  colleges 
and  universities  which  will  help  the  assistant 
to  become  more  valuable  in  the  doctor’s  of- 
fice. Physicians  realize  that  the  well-trained 
assistant  is  an  asset  to  their  profession  and 
that  these  courses  will  relieve  them  of  much 
of  the  time-consuming  work  of  on-the-job 
training.  The  American  Association  plans  to 


from  Page  318) 

offer  courses  on  a national  level  as  soon  as  a 
suitable  curriculum  has  been  set  up. 

Membership  in  medical  assistants  societies 
throughout  the  country  has  provided  an  op- 
portunity for  the  assistant  to  benefit  from 
the  many  fine  lectures,  workshops  and  sem- 
inars as  a part  of  regular  programs. 

The  American  Association  of  Medical  As- 
sistants is  now  offering  its  members  a com- 
prehensive insurance  program.  This  is  a 
salary  replacement  (sickness  and  accident) 
plan  with  optional  major  hospital,  nurse  ex- 
pense and  surgical  benefits. 

It  is  to  the  advantage  of  the  medical  pro- 
fession to  have  their  medical  assistants  affil- 
iated with  this  organization. 

The  American  Association  of  Medical 
Assistants  would  welcome  the  opportunity  to 
give  information  concerning  the  organization 
and  to  assist  with  the  formation  of  County 
and  State  Societies.  Inquiries  may  be  ad- 
dressed to  Miss  Hallie  Cummins,  R.R.L., 
Chairman  of  the  Public  Relations  Committee, 
Medical  Record  Library,  Caro  State  Hospital 
for  Epileptics,  Caro,  Michigan. 
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A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 

Just  a "poof” of  fine  nTz  spray 

brings  relief  in  seconds,  for  hours 

nTz  provides  day  and  night  relief 
from  stuffy,  sneezing,  running  noses 
and  watery  eyes. 

nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 

Neo-Synephrine®  HCl,  0.5% 

- dependable  vasoconstrictor 
and  decongestant . 

Thenfadil®  HCl,  0.1% 

- potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 

- antibacterial  wetting 
agent  and  preservative. 


NASAL  SPRAY 


Supplied  in  leakproof 
pocket  size 

squeeze  bottles  of  20  cc. 


lAB 


NTZ,  Neo-Synephrine  (brand  of  phenylephrine) , Thenfadil 
(brand  of  thenyldiamine) , and  Zephiran  (brand  of  benzalkoniura, 
as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 


ODATOXeS 

New  york  18.  N.K. 


V.. 


Alseroxylon  less  toxic  than  reserpine 

..  alseroxylon  is  an  antihypertensive  agent 
of  equal  therapeutic  efficacy  to  reserpine  in 
the  treatment  of  hypertension,  but  with 
significantly  less  toxicity.” 

Ford,  R.V.,  and  Moyer,  J.H.:  Rauwolfia  Toxicity 
in  the  Treatment  of  Hypertension:  Some  Observa- 
tions on  Comparative  Toxicity  of  Reserpine,  a 
Single  Alkaloid,  and  Alseroxylon,  a Compound  Con- 
taining Multiple  Alkaloids,  Postgrad.  Med.,  Janu- 
ary, 1958, 


Just  two  tablets 
at  bedtime 


Rauwiloid® 

(alseroxylon,  2 mg.) 

for  gratifying 

rauwolfia  response 

virtually  free  from  side  actions 


I" 


LOS  ANGELES 


When  more  potent  drags  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

aiseroxylon  1 mg.  and  a’lkavervlr  3 mg, 

for  moderate  to  severe  hypertension. 

Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexomethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertension. 

Initial  dose  14  tablet  q.i.d. 

Both  combinations  in  convenient  single-tablet  form. 


A desk  is  not  for  sleeping 

That’s  why  so  many  physicians  prescribe 
COMPAZINE^  for  working  patients  and 
others  who  require  a tranquilizing  agent 
which  won’t  impair  their  capacity  to  think 
clearly  and  function  normally. 

For  all-day  (or  all-night)  therapeutic  effect  with  a single  oral  dose;  ‘Compazine’ 
Spansulet  capsules.  Also  available:  Tablets,  Ampuls,  Multiple  dose  vials.  Syrup 
and  Suppositories. 

Smith  Kline  & French  Fahoratories,  Philadelphia 

pioneers  in  psychopharmacology 

*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 
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Antacid  therapy  in 


LIQUID 


(Magnesium  Trisilicate  and  Colloidal  Aluminum  Hydroxide,  Lilly) 

Combines  palatability  with  effecti 

In  12-ounce  bottles  at  plj^macies 

ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S 


POSITIVE 
RESULTS  AGAINST  MANY 
GRAM-NEGATIVE  INVADERS 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

Gram-negative  organisms,  involved  in  many  stubborn  infections,  dem- 
onstrate high  in  vitro  sensitivity  to  CHLOROMYCETIN  d'® 

The  effieacy  of  CHLOROMYCETIN  against  these  troublesome  invad- 
ers is  borne  out  in  vivo  in  such  infections  as  infantile  gastroenteritis,^ 
urinary  traet  infeetions,^*^  the  septicemie  and  focal  forms  of  salmonel- 
losis,^^ and  Friedlander’s  pneumoniad^ 

CHLOROMYCETIN  is  available  in  a variety  of  forms,  including  Kapseals,®  of 
250  mg.,  bottles  of  16  and  100. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic  agent 
and,  because  certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore, 
as  with  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the. 
patient  requires  prolonged  or  intermittent  therapy, 

REFERENCES:  (1)  Schneierson,  S.  S.:  J.  Mt.  Sinai  Hasp.  25:52, 1958.  (2)  Waisbren,  B.  A.: 
Wisconsin  M.  J.  57:89, 1958.  (3)  Ritts,  R.  E.,  Jr.;  Mao,  E H.,  & Favour,  C.  B.,in  Welch,  H., 

& Marti-Ibanez,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc., 
1958,  p.  774.  (4)  Rhoads,  E S.:  Postgrad.  Med.  21:563, 1957.  (5)  Roy,  T.  E.;  Collins,  A.  M.; 
Craig,  G.,  & Duncan,  I.  B.  R.:  Canad.  M.A.J.  77:844,  1957.  (6)  Hasenclever,  H.  E: 

7.  Iowa  M.  Soc.  47:136, 1957.  (7)  Holloway,  W.  J.,  & Scott,  E.  G.:  Delaware  M.  J.  29:159, 
1957.  (8)  Waisbren,  B.  A.,  & Strelitzer,  G.  L.:  Arch.  Int.  Med.  99:744,  1957.  (9)  Derham, 

R.  J.,  & Rogerson,  M.  M.:  J.  Dis.  Child.  93:113, 1957.  (10)  Murphy,  J.  J.,  & Rattner,  W.  H.: 
J.A.M.A.  166:616,  1958.  (11)  Rabe,  E.  E;  Pennsylvania  M.  }.  61:209,  1958.  (12)  Rosen- 
thal, I.  M.:  GP  17:77  (March)  1958. 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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IN  VITRO  SENSITIVITY  OF  SEVEN  GRAM-NEGATIVE  PATHOGENS 


395  STRAINS 
1 

151  STRAINS 


391  STRAINS 
2 

148  STRAINS 


314  STRAINS 
3 

101  STRAINS 


269  STRAINS 
4 

103  STRAINS 


13  STRAINS 
5 

12  STRAINS 


7 STRAINS 
6 

4 STRAINS 


6 STRAINS 
7 

5 STRAINS 


TO  CHLOROMYCETIN  AND  TO  ANOTHER  WIDELY  USED  ANTIBIOTIC* 
ESCHERICHIA  COLI 


AEROBACTER  AEROGENES 


BACILLUS  PROTEUS 


CHLOROMYCETIN  72.6% 


m ANTIBIOTIC  A 5.0% 


B.  PYOCYANEUS 


SALMONELLA 


CHLOROMYCETIN  92.3% 


ANTIBIOTIC  A 91.7% 


B.  ALKALIGENES  FECALIS 


•Adapted  from  Schneierson.* 
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TYPICAL  IMFERON  RESPONSES 


CHRONIC  BLOOD  LOSS 


H COMPLEX 


Df  blood  Of 
)se  of  iron.  His 
Sa  5.8  gm.  per 
Imorrhoidectomy] 
Ton  increased  to 
(antly  with  the 
improvement 
symptoms  [unusual 
tion].”i 


INTOLERANCE  TO  ORAL  IRON 


rc 


of 


iron 


ulocyte  peak 
nd  a complete  disap- 
^ from  hypochromic 
HI  months.  She  expe- 
sense  of  well- 
r anemia.”2 

In.  52:705  (Dec.  11)  1957. 
M.  Cffrk_North  America 

4.  Physician’s  directions  in 
per  tx.  f^^est  brochure 

bpratM'ies,  Inc.,  under  ftcense 


LAKESIDE 


Streptokinase-Streptodornase  Lederle 

Controls  Inflammation  and  Swelling... Relieves  Pain... 
Promotes  Healing  Through  Enchancement  of 
Fibrinolysis  at  the  Site  of  Trauma  or  Infection. 

References:  1.  Innerfield,  I.;  Shub,  H.,  and  Boyd,  L,  J.:  New  England  J.  Med.  258;  1069  (May  24)  1958.  2.  Miller,  J.  M.;  Godfrey,  G.  C.;  Ginsberg,  M.  J.,  and 
Papastrat,  C.  J.:  J.  A.  M.  A.  166:478  (Feb.  1)  1958.  3.  Davidson,  E;  Prigot,  A.,  and  Maynard,  A.  de  L.:  Harlem  Hosp.  Bull.  II:  1 (June)  1958  *Reg.  U.  S.  Pat.  Off. 


Helps  reduce  swelling 
and  pin  ...speeds 
e ainbulation.^-3 


Contusions, 
and  abrasions... 
reduces  discomfort 
and  improves 
cosmetic  resulU-3 


'Helps  promote  drainage.. 
’ hastens  patient’s  relief, 
reduces  mucosal  swelling. 


■^O  ACCELERATE  THE  RECOVERY  PROCESS 


Established  Efficacy  and  Safety:  For  five  years 
I Varidase,  in  parenteral  form,  has  been  used  with 
I success  in  many  thousands  of  cases.  Its  ability  to 
control  inflammation,  swelling  and  associated  pain, 
aid  penetration  of  antibiotics,  and  hasten  healing 
has  been  demonstrated  in  such  conditions  as  severe 
trauma,  infected  ulcerations,  and  following  exten- 
sive surgery. 

i Now,  Parenteral  Effectiveness  . . . Simple  Buccal 
Route:  New  Varidase  Buccal  Tablets  give  your 
patients  the  benefits  of  systemic  Varidase  therapy 
without  the  inconvenience  of  repeated  injections. 
Absorbed  through  the  buccal  mucosa  in  fully  effec- 
tive amounts,  Varidase  Buccal  Tablets  may  be 
used  as  practical  adjunctive  therapy  in  your  practice 
within  these  broad  classifications: 


Inflammation  and  edema  associated  with:  trauma 
and  infection  . cellulitis  . abscess  . hematoma 
. thrombophlebitis  . sinusitis  • uveitis  • chronic 
bronchitis  • leg  ulcer  . chronic  bronchiectasis. 

Each  Varidase  Buccal  Tablet  contains  10,000  Units  Streptokinase 
and  2,500  Units  Streptodornase. 

Administration:  Varidase  Buccal  Tablets  should  be 
retained  in  the  buccal  pouch  until  dissolved.  For 
maximum  absorption  patient  should  delay  swallow- 
ing saliva. 

Dosage:  One  tablet  four  times  daily  for  a minimum 
of  three  days.  When  infection  is  present,  Varidase 
Buccal  Tablets  should  be  given  in  conjunction  with 
an  antibiotic  such  as  ACHROMYCIN*  V Tetracycline 
and  Citric  Acid. 

Available  in  bottles  of  24. 


*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES,  a Division  of  AMER'CAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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inflammation... 
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IN  DEBILITATING  DISEASE 


Patients  receiving 


Eat  more... 
Feel  better... 
Recover  faster 


NILE VAR 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolone)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 
these  appear: 

Underweight —“Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 

Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 
“Gradual  improvement  in  appetite  and  capacity  for 
formula.  . . . Excellent  progress  and  weight  gain  for  a 
very  immature  infant.” 


Carcinoma  of  the  Uterus  —“Within  four  days  appe- 
tite became  excellent,  took  full  diet More  ambition 

while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 
other  social  affairs.” 

Third  Degree  Born  — “.  . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery. . . . Perhaps  one  of  the  greatest  changes  was  in 
the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the 
daily  dosage  is  0.5  mg.  per  kilogram  of  body  weight, 
in  single  courses  no  longer  than  three  months. 

Nilevar  is  supplied  in  tablets  of  10  mg.  and  ampuls 
of  25  mg.  (1  cc. ) . 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 
in  the  Service  of  Medicine. 


s 
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They  all  went  to  the  doctor , 


/ was  too  much 


AMPLUS^ 

for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


I was  too  little 


STIMAVITE® 

stimulates  appetite  and  growth 

vitamins  Bi,  Be,  B12,  C and  L-lysine 


I was  simply  two 


OBRON* 

a nutritional  buildup  for  the  OB  patient 

OBRON» 

HEMATINIC 

when  anemia  complicates  pregnanqr 


And  I was  getting  brittle 


NEOBON  ® 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 

I could  never  make 
it  up  that  high 


ROETINIC^ 

one  capsule  a day,  for  aU  treatable  anemias 

HEPTUNA  ^ PLUS 

when  more  than  a hematinic  is  indicated 


and  he  solved  their  problems  with  a nutrition  product  from 


(Prescription  information  on  request) 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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in  all 
diarrheas 


CREMOMVCIN 

SULFASUXIDINE® — PECTIN — KAOLIN — NEOMYCIN  SUSPENSION 


regardless  of 
etiology 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


Cremouycin  and  Sulfasoxidine  are  trademarks  of  Merck  & Co.,  Inc. 
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Unusual  Antibacterial  and  Anti-infective  Properties — More  soluble  in  acid  urine' . . . higher  and 
better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide." 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy." 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hoiors. 

KYNEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (7)^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

references: 

1 Grieble,  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J,  Med, 
258:1-7,  1958 

2.  Editorial:  New  England  J.  Med.  258:48-49,  1958. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
*Reg.  U.  S.  Pat,  Off. 
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The  Best  Tasting  Aspirin  you  can  prescribe. 


Children’sSize 

BAYER 

aspirin 


A8  TABLETfi 


NOW! 

V/4GR.$IZE 


The  Flavor  Remains  Stable  down  to  the  last  tablet. 


25 Bottle  of  48  tablets  (IH  grs.  each). 

We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.  1450  Broadway,  New  York  18,  N.  Y. 
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Paul  Hohm,  M.D Huron 
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(Continued  on  Page  30) 
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Rapid  City 
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Yankton 

Brookings 

Pierre 
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ARTHRITIS... 

OR 

GOUTP 


GOUT-THE  DIAGNOSTIC  PROBLEM 

Clinical  “curiosity”  rather  than 
clinical  “instinct”  is  the  key 
to  accurate  diagnosis  of  gout. 
Visible  manifestations  may  not 
appear  until  late  in  the  course 
of  the  disease.  Moreover,  the 
patient’s  description  of  the  pain 
and  the  site  of  the  pain  may  not 
differ  markedly  from  other 
articular  disorders. 

THE  FOLLOWING  FINDINGS  ARE  HIGHLY 
INDICATIVE  OF  GOUT:  (1)  Tophacemis 
deposits  resulting  in  irregular, 
asymmetrical  deformity  of  joints; 
(2)  Elevated  serum  uric  acid  levels 
(above  6 mg.%) ; (3)  Pain  relief 
loith  colchicine.  When  findings  sug- 
gest gout,  therapy  with  ‘Benemid’ 
should  be  started  immediately. 

BENEMID®-AN  EFFECTIVE  URICOSURIC 
AGENT 

‘Benemid’  is  firmly  established 
as  an  effective  and  exceptionally  safe 
uricosuric  agent.  ‘Benemid’ 
approximately  doubles  the 
excretion  of  uric  acid ; reduces 
serum  uric  acid  levels  toward 
normal ; often  prevents  formation 
of  new  tophi,  and  gradually 
mobilizes  existing  uric  acid 
deposits ; minimizes  incidence  and 
severity  of  future  attacks. 

‘Benemid’  is  of  remarkably  low 
toxicity— usually  so  low  as  to  be 
clinically  insignificant— even  in 
patients  who  have  been 
on  uninterrupted  therapy  for  almost 
a decade.  The  uricosuric  effects 
of  salicylates  and  ‘Benemid’  are 
mutually  antagonistic  and  these 
compounds  should  not  be 
used  together. 


BENEMID 


RECOMMENDED  DOSAGE:  0.25  Gm. 

(1/2  tablet)  twice  daily  for  one  week 
followed  by  1 Gm.  (2  tablets)  daily 
in  divided  doses. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


A SPECIFIC  FOR  GOUT 


Benemid  is  a trade-mark  of  Merck  & Co.,  Inc. 
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of  infant  feeding 

Standard  one-formula  mixture 

Normal  infant  nutrition  requires  approxi- 
mately 50  calories  per  pound  of  weight.  Caloric 
distribution  should  be  about  15%  from  pro- 
tein, 50%  from  carbohydrates  and  35%  from 
fat  as  formulated  for  the  mixtures  in  the 
tables  below. 

For  young  infants,  a favorable  hospital  for- 
mula consists  of  a milk  and  Karo  Syrup 
mixture,  isocaloric  with  human  milk,  e.g.  20 
calories  per  ounce. 

WHOLE  MILK  FORMULA 


FORMULA 

OZ. 

TOTAL 

CALORIES 

CARS. 

CAL. 

FAT 

CAL. 

PROT. 

CAL. 

Whole  milk 

24 

480 

5% 

36% 

14% 

Water 

22 

— 

— 

— 

— 

Karo  Syrup 

1^2 

180 

45% 

— 

— 

EVAPORATED  MILK  FORMULA 

FORMULA 

OZ. 

TOTAL 

CALORIES 

CARS. 

CAL. 

FAT 

CAL. 

PROT. 

CAL. 

Evaporated  milk 

11 

484 

5% 

36% 

14% 

Water 

22 

— 

— 

— 

— 

Karo  Syrup 

IV2 

180 

45% 

—• 

— 

An  infant  will  usually  take  2 to  3 ounces  more 
than  his  age  in  months  at  3 to  4 hour  intervals 
to  satisfy  his  appetite  and  nutritional  needs. 
It  is  psychologically  unwise  to  force  prescribed 
amounts.  Normally,  the  gain  in  weight  of  6 
to  8 ounces  a week  during  the  earlier  months 
gradually  diminishes  to  3 to  4 ounces  a week 
by  the  end  of  the  first  year.  The  standard 
one-formula  mixture  not  only  provides  ade- 
quate nutrition  when  vitamin  supplements 
are  added;  it  also  provides  educational  oppor- 
tunities to  prevent  feeding  problems. 


ADVANTAGES  OF  KARO®  SYRUP  IN  INFANT  FEEDING 

Composition'  Karo  Syrup  is  a 
superior  dextrin-maltose-dextrose 
mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rap- 
idly transformed  into  dextrose  which 
requires  no  digestion. 

Concentration:  Volume  for  vol- 
ume Karo  Syrup  furnishes  twice  as 
many  calories  as  similar  milk  modi- 
fiers in  powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and 
devoid  of  pathogenic  organisms. 

Low  Cost:  Karo  Syrup  costs  1/5 
as  much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians —Book  of 

Infant  Feeding  Formulas  with  con- 
venient schedule  pads.  Write:  Karo 
Infant  Feeding  Guide,  Box  280,  New 
York  46,  N.  Y. 

CORN  PBODUCia  REFINING  COMPANY 
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you  and  your  patient 

can  see  th.e  improvement 


with 

METIMYD 


Ophthalmic  Suspension 

prednisolone,  0.5%, 

plus  sulfacetamide  sodium,  10% 

Ointment  with  Neomycin,  0.25% 


# 


♦ 


prednisolone  effectively  checks 
inflammation  and  allergy 
sulfacetamide  sodium,  with  its  wide-spectrum 
antibacterial  range,  controls  infections 
caused  by  common  eye  pathogens 
addition  of  neomycin  sulfate  to  prednisolone 
and  sulfacetamide  sodium  in  Metimyd  Ointment 
broadens  the  antibacterial  spectrum;  the  ointment 
also  assures  sustained  therapeutic  action  during  the  night 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


in  blepharitis, 
conjunctivitis, 
episcleritis, 
keratitis, 
meibomitis 
and  other 
external  eye 
conditions 
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Provides  therapeutic  quantities  of  all  known  hematinic  factors 


Potent  ‘Trinsicon’  offers  complete 
and  convenient  anemia  therapy 
plus  maximmn  absorption  and  tol- 
erance. Just  two  Pulvules  ‘Trinsi- 
con’ daily  produce  a standard  re- 
sponse in  the  average  xmcomphcated 
case  of  pernicious  anemia  (and  re- 
lated megaloblastic  anemias)  and 
provide  at  least  an  average  dose  of 

ELI  LILLY  AND  COMPANY  • I 


iron  for  hypochromic  anemias,  in- 
cluding nutritional  deficiency  types. 
The  intrinsic  factor  in  the  ‘Trinsi- 
con’ formula  enhances  (does  not 
inhibit)  vitamin  absorption. 

Available  in  bottles  of  60  and 
500  at  pharmacies  everywhere. 

•'Trinsicon*  (Hematinic  Concentrate  with  intrinsic  Factor, 
Lilly) 

INDIANAPOLIS  6,  INDIANA,  U.S.A. 


( 


MODERN  TREATMENT  OF  BURNS 
William  H.  Requarth,  M.D. 
Decatur,  Illinois 


A burn  requires  the  same  treatment  as  other 
traumatic  injuries,  that  is,  adequate  cleansing 
and  debridement  plus  early  closure.  Because 
healing  of  burns  is  slow  and  may  depend  on 
the  separation  of  an  eschar,  it  is  necessary  to 
follow  a plan  of  treatment  the  eventual  object 
of  which  is  rapid  closure  of  the  wound.  In 
the  modern  treatment  of  burns,  early  graft- 
ing is  the  ultimate  aim  of  all  local  treatment. 

All  wounds,  whether  due  to  thermal  or 
mechanical  trauma,  must  be  classified  as 
either  clean  or  infected.  This  is  usually  done 
on  the  basis  of  the  arbitrary  time  limit  plus 
other  factors  which  influence  the  chances  for 
healing  without  infection.  A clean  or  acute 
burn  is  less  than  24  hours  old,  has  not  re- 
ceived extensive  treatment  elsewhere,  and 
has  been  protected  from  gross  contamination. 
It  is  expected  to  heal  without  infection,  there- 
fore it  is  suitable  for  a pressure  dressing.  An 
mfected  or  chronic  burn  is  more  than  one  day 
old  possibly  treated  elsewhere  and  in  which 
there  may  be  drainage  or  an  eschar  present; 
a pressure  dressing  is  not  indicated. 

TREATMENT  OF  CLEAN  BURNS 
L EARLY  PHASE 

This  is  directed  toward  the  saving  of  life  by 
prevention  and  treatment  of  shock  and  local 
treatment  of  burn. 

A.  IMMEDIATE  TREATMENT.  Obtain  a 
blood  specimen  for  complete  blood  count  and 
hematocrit.  If  shock  is  present,  therapy  is 
started  while  debriding  the  burn  and  apply- 


ing the  dressing.  No  anesthetic  is  used  be- 
cause if  shock  is  impending  an  anesthetic  is 
hazardous.  A rectal  barbiturate  may  be  ad- 
ministered to  children  but  morphine  is  not 
used  in  adults  unless  absolutely  necessary.  If 
necessary,  morphine  should  be  given  in  a di- 
vided dose,  one-half  intravenously  and  one- 
half  subcutaneously. 

The  patient  is  taken  to  the  emergency  room 
or  operating  room  where  all  clothing  is  re- 
moved. From  this  point  until  final  closure 
of  the  burned  surface  with  a dressing,  all  per- 
sonnel in  the  room  must  wear  cap  and  mask 
and  maintain  strict  asepsis.  The  patient 
should  be  weighed  if  possible.  A cut-down  is 
performed  and  a polyethylene  catheter  in- 
serted into  a vein.  If  necessary,  Dextran  or 
plasma  may  be  started  immediately.  It  is  in- 
advisable to  use  saline. 

B.  PREVENTION  AND  TREATMENT  OF 
BURN  SHOCK.  The  extent  and  depth  of  a 
burn  largely  determine  the  fatality  rate  and 
the  possibility  of  shock.  Depth  is  difficult  to 
appraise;  extent  can  be  estimated  by  use  of 
LUND’S  chart  or  by  BERKOW’S  method 
which  follows. 

In  terms  of  per  cent  of  body  surface,  allow 
38  per  cent  for  the  trunk.  33  per  cent  for  both 
lower  extremities,  18  per  cent  for  upper  ex- 
tremities and  6 per  cent  for  head  and  neck. 
The  face  and  buttocks  are  very  vascular, 
therefore  shock  is  more  likely  with  burns  in 
this  location  even  though  mild.  After  estima- 
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tion  of  extent  it  should  be  charted  on  a dia- 
gram provided  for  that  purpose.  According 
to  Evans’  if  more  than  50  per  cent  of  the  body- 
surface  is  burned  and  much  is  third  degree 
loss,  nearly  all  patients  die  despite  early 
therapy  and  despite  the  success  of  combating 
infection.  The  child  -with  20  per  cent  or  more 
of  body  surface  burned  or  an  adult  -with  30 
per  cent  or  more  of  the  body  surface  burned 
should  be  considered  critical.  Moyer^  like- 
wise states  that  burn  mortality  is  the  same 
despite  treatment.  For  burns  of  more  than  55 
per  cent  of  the  body  surface,  the  fatality 
rate  is  83  per  cent. 


FIG.  #1.  TYPICAL  PART  THICKNESS  BURN 
TREATED  WITH  NONADHERENT 
DRESSING  AND  PRESSURE 
A.  Second  degree  or  part  thickness  burn 
of  trunk  on  admission. 

The  depth  of  an  acute  burn  is  almost  im- 
possible to  estimate  and  usually  is  done  in 
retrospect.  Areas  of  full  thickness  loss  have 
a gray,  leathery  appearance  and  are  insen- 
sitive to  painful  stimuli.  Although  recognition 
is  difficult,  suggestive  areas  should  be  plotted 
on  the  same  diagram  as  that  used  for  chart- 
ing the  extent  of  the  burn.  Accurate  recog- 
nition of  full  thickness  loss  is  possible  at  the 
initial  dressing  on  the  eighth  day  because  at 
this  time  third  degree  areas  are  covered  with 
a yellowish-green  eschar.  Aside  from  its  in- 
fluence on  mortality,  depth  is  important  since 
all  full  thickness  areas  require  eventual  skin 
grafting. 

The  administration  of  plasma  and  fluids  is 
an  individual  problem.  Formulas  for  estimat- 
ing the  quantity  should  be  used  as  a guide 
only  and  never  as  an  absolute  measure  of  the 
exact  amount  of  fluid  necessary.’  The  fol- 
lowing formula  proposed  by  Evans^-  ^ in- 


B. Spontaneous  healing  18  days  post  bum. 


dicates  the  approximate  amount  to  be  used. 
Give  1 cc  of  plasma  or  plasma  substitute  per 
kilo  per  each  per  cent  of  body  surface  burned 
up  to  50  per  cent  plus  the  same  amount  of 
physiologic  saline  the  first  24  hours.  A burn 
of  more  than  50  per  cent  is  considered  as  only 
50  per  cent  since  the  amount  of  fluid  lost  in 
more  extensive  burns  does  not  increase  with 
the  increase  in  extent  of  injury. 


C.  Part  thickness  burn  of  abdomen  and 
thigh  on  admission. 
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The  use  of  whole  blood  in  the  fluid  therapy 
of  burns  is  a somewhat  controversial  point. 
Part  of  the  difficulty  arises  from  the  fact  that 
the  hematocrit  is  usually  high  implying 
hemoconcentration.  Some  investigators  em- 
phasize the  point  that  the  elevated  hemato- 
crit does  not  accurately  reflect  the  true  situa- 
tion relative  to  red  cells  because  of  a fairly 
constant  reduction  in  blood  volume. ^ 

At  present  we  believe  that  whole  blood 
should  be  used  in  burns  of  greater  than  25% 
of  body  surface.  It  should  be  given  in  equal 
quantities  with  plasma  — the  total  amount 
of  blood  and  plasma  being  calculated  on  the 
basis  of  Evans  1 formula  as  shown  above.  In 
burns  of  less  than  25%  body  surface,  blood 
may  be  used  if  there  is  evidence  of  a deple- 
tion of  red  cells.  It  must  be  pointed  out  that 
certain  investigators,  including  Moyer  and 
Blocker,  believe  that  whole  blood  is  the  col- 
loid fluid  of  choice  regardless  of  the  extent 
of  the  burn  or  the  hematocrit. 

In  addition  to  the  above,  the  water  require- 
ment is  supplied  with  2000  cc  of  5 per  cent 
dextrose  in  water  daily  for  adults  or  enough 
to  keep  the  urine  output  at  25  to  50  cc  per 
hour.  Urine  output  is  best  measured  by  in- 
sertion of  a Foley  catheter  and  in  an  elderly 
patient  or  one  with  pulmonary  damage  the 
output  should  be  kept  on  the  low  side  to  avoid 
pulmonary  edema.  In  such  patients  one  half 
or  all  of  the  saline  requirement  may  be  given 
by  mouth  as  one-half  physiologic  saline  solu- 
tion iced.  Since  it  is  one-half  physiologic,  the 
patient  must  be  given  twice  as  much  by 
mouth  to  meet  the  salt  requirement. 

C.  LOCAL  TREATMENT.  Local  treatment 
of  the  burn  is  simple  and  rapid.  A fine  meshed 
gauze  very  lightly  impregnated  with  petro- 
latum is  put  next  to  the  burn  surface.  If  such 
gauze  is  not  available  it  is  preferable  to  use  a 
dry  fine  mesh  gauze  rather  than  the  usual 
type  of  petrolatum  gauze  available  in  hos- 
pitals. The  heavy  petrolatum  coating 
causes  maceration  and  retards  healing.  Over 
this  layer  of  gauze  is  placed  a large  sterile 
dressing  previously  prepared  which  contains 
a large  amount  of  resilient  gauze  fluff.  This 
is  wrapped  in  place  with  an  elastic  bandage 
to  produce  a firm,  even  pressure.  This  type 
of  bandage  should  definitely  not  be  tight  and 
will  not  be  tight  provided  sufficient  fluffed 
gauze  is  used  to  produce  the  right  amount  of 
pressure.3  All  extremities  are  splinted. ^ 


The  hands  are  splinted  in  a position  of  func- 
tion (wrist  dorsiflexed,  fingers  semi-flexed, 
thumb  abducted)  and  each  finger  is  wrapped 
separately  with  addition  of  fluffed  gauze  and 
pressure.  The  face  is  not  dressed  but  petro- 
latum may  be  applied  to  the  lips.  Tetanus 
antitoxin  is  given  to  all  patients.  Antibiotics 
should  be  given. 

In  summary,  the  early  phase  of  the  treat- 
ment of  clean  burns  includes  the  immediate 
treatment  in  which  blood  specimens  are  taken 
and  analyzed,  intravenous  fluids  are  started 
if  indicated,  and  the  burn  is  inspected  to  de- 
termine its  extent  and  depth.  Prevention  and 
treatment  of  burn  shock  are  begun  and  unless 
the  patient  is  in  a critical  condition  local 
treatment  consisting  of  debridement  and  ap- 
plication of  dressings  is  performed. 


D.  Appearance  15  days  post  burn. 

A second  degree  burn  will  heal  almost 
despite  treatment  if  infection  does  not 
supervene.  Full  thickness  burns  always 
require  debridement  and  graft  for 
prompt  healing. 

11.  INTERMEDIATE  PHASE 
This  is  directed  toward  maintaining  nu- 
trition and  combating  infection.  The  dress- 
ing is  not  disturbed  except  to  re-inforce  it. 

The  patient  is  put  to  bed  with  elevation  of 
the  arms  and  legs  and  a sling  support  for  the 
hands.  If  the  burn  is  so  extensive  that  the 
patient  will  probably  be  in  bed  more  than  a 
month,  foot  boards  are  put  in  place.  Nursing 
care  is  minimal  during  this  time  but  the 
dressings  should  be  checked  daily  to  be  sure 
that  they  are  efficient  and  are  not  saturated 
to  the  exterior. 5 A tracheotomy  set  is  kept 
near  the  bed  if  the  patient  has  sustained  a res- 
piratory burn.  Intravenous  saline  is  stopped 
at  the  first  sign  of  pulmonary  edema.  ACTH 
is  not  used. 
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The  diet  during  the  first  24  hours  consists 
mainly  of  one-half  physiologic  iced  saline 
and  in  the  second  24  hours  skimmed  milk, 
about  25  cc  every  hour.  It  is  advisable  not  to 
fill  the  stomach  with  large  amounts  at  this 
time.  Following  this,  if  the  patient  is  unable 
to  take  food  in  adequate  amounts,  tube  feed- 
ing should  be  started  using  the  National  Re- 
search Council  formula. 

The  blood  chemistry  is  watched  carefully. 
NPN  and  BUN  are  determined  frequently  to 
check  the  protein  breakdown.  After  the  4th 
day  following  the  burn  when  diuresis  is 
heavy,  the  sodium,  potassium,  carbon  dioxide, 
and  chlorides  are  checked  daily.  By  this  time 
the  intake  is  mainly  oral  and  the  drip  feed- 
ings through  the  tube  may  be  stopped  when 
the  urine  output  exceeds  the  intake. 


FIG.  #2.  SURGICAL  DEBRIDEMENT  OF  FULL 
THICKNESS  BURN 

A.  Typical  third  degree  burn  eschar  3 
weeks  after  a hot  water  burn  and  prior 
to  debridement. 

III.  LATE  PHASE 

This  in  directed  toward  early  closure  of  the 
wound.  Early  closure  by  skin  graft  is  essen- 
tial because  deformity  and  protein  loss  are 
minimized.  Full  thickness  loss  in  the  hand  is 
covered  by  skin  grafts  between  the  second 
and  third  week  of  injury  otherwise  mobiliza- 
tion of  fingers  becomes  difficult.  Less  exten- 
sive burns  involving  flat  surfaces  should  be 
grated  in  about  14-21  days. 

Approximately  six  or  eight  days  after  the 
burn,  the  dressing  is  changed  in  the  operating 
room.  This  interval  of  time  is  selected  be- 
cause it  is  possible  to  determine  then  whether 
the  damage  to  the  skin  is  partial  or  full  thick- 


B.  Clean  surface  ready  for  graft  1 week 
after  surgical  debridement. 

Surgical  debridement  of  the  eschar 
greatly  shortens  the  time  required  to 
prepare  the  area  for  a graft. 

ness.  The  dressing  is  removed  down  to  the 
petrolatum  gauze  and  if  there  is  no  discolora- 
tion under  the  gauze,  this  portion  of  the 
burn  is  only  part  thickness. 5 It  may  be  re- 
dressed in  four  to  five  days  at  which  time 
many  of  these  areas  will  be  healed.  A few 
full  thickness  areas  may  be  spotted  through- 
out the  part  thickness  areas.  In  such  a case, 
a decision  must  be  reached  regarding  the 
necessity  for  a graft.  Many  of  these  small 
third  degree  areas  heal  without  a graft. 

Removal  of  full  thickness  areas  of  slough 
can  be  accomplished  in  several  ways.  Fre- 
quent dressings  with  fine  meshed  gauze  and 
saline  solution  will  eventually  result  in  the 
separation  of  the  eschar  but  such  a method 
is  long  and  painful.  Chemical  agents  such 
as  pyruvic  acid  have  been  abandoned.  De- 
layed surgical  excision  of  burn  slough  was 
first  performed  in  1944  during  the  war  and 
is  the  most  important  advance  in  the  treat- 
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merit  of  burns  since  the  recognition  of  the 
role  of  plasma  in  the  production  of  burn 
shock. 

The  patient  is  taken  to  the  operating  room 
usually  on  the  tenth  day  after  the  burn.  He 
must  be  well  out  of  shock  and  stabilized  and 
in  a fairly  good  nutritional  state.  There  must 
be  no  contra-indication  to  the  use  of  a general 
anesthetic.  Adequate  amounts  of  blood  must 
be  available.  The  excision  of  the  eschar  is 
performed  through  a layer  of  edematous 
tissue  immediately  beneath  the  eschar  which 
separates  it  from  the  viable  and  non-viable 
tissues. 5 Following  excision,  the  area  may  be 
grated  if  it  is  small,  and  can  be  completely 
covered  in  one  operation.  More  extensive 
areas  should  be  dressed  with  dry  fine  meshed 
gauze  and  grafted  in  three  to  five  days.  Petro- 
latum gauze  should  not  be  used  here  because 
it  leaves  an  oily  layer  of  grease  on  the  burned 
surface  which  interferes  with  proper  vas- 
cularization of  the  graft. 

Delayed  surgical  excision  of  extensive 
burns  must  be  done  in  stages  because  of  the 
possibility  of  producing  severe  shock.  Never- 
theless, excision  should  be  done  as  soon  as 
possible  because  the  longer  an  eschar  is  pres- 
ent on  a burned  surface,  the  longer  toxic 
products  (bacterial  and  otherwise)  are  ab- 
sorbed, and  proteins  are  lost  with  resultant 
gradual  deterioration  of  the  patient.  It  has 
been  noted^  that  as  soon  as  the  slough  has 
been  removed  the  temperature  and  white 
blood  count  decrease  markedly. 

TREATMENT  OF  INFECTED  BURNS 

An  infected  burn  is  either  one  with  active 
growth  of  organisms  in  a necrotic  eschar  or  a 
chronic  burn  of  long  duration  and  persistent 
drainage  from  a granulating  surface.  Shock 
is  not  present.  The  absorption  of  toxins  and 
continued  loss  of  protein  from  the  raw  sur- 
face may  cause  death. 

Treatment  is  directed  toward  control  of  in- 
fection and  early  closure  of  the  wound  with 
skin  grafts.  Systemic  antibiotics  are  helpful 
although  in  chronic  cases  the  infected  area  is 
rather  walled-off  and  antibiotics  are  not  al- 


ways effective.  Local  use  of  antibiotics  that 
have  been  used  on  burn  wounds  are  aqueous 
penicillin,  .01%  aqueous  neomycin  and  1% 
chlormycetin  in  petrolatum  gauze. 

More  important  to  decrease  drainage  and 
infection  is  good  local  care.  Necrotic  tissue 
and  eschars  must  be  excised  immediately. 
Extensive  burns  with  much  drainage  may  re- 
quire tub  soaks.  In  the  presence  of  profuse 
drainage,  the  wound  should  be  dressed  with 
fine  meshed  gauze  and  gauze  dressings  soaked 
with  saline.  As  drainage  decreases,  use  40 
mesh  gauze,  all  gauze  dressings  (no  cotton), 
fluff  or  mechanic’s  waste  and  pressure  with 
elastic  bandage.  Gauze  lightly  impregnated 
with  white  petrolatum  may  be  alternated 
with  fine  mesh  if  there  is  excessive  bleeding. 
Although  petrolatum  gauze  is  less  painful,  it 
tends  to  produce  maceration  and  can  retard 
healing.  Dressings  should  be  done  not  less 
than  every  other  day,  unless  there  is  exces- 
sive blood  loss.  All  personnel  should  wear 
cap  and  mask  and  handle  all  dressings  with 
instruments  or  wear  sterile  gloves. 

A granulating  surface  is  ready  for  a graft 
when  infection  is  controlled  as  evidenced  by 
minimal  drainage,  adequate  blood  supply 
(flat,  bright  red  granulations)  and  the  gen- 
eral condition  of  the  patient  is  at  an  optimum 
level. 

Although  antibiotics  are  helpful,  there  is  no 
substitute  for  clean  surgical  care  and  close 
personal  supervision  of  each  dressing  by  the 
surgeon  or  a trained,  qualified  assistant.  The 
conversion  of  an  infected  surface  into  a clean 
granulating  wound  ready  to  receive  grafts  is 
one  of  the  most  difficult  jobs  in  surgery  and 
must  not  be  underestimated. 
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DIAGNOSIS 

Although  remarkable  strides  have  been 
made  during  the  past  century,  which  have 
aided  the  practicing  physician  in  the  diag- 
nosis and  treatment  of  diseases  in  general,  the 
difficulties  in  solving  the  multiphasic  prob- 
lems encountered  in  rheumatic  fever  have  not 
yet  been  resolved.  Therefore,  in  the  final 
analysis,  the  solution  to  these  problems  still 
depends  almost  entirely  upon  the  individual 
clinician’s  critical  evaluation  of  the  history, 
physical  findings,  laboratory  studies  and  re- 
sponse to  therapy. 

HISTORY:  Approximately  60%  of  the  cases 
of  rheumatic  fever  can  be  diagnosed  from  the 
history  alone.  However,  it  is  interesting  to 
note  that  the  patient,  invariably  presents  a 
history  of  recurrences  of  Group  A beta  hemo- 
lytic streptococcal  sore  throats,  with  or  with- 
out adequate  treatment  or  a good  response  to 
therapy.  Eventually,  the  patient  has  an  un- 
usually severe  attack  of  pharyngitis  or  ton- 
sillitis with  a prolonged  convalescent  period 
during  which  time  he  manifests  the  following 
signs  and  symptoms  of  more  generalized  in- 
volvement: weight  loss,  anorexia,  chest  pain, 
abdominal  pain,  pallor,  fatigue,  epistaxis  and 
emotional  imbalance.  These  are  very  non- 
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specific  findings  that  can  occur  with  any  in- 
fections process,  however,  in  the  rheumatic 
fever  patient  these  subtle  signs  and  symptoms 
finally  emerge  as  the  more  severe  manifesta- 
tions of  arthritis,  carditis,  chorea  and  ery- 
thema annulare. 

PHYSICAL  EXAMINATION:  Characteristic- 
ally, a child  with  rheumatic  fever  manifests 
unmistakable  clinical  signs.  These  signs  are 
so  consistant  that  an  additional  25%  of  the 
cases  can  be  diagnosed  by  means  of  the  phys- 
ical examination.  The  patient  is  often  a very 
delicate  featured,  fair  skinned  individual  with 
a marked  butterfly  pallor,  long  eye  lashes, 
long  spindle-shaped,  hyperextensible  fingers 
and  toes  and  a prominent  venous  pattern  of 
the  face  and  trunk. 

The  occurrence  of  these  constitutional 
characteristics  is  so  distinctive  in  the  rheu- 
matic fever  patient  that  any  patient  with 
these  characteristics,  who  has  had  numerous 
recurrences  of  Group  A beta  hemolytic  strep- 
tococcal infections,  must  be  considered  as  a 
likely  candidate.  Under  these  circumstances, 
it  is  advisable  to  consider  this  patient  as  a 
potential  candidate  for  rheumatic  fever  and 
treat  him  accordingly. 

ARTHRITIS:  The  red,  swollen,  tender  and 
hot  joint,  involving  the  knee,  ankle,  wrist, 
elbow  or  shoulder  of  a child,  should  be  con- 
sidered as  rheumatic  arthritis  until  proven 
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otherwise.  These  joint  manifestations  are 
transitory  and  migratory,  and  unlike  septic 
arthritis  or  the  joint  involvement  in  leukemia, 
thrombocytopenic  purpura,  sickle  cell  anemia, 
etc.,  they  respond  readily  to  salicylates. 

Differentiation  between  rheumatic  and  non 
rheumatic  pain  must  be  made  by  the  clinician 
in  order  to  prevent  over  diagnosis  and  con- 
sequently over  treatment  of  non-rheumatic 
entities.  The  pain  of  rheumatic  fever  is 
usually  restricted  to  the  joint  although  my- 
algia may  be  associated  with  the  arthritis. 
Activity  aggravates  and  rest  soothes  the  rheu- 
matic joint.  The  reverse  is  true  with  so-called 
“growing  pains.”  Heat  and  gentle  massage 
will  relieve  both  and  therefore  must  not  be 
used  to  differentiate  the  two. 

CHOREA:  The  central  nervous  system  in- 
volvement by  the  rheumatic  process  results 
in  a typical  picture  of  bizarre,  involuntary 
movements  of  the  head,  trunk  and  extrem- 
ities. Extreme  emotional  imbalance  with 
marked  swings  from  depression  to  euphoria 
are  characteristic.  There  may  be,  in  more 
severe  cases,  an  inability  to  control  a free 
flow  of  speech  and  frequently  a clucking 
noise  is  heard  when  the  patient  attempts  to 
speak  due  to  the  fact  that  the  tongue  gets 
caught  in  the  roof  of  the  mouth.  The  reflexes 
are  usually  markedly  exaggerated  especially 
when  reinforced  and  the  patellar  reflex  is 
“hung-up”  and  pendular  during  the  active 
phase.  A significant  point  of  differentiation 
from  Huntington’s  Chorea  is  that  the  rheu- 
matic patient  (Sydenham’s)  is  completely 
quiet  when  asleep  and  all  movements  cease. 
SKIN  MANIFESTATIONS:  The  presence  or 
absence  of  subcutaneous  nodules  and/or 
erythema  annulare  usually  do  not  alter  the 
course  or  prognosis  of  rheumatic  fever.  How- 
ever, in  the  United  States  we  do  not  see  these 
manifestations  as  commonly  as  in  Europe, 
where  their  appearance  during  the  course  of 
the  disease  is  considered  to  be  a very  grave 
sign. 

Erythema  annulare  is  typically  a well  de- 
marcated, reddened  skin  lesion  with  slightly 
raised  borders  and  clearer  central  areas, 
occurring  primarily  on  the  trunk.  There  is  a 
relatively  high  incidence  of  dermatographia 
and  uncontrollable  blushing  related  to  emo- 
tional swings  and  environmental  changes.  In 
patients  with  erythema  annulare  the  lesions 
are  transitory,  lasting  only  several  minutes 


at  times  but  usually  are  present  for  several 
hours. 

Subcutaneous  nodules  are  small,  hard,  pea- 
sized nodules  located  over  the  bony  prom- 
inences of  the  scalp,  spine  and  extensor  sur- 
faces of  the  extremities.  Their  presence  car- 
ries a poorer  prognosis  than  erythema  an- 
nulare. 

ACTIVE  CARDITIS:  The  presence  or  absence 
of  mitral,  aortic  or  combined  mitral  and 
aortic  murmurs  does  not  make  the  diagnosis 
of  active  rheumatic  carditis.  However,  a 
change  of  the  tone,  rhythm  and  rate  of  the 
heart  sounds  is  more  conclusive  evidence  of 
activity.  Tachycardia,  in  itself,  is  not  as 
significant  as  the  presence  of  a sleeping  pulse 
that  exceeds  the  waking  pulse.  Cardiac  en- 
largement is  consistently  present  in  the  ex- 
plosive exudative  phase  of  rheumatic  carditis, 
however,  the  heart  usually  returns  to  normal 
size  with  the  first  attack  but  with  subsequent 
attacks  this  becomes  less  likely. 

Mitral  systolic  murmurs  varying  in  inten- 
sity from  grade  I to  grade  IV  are  heard  most 
commonly  in  the  acute  phase  of  mitral  val- 
vulitis. The  pre-systolic  murmur  described  in 
textbooks  is  heard  infrequently  and  only  on 
rare  occasions  does  one  hear  a mitral  diastolic 
murmur. 

Aortic  diastolic  murmurs,  although  less  fre- 
quent in  occurrence,  are  detected  in  the  more 
severe  forms  of  carditis  seen  in  subsequent 
attacks  of  rheumatic  carditis.  It  is  rare  to 
find  an  aortic  diastolic  murmur  during  the 
initial  attack  of  carditis  unless  it  is  the  severe 
malignant  form. 

Extrasystoles,  dropped  beats  suggesting  the 
Wenckebach  phenomenon  and  a summation 
gallop  rhythm  (i.e.  elicited  by  accelerating 
the  heart  rate  with  mild  exercise)  are  found 
frequently  enough  to  consider  them  as  a part 
of  the  picture  of  active  carditis. 

A mitral  systolic  murmur  in  the  presence 
of  cardiac  enlargement  without  evidence  of 
anemia  or  other  causes  for  cardiac  enlarge- 
ment should  be  considered  as  rheumatic  in 
origin.  However,  murmurs  are  confusing 
even  to  the  well  trained  ear,  and  should  not 
be  used  as  a basis  for  diagnosing  active  rheu- 
matic heart  disease.  Changing  murmurs  are 
significant  and  should  alter  the  prognosis  and 
management  of  the  disease.  A friction  rub, 
rumbling  heart  tones  or  fibrillation  always 
indicate  a more  serious  prognosis. 
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LABORATORY  STUDIES:  From  a practical 
standpoint  there  are  no  specific  serological, 
biochemical  or  bacteriological  laboratory  tests 
that  are  pathognomonic  or  even  diagnostic  of 
rheumatic  fever.  Also,  these  tests  are  ques- 
tionably reliable  in  following  the  course  of 
the  disease  or  its  convalescence. 

1.  Blood  Count: 

A.  The  hemoglobin  usually  is  between 
10-12  grams.  However,  the  clinical  im- 
pression from  skin  and  mucous  mem- 
brane color,  is  that  of  a much  lower 
level. 

B.  Rarely  is  a severe  anemia  seen  except 
in  chronic  cases  of  long  duration.  The 
usual  range  is  between  4-4.5  million  red 
blood  cells. 

C.  During  the  acute  phase  the  total 
white  cell  count  ranges  between  12,000- 
15,000  with  a polymorphonuclear  in- 
crease. Both  of  these  counts  decrease  as 
the  disease  process  subsides.  The  course 
of  this  disease  may  be  followed  in  a 
crude  but  rather  inaccurate  way  by  ob- 
serving this  decrease  toward  normal. 

2.  Erythrocyte  Sedimentation  Rate:  The 
sedimentation  rate  of  red  blood  cells  is 
a non-specific  test  for  infection,  although 
not  specifically,  rheumatic  fever.  The 
limits  of  normal  of  this  very  delicate  test 
are  rather  equivocal  at  best.  However, 
an  uncorrected  sedimentation  rate  under 
30  mm.  per  hour  should  be  considered 
within  a normal  range  unless  there  is 
clinical  evidence  to  the  contrary.  Obese 
children,  as  well  as  children  with  numer- 
ous non-specific  infections,  commonly 
show  an  elevation  of  the  sedimentation 
rate.  Insofar  as  an  elevated  sedimen- 
tation rate  usually  accompanies  activity, 
the  test  may  be  used  in  evaluating  pro- 
gress except  just  prior  to  the  stage  of 
congestive  failure,  when  it  drops  and 
remains  lower  or  in  a normal  range.  The 
reason  for  this  has  not  been  satisfactorily 
explained. 

3.  C-Reactive  Protein:  In  the  sera  of  pa- 
tients acutely  ill  with  pneumococcal 
pneumonia,  there  is  a precipitin  reaction 
when  the  C substance  of  pneumococci  is 
added.  In  other  acute  infectious  pro- 
cesses a similar  phenomenon  occurs  due 
to  the  presence  of  an  abnormal  protein 
substance  which  reacts  similarly  with 


the  pneumococcal  C substance.  Because 
of  lack  of  specificity  of  action,  other  di- 
sease processes  must  first  be  ruled  out  in 
order  to  follow  the  course  of  activity  in 
rheumatic  fever.  This  test  is  not  in- 
fluenced by  congestive  failure  but  the 
anti-rheumatic  drugs  will  affect  the  re- 
sults. Upon  omission  of  the  drug,  how- 
ever, in  the  presence  of  continued  activ- 
ity, the  C-reactive  protein  again  reap- 
pears. 

4.  Streptococcal  Antibody  Tests:  The  dem- 
onstration of  specific  amounts  of  serum 
antibodies  has  proven  to  be  extremely 
successful  in  confirming  the  diagnosis 
of  a recent  streptococcal  infection. 

a)  Antistreptolysin  Antibody  Titer:  In 
patients  with  active  rheumatic  fever,  95 
per  cent  have  a titer  of  200  or  over;  only 
42  per  cent  of  patients  with  inactive 
rheumatic  fever  have  a titer  of  200  or 
over.  In  other  streptococcal  infections, 
60  per  cent  of  the  patients  have  a titer 
over  200.  The  titer  may  rise  to  several 
thousand  but  repeated  low  titers  sug- 
gests the  absence  of  rheumatic  activity 
or  streptococcal  infection. 

b)  Streptococcal  Antihyaluronidase  Test: 
In  streptococcal  infections,  especially 
rheumatic  fever,  a nonspecific  heat  labile 
antibody  is  produced  against  the  hyalu- 
ronidase  contained  in  the  infecting 
hemolytic  streptococci.  The  titer  is  ele- 
vated during  the  acute  phase  but  falls 
to  below  normal  levels  during  convales- 
cense. 

5.  Electrocardiogram:  Rarely,  in  the  initial 
attack  of  rheumatic  fever,  are  any 
characteristic  changes  seen  on  electro- 
cardiographic tracings  other  than  an  in- 
creased rate.  The  QT  interval  may  be 
prolonged  in  direct  proportion  to  the  de- 
gree of  myocardial  damage.  Displace- 
ment of  ST-T  segments  and  slight  wid- 
ening of  the  QRS  complexes  are  seen 
with  myocarditis  more  commonly  than 
PR  prolongation.  Stability  of  the  electro- 
cardiogram, despite  abnormal  changes, 
is  a far  better  prognostic  sign  than  a 
changing  pattern  which  might  be  con- 
sidered within  normal  limits. 

6.  Cardiac  Fluoroscopy:  Cardiac  dilatation 
or  hypertrophy  may  appear  in  acute 
rheumatic  fever.  Early  left  auricular  en- 
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largement  can  be  determined  by  means 
of  a barium  swallow,  in  mitral  valvulitis. 
The  extreme  cardiac  enlargement  attrib- 
uted to  rheumatic  disease  is  seen  only  in 
subsequent  attacks  with  severe  myocar- 
dial damage. 

TREATMENT: 

The  acute  phase  of  rheumatic  fever  has 
been  treated  in  numerous  and  variable  ways. 
However,  it  appears  that  in  spite  of  both  new 
and  old  methods,  too  numerous  to  relate,  the 
results  are  relatively  unchanged.  Clinical 
and  laboratory  evidence  strongly  suggests 
that,  in  spite  of  equivocal  results  or  no  im- 
provement of  the  acute  process  by  newer 
methods  of  treatment,  the  eradication  of  the 
hemolytic  streptococcal  infection,  offers  the 
greatest  hope  for  future  therapy. 

Treatment  should  be  catagorized  into  three 
distinct  but  related  phases:  prophylactic,  ac- 
tive therapy  in  the  acute  phase,  and  treat- 
ment of  complications. 

PROPHYLAXIS: 

1.  Prevention  of  hemolytic  streptococcal  in- 
fections may  be  accomplished  by  three 
methods. 

A.  Sulfadiazine  may  be  given  in  daily 
doses  of  0.5  gm.  in  children  8 years  of  age 
and  1.0  gm.  in  older  children  and  adults 
indefinitely.  Reactions  of  the  renal  or 
hematopoietic  systems  occur  during  the 
first  six  weeks  of  therapy  if  they  are 
going  to  arise. 

B.  Oral  penicillin  in  doses  of  250,000- 

500.000  units  daily  to  all  age  groups  in- 
definitely. Reactions  are  minimal,  but 
gastrointestinal  complications  can  occur 
due  to  some  alteration  in  the  bacterial 
flora  of  the  intestinal  tract.  Penicillin  G 
has  been  used  almost  exclusively  in  our 
patients,  however,  in  recent  months 
penicillin  V has  been  introduced  with 
excellent  results.  The  dosage  of  penicil- 
lin V required  for  daily  prophylaxis  is 
definitely  less  than  the  G form.  Fewer 
gastrointestinal  upsets  and  monilia  in- 
fections have  been  seen  in  the  small 
numbers  treated  thus  far.  An  extensive 
study  is  contemplated  to  compare  the 
two  forms  of  oral  penicillin. 

C.  Benzathine  penicillin  G may  be  ad- 
ministered intramuscularly  in  doses  of 

1.200.000  units  to  all  age  groups  at  inter- 
vals of  four  weeks  and  continued  in- 


definitely. This  is  an  extremely  painful 
injection  and  complaints  are  numerous. 

2.  Adequate  treatment  of  existing  hemo- 
lytic streptococcal  infections  is  a must  in 
prevention  of  rheumatic  fever.  The  dos- 
age schedule  recommended  by  the  Amer- 
ican Heart  Association  in  a recent  com- 
munication is: 

A.  Intramuscular  penicillin: 

1.  Benzathine  penicillin  G:  One  in- 
tramuscular injection  of  600,000  units 
to  children  and  600,000  to  900,000 
units  to  adults. 

2.  Procaine  penicillin  with  alum- 
inum monstearate  in  oil:  One  intra- 
muscular injection  of  300,000  units  in 
children  and  600,000  units  in  adults 
every  third  day  for  three  doses. 

B.  Oral  penicillin:  250,000  units  three 
times  a day  for  10  days,  even  though 
the  temperature  returns  to  normal 
and  the  patient  is  asymptomatic. 

ACTIVE  THERAPY  IN  THE  ACUTE 
PHASE: 

Pain  and  fever  are  the  outstanding  symp- 
toms and  signs  of  acute  rheumatic  fever.  In 
spite  of  numerous  innovations  in  therapy, 
there  is  at  present  no  evidence  of  uniform  re- 
sponse or  control  of  the  signs  and  symptoms 
of  acute  rheumatic  fever,  nor  is  there  any 
evidence  to  indicate  a drug  of  choice. 

Salicylates*:  Aspirin  has  been  the  drug  of 
choice  for  generations.  It  reduces  fever, 
causes  a disappearance  of  joint  pain,  tender- 
ness, and  swelling;  eases  precordial,  muscle, 
and  abdominal  pain,  lessens  the  amount  of 
effusion  associated  with  pericarditis;  relieves 
the  involuntary  movements  of  chorea;  re- 
duces skin  manifestations;  and  alters  the 
numerous  laboratory  studies  such  as  the  sedi- 
mentation rate  and  C-reactive  protein,  in- 
dicating a subsiding  infectious  process. 

The  dosage  of  aspirin  which  seems  to  be 
effective  is: 

1.  First  two  days:  60  mgm.  or  1 gr.  per 
pound. 

2.  Next  five  days:  40  mg.  or  2/3  gr.  per 
pound. 

3.  Remainder  of  six  week  course  of  ther- 
apy: 

30  mg.  or  gr.  per  pound. 

These  doses  are  divided  and  given  at  four 

*Dosages  recommended  by  U.  K.  and  U.  S.  Joint 
Committee  on  Rheumatic  fever. 
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hour  intervals  during  the  first  48  hours  and  at 
six  hour  intervals  thereafter.  No  sodium  bi- 
carbonate is  given  with  aspirin.  A blood  level 
between  25-30  mg./lOO  cc.  can  be  accomp- 
lished by  this  dosage  and  is  effective. 

The  step-wise  reduction  of  aspirin  results 
in  a more  uniform  response  of  pulse,  tem- 
perature, pain,  as  well  as  laboratory  studies 
and  fewer  rebound  exacerbations  are  seen 
at  the  time  of  withdrawal  of  the  drug. 

Cortisone:  Cortisone  acts  in  a fashion  sim- 
ilar to  aspirin  in  the  relief  of  symptoms  and 
signs.  With  cortisone,  the  problem  of  adrenal 
dysfunction  secondary  to  an  overwhelming 
or  long-continued  disease  process,  is  not  as 
prominent  as  it  used  to  be  with  ACTH. 

Due  to  the  electrolytic  imbalance  produced 
by  this  hormone,  sodium  is  restricted  to  2 gm. 
daily  and  potassium  chloride  is  given  orally 
in  doses  of  2 gm.  daily  for  children  under  60 
pounds  and  3 gm.  for  over  60  pounds. 

The  total  daily  dosage  for  cortisone  is  as 


follows: 

1.  First  day:  300  mg. 

2.  Next  four  days:  200  mg. 

3.  For  remainer  of  first  3 wks.:  100  mgm. 

4.  Fourth-fifth  week:  75  mg. 

5.  Sixth  week:  50  mg. 


Prednisone:  Pednisone  acts  similarly  to 
cortisone  but  only  25-30%  of  the  dosage  is  re- 
quired. Side  effects  are  similar  but  less  in- 
tense than  those  produced  by  cortisone. 

As  in  the  case  of  aspirin  the  step-wise  re- 
duction of  cortisone  or  prednisone  seems  to 
result  in  a more  uniform  response  and  fewer 
explosive  rebound  exacerbations  at  the  time 
of  withdrawal. 

Clinical  experience  has  shown  over  the 
years  that  irrespective  of  the  anti-rheumatic 
drug  used,  a patient  who  is  unable  to  accom- 
plish emotional  as  well  as  physical  rest,  does 
not  respond.  Whether  the  patient  is  cared  for 
in  the  home  or  at  the  hospital  is  of  little  im- 
portance but  rest  and  relaxation  must  be 
achieved. 

The  person  delegated  with  the  responsi- 
bility of  the  daily  routine  of  bathing,  feeding, 
administration  of  drugs  and  the  quieting  of 
fears  and  anxieties  is  by  far  the  most  import- 
ant on  the  team  so  necessary  for  adequate 
care  of  the  patient  with  rheumatic  fever. 

To  decrease  the  trauma  of  long-term  hos- 
pitalization and  convalescence,  an  occupa- 
tional therapist  or  the  mother  under  guid- 


ance, can  accomplish  much.  The  patient  can 
be  made  to  feel  useful  and  creative  abilities 
can  be  developed.  The  emotional  stability 
encouraged  by  this  program  is  extremely 
profitable  in  the  overall  picture  of  therapy. 

With  the  vast  ramifications  of  the  eco- 
nomic, environmental,  and  emotional  factors 
in  the  rheumatic  fever  patient  and  his  family, 
there  is  an  unusual  opportunity  and  a great 
need  for  the  social  service  worker.  Her  job 
is  to  make  the  family  aware  of  the  problems 
involved  and,  in  co-operation  with  the  family 
physician,  to  set  up  an  educational  program 
concerning  the  facts  of  the  disease  and  the 
importance  of  routine  follow-up  studies, 
prophylaxis,  and  early  treatment  of  each 
attack. 

TREATMENT  OF  COMPLICATIONS: 

The  extreme  problem  in  the  management 
of  rheumatic  fever  is  not  the  treatment  of 
the  symptoms  of  pain  and  fever  nor  the  signs 
of  brain,  joint  or  skin  involvement,  but  is 
the  management  of  acute  carditis  and/or  its 
complications.  All  other  signs  and  symptoms 
of  rheumatic  fever  are  reversible  and  self- 
limited with  or  without  treatment.  The  car- 
ditis of  the  initial  attack  may  be  self-limited 
or  respond  to  therapy  but  with  an  increasing 
number  of  subsequent  attacks  this  becomes 
wishful  thinking  and  congestive  failure  in- 
variably results.  Therapy  should  include: 

1.  Bed  Rest:  This  is  by  far  the  most  im- 
portant single  factor  in  the  treatment  of 
heart  failure.  Emotional  and  physical  ac- 
tivity should  be  curbed  to  a level  below  the 
cardiac  capacity.  Bed  pans  can  cause  much 
anxiety  and  actually  produce  more  activity 
than  bathroom  privileges. 

2.  Oxygen:  Oxygen  is  extremely  beneficial 
in  patients  with  acute  failure.  However,  if 
pulmonary  changes  are  extreme  and  the 
medullary  centers  are  narcotized  by  COj 
retention,  the  carotid  sinus  chemoreceptors 
control  respiration.  Due  to  extreme  sensi- 
tivity if  oxygen  is  administered,  the  stim- 
ulus of  hypoxia  is  lost,  the  patient  becomes 
apneic,  and  oxygen  must  be  stopped  im- 
mediately. 

3.  Sedation:  With  the  exception  of  digitalis, 
morphine  and  the  barbituates  are  probably 
the  most  significant  therapeutic  agents  in 
relieving  pain  and  anxiety  associated  with 
congestive  heart  failure. 

A.  Morphine  dosage: 
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3 yrs. — 1/60  gr.  every  4-6  hours  for  pain 
or  extreme  restlessness. 

5 yrs. — ^1/50  gr.  every  4-6  hours  for  pain 
or  extreme  restlessness. 

8 yrs. — 1/32  gr.  every  4-6  hours  for  pain 
or  extreme  restlessness. 

12  yrs. — 1/12  gr.  every  4-6  hours  for  pain 
or  extreme  restlessness. 

B.  Phenobarbital  dosage: 

3 yrs. — Vs  gr.  for  extreme  irritability, 
three  times  daily. 

5 yrs. — 14  gr.  for  extreme  irritability, 
three  times  daily. 

8 yrs. — Vi  gr.  for  extreme  irritability, 
three  times  daily. 

4.  Digitalis:  The  choice  of  digitalis  is  on  an 
individual  basis  but  it  is  wise  to  become 
familiar  with  one  oral  preparation  for  daily 
maintenance  and  an  intravenous  prepara- 
tion for  rapid  digitalization.  For  example: 

A.  Digitalis  leaf:  digitalizing  dose  is  0.01 
gm./Jt,  1/2  of  this  dose  is  given  stat  and  the 
rest  is  divided  into  four  equal  six  hour 
doses.  The  average  maintenance  dose  for 
children  is  0.01  gm.  daily. 

B.  Digitoxin:  digitalization  can  be  accom- 
plished by  giving  0.1  mg./#  on  the  same 
schedule  as  described  for  the  leaf.  The 
average  maintenance  dose  for  children  is 

0.01  mg.  daily. 

5.  Diuretics:  Thiomerin®,  ammonium  chlor- 
ide, and  Diamoux®  have  been  used  as  ad- 
juncts to  therapy  in  congestive  heart  failure 
in  children.  In  patients  treated  with  mer- 
curial diuretics  for  long  periods,  a hypo- 
chlormic  alkalosis  may  develop,  which  can 
be  readily  corrected  by  the  addition  of  2-4 
grams  of  ammonium  chloride,  given  in  di- 
vided doses  orally  over  a period  of  several 
curial  diuretics  for  long  periods,  a hypo- 
days.  Three  days  of  ammonium  chloride 
followed  by  two  days  of  Thiomerin,  given 
in  1 cc.  doses  subcutaneously,  seems  to  be 
effective. 

Carbonic  anhydrase  inhibitors  such  as 
Diamox  given  in  daily  doses  of  250-500  mg. 
are  effective  and,  when  given  on  alternate 
days,  the  diuretic  effect  is  comparable. 

Chlorothiazide  (Duiril®)  has  been  used  in 
several  of  the  patients  who  failed  to  re- 
spond to  previously  administered  medica- 
tions. If  chlorothiazide  is  given  with  a mer- 
curial its  effect  is  similar  to  that  of  ammon- 
ium chloride.  However,  if  it  is  given  with 


ammonium  chloride,  its  effect  seems  to  be 
like  that  of  a mercurial.  Dosages  of  250 
mgm  to  500  mgm  twice  daily  are  required 
for  the  desired  effect. 


SUMMARY  AND  CONCLUSIONS 

1.  The  diagnosis  of  rheumatic  fever  de- 
pends upon  the  individual  clinician’s  critical 
evaluation  of  the  history  and  physical  find- 
ings. 

2.  Recurrence  of  beta  hemolytic  strepto- 
coccal respiratory  infections  is  by  far  the 
most  important  factor  in  the  history. 

3.  The  constitutional  characteristics  of  a 
rheumatic  fever  patient  are  so  distinctive  that 
any  patient,  with  these  characteristics,  who 
has  had  numerous  recurrences  of  beta  hemo- 
lytic streptococcal  infections  must  be  con- 
sidered as  a likely  candidate  for  rheumatic 
fever  and  treated  accordingly. 

4.  There  are  no  specific  serological,  bio- 
chemical or  bacteriological  laboratory  tests 
that  are  pathoknomonic  or  even  diagnostic 
of  rheumatic  fever.  The  available  tests  are 
of  questionable  reliability  in  following  the 
course  of  the  disease. 

5.  The  eradication  of  the  beta  hemolytic 
streptococcal  infection  by  means  of  adequate 
prophylactic  and  therapeutic  measures,  offers 
the  greatest  hope  for  future  therapy. 

6.  No  evidence  can  be  documentated  to 
show  that  there  is  a drug  of  choice  in  the 
treatment  of  rheumatic  fever  nor  that  a uni- 
form response  can  be  obtained  with  a specific 
medication. 

7.  With  the  exception  of  carditis  all  of  the 
signs  and  symptoms  of  rheumatic  fever  are 
self  limited  and  reversible  with  or  without 
treatment.  Carditis,  however,  becomes  in- 
creasingly severe  with  subscequent  attacks 
and  invariably  results  in  congestive  heart 
failure.  The  treatment  of  congestive  failure 
is  discussed. 


AAGP  MEETING 
GIVES  CATEGORY  I POINTS 

The  Annual  Meeting  of  the  South  Dakota 
Chapter  of  the  American  Academy  of  General 
Practice  has  been  approved  for  13  category  I 
points.  The  meeting  is  scheduled  for  Huron, 
September  20-21. 

Meetings  will  start  at  9:00  A.M.  on  the  20th 
at  the  Marvin  Hughitt  Hotel. 
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THE  CULT  OF  REFLEXOLOGY 
Clark  J.  Pahlas 
Pierre,  S.  Dak. 


SOUTH  DAKOTA 


EDITOR’S  NOTE: 

Because  South  Dakota  has  recently  been  flooded 
with  “Reflexology”  we  felt  that  this  study  made 
by  a member  of  the  State  History  Department 
would  be  of  valuable  information  to  the  doctors 
practicing  in  this  State. 

Organized  medicine  in  the  United  States 
began  when  our  pioneer  physicians  gathered 
together  for  unity  and  self  advancement. 
Their  aims  and  desires  were  simple  and  few, 
merely  to  advance  themselves  in  the  pro- 
fession and  to  provide  the  best  medical  care 
possible.  Our  present  state  and  national  med- 
ical associations  and  societies  grew  from  these 
small  isolated  groups.  The  basic  desire  of 
self  advancement  and  medical  professional- 
ism still  motivate  these  medical  societies  to- 
day. 

Now  and  then  across  the  scene  of  organized 
medicine  passes  a new  cult  or  medical  theory. 
This  theory  or  new  concept  of  medical  prac- 
tice may  be  judged  quackery  or  it  may  be 
accepted  in  part  and  perhaps  even  integrated 
into  the  present  medical  knowledge.  Hence 
these  new  systems  have,  as  all  new  ideas,  a 
possibility  of  acceptance  or  rejection.  The  in- 
dividual states  through  the  influence  of  their 
organized  medical  groups  determine  the 
legality  of  these  cults.  Upon  the  recommen- 
dations of  the  medical  profession  the  state  de- 
cides the  legal  measure  to  be  taken  should  the 
new  cult  prove  harmful  to  the  well  being  of 
the  general  population. 

For  Medical  Doctors  to  have  the  power  to 
legally  regulate  their  competitors  seems  un- 
democratic to  some  laymen.  Following  this 
line  of  reasoning  one  is  easily  led  to  believe 
the  only  reason  organized  medicine  stands  as 
a deterent  to  the  introduction  of  new  cults 
and  possible  quackery  is  for  purely  economic 
or  selfish  reasons.  It  is  difficult  to  determine 
man’s  motivation  for  certain  actions.  How- 
ever, it  is  fair  to  assume  the  medical  profes- 
sion, as  a matter  of  responsibility  and  profes- 
sional duty,  is  sincerely  concerned  with  the 
type  and  quality  of  medical  treatment  pro- 
vided for  society. 

These  then  are  our  general  assumptions: 
New  theories  have  and  shall  complement  our 


present  medical  knowledge;  organized  med- 
icine is  concerned  with  maintaining  a high 
degree  of  quality  in  the  medical  profession 
not  only  for  economic  reasons  but  as  a matter 
of  professional  responsibility.  With  these  as- 
sumptions in  mind  let  us  look  at  one  of  the 
relatively  new  cults,  in  an  attempt  to  deter- 
mine its  possible  contribution  to  the  present 
store  of  medical  knowledge,  and  to  the  pos- 
sible key  to  its  regulation  should  it  be  judged 
a menace  to  society.  A group  of  healers  known 
as  Reflexologists  are  practicing  through- 
out the  midwest,  and  their  cult  is  growing 
nation-wide.  Their  concepts  and  theories  of 
practice  are  based  upon  the  principles  of 
“zone  or  Pressure  therapy”  introduced  by 
William  H.  Fitzgerald,  M.D.,  in  the  second  de- 
cade of  the  twentieth  century. 

Dr.  Fitzgerald  divided  the  human  body 
longitudianally  into  ten  zones,  five  on  each 
side  of  the  median  or  central  line.  In  addition, 
the  tongue  was  divided  into  ten  zones,  as 
were  the  nostrils,  hard  and  soft  palate,  and 
the  posterior  walls  of  the  pharynx  and  epip- 
harynx.  It  was  advanced  by  Dr.  Fitzgerald 
that  by  applying  pressure  to  specific  zones  a 
physician  could  control  pain  and  make  the 
body  more  resistant  to  painful  impulses.  It 
was  soon  advanced  by  Fitzgerald  that  this 
method  of  applying  pressure  actually  had 
therapeutic  and  diagnostic  values  as  well  as 
anesthetic.  By  1921  Fitzgerald  had  revealed 
to  the  medical  profession  the  positive  results 
of  his  zone  therapy.  Patients  afflicted  with 
muscular  disabilities,  deafness,  simple  goiter, 
brachial  neuritis,  dysmenorrhea,  chronic  ap- 
pendicitis, throat  cancer,  and  even  falling 
hair  received  results  with  such  treatment. 
However,  he  did  not  claim  a panacea  but 
urged  his  fellow  medical  doctors  to  inves- 
tigate zone  therapy’s  possible  contribution  to 
the  healing  arts.! 

Capitalizing  on  the  findings  of  Fitzgerald 
are  the  followers  of  Mrs.  Eunice  D.  (Ingham) 
Stopfel  of  Rochester,  New  York.  Mrs.  Stopfel 
has  developed  from  Fitzgerald’s  discoveries 
the  “Ingham  Reflex  Method  of  Conpression 
Massage,”  more  commonly  known  by  the  col- 
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lective  term  Reflexology.^ 

The  reflexologist  limits  his  treatment  to 
the  nerve  endings  found  in  the  patients  feet. 
This  writer  has  been  told  by  one  of  these 
practitioners  that  the  human  body  is  like  a 
huge  cesspool  with  the  impurities  and  sed- 
iment going  to  the  bottom.  According  to  evi- 
dence gathered  in  personal  interviews  with 
reflexologists  the  diseased  or  ailing  organ 
sends  off  impurities  (calcium)  which  enter 
the  blood  stream  flowing  downward  and 
lodging  in  the  nerve-endings  in  the  feet  The 
feet  are  divided  into  different  areas  corres- 
ponding to  the  various  organs  and  parts  of 
the  body.  When  the  calcium  deposits  on  the 
nerve-endings  are  palpated  the  patient  exper- 
iences a sense  of  severe  pain.  This  sensitive 
reaction  is  a sign  to  the  reflexologist  that  the 
corresponding  organ  of  the  body  is  diseased 
or  in  some  way  not  functioning  properly. 
When,  for  example,  a patient  is  found  to  be 
sensitive  to  pressure  at  the  base  of  the  right 
big  toe  the  reflexologist  knows  that  the 
source  of  the  patient’s  physical  ailment  is  the 
right  side  of  the  back  of  the  neck.  Similar 
reaction  to  the  left  toe  would  point  to  the  pa- 
tient’s left  side  of  the  neck. 

Thus,  by  palpating  the  various  sections  of 
the  feet,  ever  watchful  of  the  patients  re- 
action to  pain,  the  reflexologist  is  able  to  de- 
termine what  organs  of  the  body  are  not  func- 
tioning properly.  This  would  appear  to  be  the 
diagnosis.  The  treatment  is  the  actual  break- 
ing-up  of  the  calcium  deposits,  returning 
them  to  the  blood  stream  from  whence  they 
are  eliminated  as  body  wastes.  With  the  re- 
moval of  the  calcium  the  patient  no  longer 
experiences  tenderness  in  the  area,  and  the 
affected  organ  of  the  body  is  once  again  set 
right  with  mother  nature. 

Reflexologists  using  this  system  of  diag- 
nosis and  treatment  have  made  great  inroads 
into  the  field  of  the  healing  arts.  During  the 
summer  of  1957  (and  I understand  also  prior 
to  1957)  Mrs.  Eunice  Ingham  Stopfel  made  a 
tour  of  the  nation,  stopping  at  predetermined 
points  and  giving  several  hours  of  instruction 
in  the  science  of  reflexology.  For  this  exten- 
sive study,  which  enables  the  student  to  prac- 
tice reflexology  and  treat  many  human  mal- 
adies, Mrs.  Stopfel  receives  a fee  of  $50.00. 
In  the  summer  of  1957  she  established  schools 
of  at  least  two  day  duration  in  the  following 
cities:  Indianapolis,  Indiana;  Omaha,  Ne- 


braska; Denver,  Colorado;  Salt  Lake  City, 
Utah;  Billings,  Montana;  Calgary,  Alta., 
Canada;  Spokane,  Washington;  Vancouver, 
B.C.,  Canada;  Seattle,  Washington;  Sacra- 
mento, California;  Los  Angeles,  California; 
Phoenix,  Arizona;  Dallas,  Texas;  Wichita, 
Kansas;  Sioux  Falls,  South  Dakota;  and 
Davenport,  Iowa.  The  school  session,  which 
lasted  for  several  hours  on  consecutive  days, 
was  divided  into  three  lessons. 

The  brochure  available  to  prospective  stu- 
dents outlined  the  course  of  study  by  a series 
of  questions  and  statements  dealing  with  hu- 
man ailments  and  the  ability  to  affect  a cure 
by  using  the  methods  of  reflexology.  A look 
at  these  proposed  questions  and  statements 
would  seem  to  reveal  that  Mrs.  Stopfel  was 
not  teaching  a course  in  massage.  These 
questions  included:  Can  and  how  will  Hay 
Fever  respond?  What  eye  conditions  have 
been  known  to  respond  most  readily?  What 
is  the  exact  technique  to  be  applied  for  Glau- 
coma and  Thrombosis?  Do  Migrane  head- 
aches respond?  How  to  use  this  particular 
technique  for  an  overactive  condition,  and 
vice  versa  (Thyroid  Gland),  and  what  to  do 
and  what  not  to  do  to  obtain  definite  results 
in  cases  of  Neuritis,  Arthritis,  Bursitis.  Will 
high  blood  pressure  respond?  How  to  control 
diabetes  when  the  Ingham  Reflex  Method  of 
Compression  Massage  is  applied  to  stimulate 
the  action  of  the  pancreas.  How  to  determine 
if  the  heart  muscles  are  affected?  How  to  re- 
lieve angina  pains?  How  will  a badly  con- 
gested liver  react  to  the  application  of  re- 
flexology? How  can  a congested  gall  bladder 
be  relieved?  Can  the  kidney  action  be  in- 
creased? Can  sleeping  sickness  be  corrected, 
and  how?  Will  cystitis  respond  to  this  reflex 
method?  To  what  gland  may  we  look  to 
obtain  help  for  low  blood  pressure?  Will  a 
lazy  colon  respond?  What  reflexes  will  cor- 
rect painful  menstration,  congestion  in  the 
uterus,  and  kindred  ailments?  Can  a lower 
lumbar  lesion  be  relieved  in  a few  minutes? 
Unbelievable  results  with  method  when  ap- 
plied to  postrate  gland  reflex. 

The  writer  is  not  a medical  doctor,  nor  is  he 
trained  in  medical  research,  but  it  seems 
highly  doubtful  the  human  mind  could  grasp 
even  the  basic  fundamentals  of  anatomy, 
physiology,  and  kinesiology  in  a matter  of  a 
few  hours.  However,  one  has  only  to  go  to 
the  office  of  one  of  these  practitioners  to 
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realize  they  are  convinced  of  their  contribu- 
tion to  the  field  of  the  healing  arts. 

In  the  summer  of  1954  the  writer  and  his 
wife  were  hired  by  the  South  Dakota  Medical 
Association  and  the  South  Dakota  Board  of 
Examiners  in  the  Basic  Sciences  as  investi- 
gators. Our  task  was  to  investigate  this 
rapidly  growing  cult  of  reflexology.  During 
the  next  several  years  we  visited  various 
reflexologists  in  the  eastern  section  of  the 
state.  We  found  these  men  were  in  a great 
measure  friendly,  courteous,  and  very  un- 
professional. Their  clientele,  mostly  elderly 
men  and  women,  were  convinced  of  the  heal- 
ing powers  of  the  “good  doctor.”  The  more 
prosperous  of  these  pseudo-doctors  had  from 
ten  to  twenty  patients  a day  at  an  average  of 
two  dollars  a call. 

During  this  period  we  visited  a total  of  six 
reflexologists.  The  treatment  given  by  each 
was  substantially  the  same,  rubbing  the  feet 
and  using  a hand  vibrator  to  “relax  the  mus- 
cles.” The  reflexologist  is  a unique  individual. 
He  attempts  to  be  professional  in  a most  tech- 
nical field  of  science,  yet  admits  to  the  fact 
he  has  practically  no  training  other  than  trial 
and  error.  He  throws  medical  terms  about 
with  little  discretion  and  at  the  same  time 
presents  an  air  of  confidence.  His  past  success 
with  the  “hopeless  patient”  is  as  a rule  the 
main  choice  of  conversation,  while  all  pro- 
fessional modesty  is  lacking.  I had  one  tell 
me  he  was  able  to  “diagnose  better  than  they 
can  at  Rochester  with  their  x-rays.”  Others 
have  boasted  of  their  work  with  cancer,  para- 
lytic-polio, goiters,  and  kidney  infections.  In 
the  eyes  of  the  reflexologist  there  are  few  hu- 
man maladies  that  will  not  respond  favorably 
to  their  treatment. 

The  scientific  evaluation  of  Reflexology 
must  be  made  by  the  medical  profession.  If 
there  are  found  certain  values  in  its  methods 
they  should  be  recognized.  However,  if  the 
practice  has  no  scientific  foundation,  this 
should  be  recognized  also  and  every  possible 
means  taken  to  rid  the  profession  of  the  cult. 
This  is  an  easy  thing  to  say,  but  apparently 
much  more  difficult  to  perform.  The  task  is 
to  provide  sound  medical  legislation  and  be 
blessed  with  local  and  state  officials  willing 
to  prosecute  the  offenders. 

The  individual  state  medical  societies  have 
a responsibility  as  the  voice  of  organized  med- 
icine to  lead  in  the  fight  for  rigid  medical 


legislation.  But  this  writer  feels  there  is  but 
one  way  to  present  the  problem  to  the  legis- 
lators and  to  the  people,  and  that  is  by  prov- 
ing the  falacies  of  the  cult.  Without  evidence 
of  scientific  investigation,  accompanied  by 
the  possible  deleterious  effects  of  such  prac- 
tices, sound  legislation  and  able  prosecution 
will  not  be  forthcoming.  To  emphasize  the 
number  of  patients,  the  amount  of  money 
made  by  the  reflexologists,  and  proof  of  their 
expansion  does  little  more  than  place  the 
medical  profession  in  the  position  of  an  en- 
raged competitor.  Prove  to  the  legislators 
that  they  are  placing  the  health  of  their 
friends  in  the  hands  of  individuals  completely 
untrained  in  medical  science,  using  methods 
of  treatment  which  have  no  foundation  on 
medical  fact,  and  possibly  treating  patients 
who  should  have  immediate  medical  care.  In 
short,  prove  that  the  well-being  of  the  gen- 
eral population  and  not  that  of  the  medical 
profession  demands  the  passage  and  strict  en- 
forcement of  a law  making  such  practices 
illegal. 

The  writer  has  contacted  the  state  medical 
societies  in  various  midwestern  states  con- 
cerning the  practice  of  reflexology  in  their 
specific  areas.  Few  of  them  are  more  than 
conscious  of  the  fact  that  the  cult  exists.  How- 
ever, the  fact  that  a school  of  reflexology  was 
held  in  practically  all  of  their  states  last  year 
is  proof  of  the  cult’s  existence  and  a sign  of 
their  intension  to  expand. 

The  writer,  interested  in  the  historical  as- 
pect of  Reflexology,  has  attempted  to  give  the 
medical  doctor  a brief  picture  of  the  cult  on 
which  to  base  a more  thorough  and  scientific 
investigation.  This  scientific  evaluation  of 
the  theories  and  practices  of  Reflexology  is 
a task  for  those  trained  in  medical  research. 
Creating  public  awareness  of  and  providing 
protection  against  a cult  is  the  responsibility 
of  organized  medicine. 

The  writer  has  seen  the  reflexologist  at 
work,  pinching  and  squeezing  the  human 
foot.  On  two  occasions  he  has  served  as  a 
witness  for  the  state  in  court  action  brought 
against  a practitioner  of  Reflexology.  He  has 
seen  four  other  reflexologists,  who  he  had 
personally  investigated  escape  even  the  in- 
effective actions  of  the  court.  He  has  talked 
and  worked  with  men  like  Dr.  Gregg  M. 

(Continued  on  Page  370) 
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This  month  being  the  month  for  the  beginning  again  of  all  schools  the  country  over,  I 
would  like  to  talk  about  Medical  Education,  in  the  State,  in  the  Nation,  and  your  participation 
therein. 

Country  wide  approximately  29,130  students  are  attending  school.  In  our  State  81 
students  are  enrolled  as  freshmen  and  sophomores.  On  completion  of  their  work  in  our  State 
University,  they  will  go  elsewhere  to  complete  their  education,  and  a certain  number  will 
eventually  return  to  South  Dakota  to  practice.  Those  of  you  who  participate  in  the  preceptor 
program  of  the  University  know  our  boys  are  well  trained  promising  young  physicians. 

Nationally  the  medical  schools  need  approximately  $10,000,000.00  more  each  year  than 
they  now  receive  to  produce  the  kind  of  doctors  the  public  and  we  physicians  in  practice  par- 
ticularly are  demanding.  These  schools  need  for  new  buildings  and  equipment,  for  unrestricted 
funds,  for  research,  is  critical. 

The  American  Medical  Education  Foundation-AMEF-which  is  the  organization  soliciting 
funds  from  doctors  to  meet  this  need  request  your  help  again  this  year.  Last  year  250  South 
Dakota  physicians  contributed  $8,647.00,  50,364  members  in  the  United  States  contributed 
$3,020,600.43.  We  compare  favorably  with  the  best  of  the  other  States— even  those  who  collect 
a certain  sum  from  each  of  their  members  as  part  of  their  State  dues. 

You  will  again  receive  letters  from  our  AMEF  Committee  with  additional  information. 
Lets  do  our  part  even  better  this  year.  After  all  this  is  one  way  to  repay  he  who  helped  you, 
by  your  helping  someone  else. 

Sincerely, 

A.  A.  Lampert,  M.D. 

Rapid  City,  S.  Dak. 
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WALTER  E.  VAN  DEMARK.  M.D. 

1915—1958 

Dr.  Walter  E.  Van  Demark,  Sioux  Falls 
orthopaedic  surgeon,  passed  away  at  the  age 
of  forty-three  at  McKennan  Hospital  in  Sioux 
Falls,  from  a brain  hemorrhage.  He  died  Fri- 
day morning,  August  8th  after  a fall  six  days 
earlier. 

Doctor  Van  Demark  was  born  in  Alexan- 
dria, S.  D.  February  22,  1915  where  he  at- 
tended grade  and  high  school  and  graduated 
as  valedictorian  of  his  class.  He  graduated 
from  Yankton  College  and  attended  the  Uni- 
versity of  South  Dakota  Medical  School.  He 
completed  his  medical  training  at  Harvard 
where  he  received  his  medical  degree. 

In  1947  he  married  Viola  Benson  at  Angola, 
Indiana.  He  is  survived  by  his  wife  and  four 
daughters. 

“Doctor  Walter”  as  he  was  known  by  his 
many  friends  had  practiced  orthopaedic  sur- 
gery in  Sioux  Falls  with  his  brother  Robert 
and  his  uncle  Guy  E.  Van  Demark  since  1947. 
He  was  a diplomate  of  the  American  Board 
of  Orthopaedic  Surgery,  a member  of  the 
American  College  of  Surgeons  and  the  Amer- 
ican Academy  of  Orthopaedic  Surgery. 


THE  CULT  OF  REFLEXOLOGY— 

(Continued  from  Page  368) 

Evans  of  Yankton,  Secretary  of  the  South 
Dakota  Board  of  Examiners  in  the  Basic 
Sciences,  and  Mr.  John  C.  Foster,  Executive 
Secretary  of  the  South  Dakota  Medical  Asso- 
ciation, who  have  faithfully  worked  for  firm 
medical  legislation.  This  experience  has  con- 
vinced the  writer  that  little  can  be  done  until 
the  medical  profession  decides  such  practices 
are  to  be  eliminated,  and  is  willing  to  exert 
the  necessary  pressure  to  enforce  the  laws 
governing  medical  practice. 

ISee  “Zone  or  Pressure  Therapy  with  Case  Re- 
ports by  Wm.  H.  Fitzgerald.  AMERICAN  MED- 
ICINE November,  1921.  Dr.  Fitzgerald  was  a 
graduate  of  the  University  of  Vermont.  He  prac- 
ticed at  the  Boston  City  Hospital,  and  was  head 
of  the  nose  and  throat  department  of  St.  Francis 
Hospital,  Hartford,  Connecticut  in  1914.  He  was 
in  addition  a one  time  Assistant  to  Professor 
Politzer  and  Otto  Chiari  in  Vienna. 

2Mrs.  Stopfel  has  written  two  books  dealing 
with  Reflexology:  STORIES  THE  FEET  HAVE 
TOLD,  $3.95  (paper),  $4.50  (cloth)  and  STORIES 
THE  FEET  CAN  TELL,  $2.50  (paper),  $3.50 
(cloth).  Zone  Therapy  Charts  can  be  secured  for 
$1.00.  Order  from  Eunice  Ingham  Stopfel,  P.  O. 
Box  948,  Rochester  3,  N.  Y. 


Any  Physicians  hunting  in  the  Huron 
area  on  October  18-19  are  invited  to 
attend  the  4th  Annual  Huron  District 
Hunting  Seminar,  October  18-19.  Reg- 
istration is  at  8:00  A.M.  at  St.  John's 
Auditorium,  Clinical  sessions  are  from 
9:00  A.M.  to  I 1 :00  A.M.  on  Saturday 
and  Sunday.  Football  Saturday  night 
and  a Stag  Sunday  night. 
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POLIO  FOUNDATION  BRANCHES  OUT 

The  National  Foundation  for  Infantile 
Paralycis  announced  a change  in  its  name  and 
purpose  at  a simultaneous  meeting  of  volun- 
teer workers  and  medical  representatives  in 
52  cities  across  the  nation. 

In  a ninety  minute  closed  circuit  telecast, 
Basil  O’Connor,  Foundation  President  pointed 
to  the  new  program  which  will  embrace  not 
only  polio  but  all  virus  diseases,  arthritis, 
birth  defects  and  central  nervous  system  dis- 
orders. The  Foundation,  now  to  be  known 
only  as  the  National  Foundation  will  conduct 
research  and  professional  education  in  all  five 
categories,  and  will  provide  patient  aid  for 
polio  as  in  the  past  and  for  persons  under  age 
18  afflicted  with  arthritis  and  birth  defects. 

Mr.  O’Connor  pointed  out  that  “the  en- 
larged program,  while  a natural  outgrowth 
of  work  done  in  the  course  of  finding  a polio 
preventive  and  caring  for  polio  victims,  is  a 
beginning  program  only  and  that  the  National 
Foundation  • — by  contributing  its  twenty 
years  of  board  experience  in  the  field  of 
health  to  the  solution  of  other  perplexing  di- 
seases of  mankind  — hopes  it  may  somewhat 
shorten  the  period  within  which  these  di- 
seases may  be  solved.” 

Dissident  notes  sounded  by  interested 
parties  came  from  polio’s  own  volunteers  who 
wondered  how  the  public  would  accept  a less 
“dramatic”  cause  than  polio,  and  how  they 
would  extract  more  money  from  an  already 
recalcitrant  public,  and  from  the  Arthritis 
and  Rheumatism  Foundation  who  refused  to 
be  swallowed  by  the  larger  National  Foun- 
dation. 


PAGE 


OMAHA  MIDWEST  SCHEDULED 

The  Omaha  Midwest  Clinical  Conference 
will  be  held  in  Omaha  November  3-4-5-6  at 
the  Sheraton-Fontenelle  Hotel.  Category  I 
credits  will  be  given  to  members  of  the  Amer- 
ican Academy  of  General  Practice. 

According  to  a release  late  in  July  the  pro- 
gram will  feature  panel  discussions  on, 
“Staphylococcus  Infections,”  “Obstetrical 
Shock”  and  “Common  Fractures.” 

Guest  lecturers  include  S.  Leon  Israel, 
M.D.,  Philadelphia,  Ob-Gyn;  Louis  T.  Byars, 
M.D.,  St.  Louis,  Surgery;  Benjamin  Gasul, 
M.D.,  Chicago,  Pediatric  Cardiophysiology; 
Earl  D.  Osborne,  M.D.,  Buffalo,  Dermatology; 
Edward  M.  Litin,  M.D.,  Rochester,  Psy- 
chiatry; and  many  others.  Address  inquiries 
to  John  H.  Brush,  M.D.,  Director  of  Clinics, 
Omaha  Mid-West  Clinical  Society,  1031  Med- 
ical Arts  Bldg.,  Omaha,  Nebraska. 


A PHYSICIANS  PRAYER 

(Ed.  Note:  The  following  was  prepared  after  sev- 
eral well-known  South  Dakota  physicians  had  been 
called  in  death.) 

Oh  God,  I,  who  stand  alone 
Entreat  Thee,  that  mercy  may  be  shown 
To  me,  for  errors  having  been  committed 
Ask  only  that  thou  sins  of  judgement  be  re- 
mitted for  me.  I have  done  the  best  I could; 
And  if  my  actions  were  not  always  good, 

I only  ask  that  any  verdict  should 
Be  tempered  by  the  effort  that  I made 
In  Thy  Name,  the  suffering  I have  caused 
to  fade. 

J udge  me  not  that  often  I have  not  succeeded 
But  give  me  credit  that  I tried,  when  I was 
needed. 

L.  J.  Pankow,  M.D. 
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INSURANCE  COMPANY 
OVERPAYMENTS 

(Ed.  note:  The  following  is  a report  of  the  Griev- 
ance Committee  in  which  a physician  was  involved 
in  an  overpayment  as  regard  to  workmen’s  Com- 
pensation limitations.  Because  of  the  precedent 
established  in  the  report,  it  was  felt  that  it  might 
be  of  value  to  all  South  Dakota  physicians.) 

An  employee  was  injured  on  the  job  and 
went  to  a doctor  for  care.  He  was  eventually 
discharged,  and  the  doctor  rendered  his  re- 
port and  a bill  for  $425.00.  The  Insurance 
Company  did  not  question  the  bill  or  the 
quality  of  the  service  and  paid  the  bill  in  full. 
Later  on,  the  Insurance  Company  discovered 
that  the  legal  limit  of  their  responsibility  for 
medical  care  under  South  Dakota  law  is 
$300.00,  and  so  wrote  several  times  to  the  doc- 
tor asking  for  a refund  of  the  excess  over 
legal  limit  of  responsibility  paid.  The  doctor 
ignores  the  letters.  The  Insurance  Company 
appeals  to  the  Industrial  Commissioner  of 
South  Dakota,  who  disclaimed  any  right  to 
interfere,  altho  they  did  suggest  to  the  doctor 
that  he  should  refund  the  amount  paid  in  ex- 
cess of  liability  limit. 

The  doctor  has  steadfastly  failed  to  answer 
letters  written  him  by  the  Industrial  Commis- 
sioner and  the  Insurance  Company. 

The  following  are  pertinent  facts  concern- 
ing this  matter: 

1.  There  has  been  no  question  raised  as  to 
the  quality  of  the  medical  service  or  the  jus- 
tice of  the  charges  made  for  that  service. 

2.  Some  companies  and  employers  have  en- 
tered into  contracts  calling  for  benefits  in  ex- 
cess of  the  legal  limit  of  responsibility. 

3.  A doctor  actually  has  his  sole  claim  against 
the  person  to  whom  he  renders  the  service. 

4.  An  employee,  injured  on  his  job,  is  entitled 
by  law,  to  redress  and  recovery  of  expenses 
from  his  employer,  within  certain  legal 
limits. 

5.  Employers  usually  cover  their  liability  by 
a contract  with  an  insurance  company. 

6.  Legally  in  South  Dakota,  an  employer,  and 
consequently  the  insurance  carrier,  is  not 
liable  for  medical  or  surgical  expenses  in  ex- 
cess of  three  hundred  dollars,  unless  the  em- 
ployer has  elected  to  contract  for  larger  cov- 
erage, which  might  not  be  known  by  the  doc- 
tor. 


7.  Insurors  have  elected  to  exceed  their  legal 
limit  of  liability  in  order  to  thereby  shorten 
the  period  of  disability  of  the  injured  em- 
ployee. 

8.  For  convenience  the  insurer  elects  to  deal 
directly  with  the  doctor  as  to  reports  of 
progress,  charges  and  payments  of  medical 
and  surgical  fees. 

9.  When  a doctor’s  bill  has  been  paid  in  full 
by  the  insurer  for  services  to  an  injured  em- 
ployee, he  in  effect  gives  the  employee  a re- 
ceipt in  full;  if  not  paid  in  full  he  may  bill  the 
employee  for  any  unpaid  balance. 

In  this  particular  case,  it  would  appear  to 
the  committee  that  an  honest  and  just  bill 
has  been  filed,  as  requested  by  the  insurer, 
and  paid  by  the  insurer.  Then  realizing  that 
they  have  overpaid  their  legal  liability,  they 
ask  reimbursement  by  the  doctor. 

It  seems  unfair  to  the  committee  that  the 
doctor  should  be  asked  to  juggle  the  accounts, 
reopen  negotiations  with  the  injured  em- 
ployee and  seek  to  collect  a fee  which,  in 
effect  at  least,  the  employee  believes  is  paid 
in  full,  because  of  an  error  on  the  part  of  the 
insurance  company. 

This  is  an  entirely  different  situation  than 
would  be  the  case  if  the  doctor’s  bill  had  been 
presented  for  $175.00  and  the  company  had 
inadvertently  mailed  a check  for  $300.00,  in 
which  event  we  believe  the  insurer  would  be 
entitled  to  recovery  of  the  excess  payment. 

It  is  further  the  recommendation  of  the 
committee  that  no  retalliatory  measures  be 
taken  by  the  insurance  company  against  the 
doctor  in  question  or  any  doctors  involved 
in  this  decision,  since  action  of  the  committee 
was  requested  by  the  company. 

The  Grievance  Committee  of  the 
South  Dakota  State  Medical  Association 


SUPPLEMENTARY  ROSTER 

F.  W.  Haas,  M.D. Yankton,  S.  Dak. 

E.  J.  Hofer,  M.D.  Freeman,  S.  Dak. 
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MEDICAL  LIBRARY  ASSOCIATION 
CONVENTION 


“It  is  hard  for  me  to  speak  of  the  value  of 
libraries  in  terms  which  would  not  seem 
exaggerated.”  — William  Osier. 

The  57th  annual  meeting  of  the  National 
Medical  Library  Association  was  held  in 
Rochester,  Minnesota  June  2-6th.  Thomas  E. 
Keys,  Director  of  the  Mayo  Clinic  Library 
and  president  of  the  association  and  his  able 
staff  were  in  charge  of  the  arrangements. 
This  year  marks  the  60th  anniversary  of  the 
founding  of  the  M.L.A.  which  has  grown  from 
8 members  in  1898  to  1300  in  1958. 

A conducted  tour  of  the  Mayo  Clinic  Li- 
brary proved  of  great  interest.  The  Mayo 
Clinic  Library  occupies  the  11th,  12th,  14th, 
and  16th  floors  of  the  Plummer  Building  (the 
old  clinic  building)  and  reflects  all  of  the 
plush  luxuriousness  of  the  earlier  period. 
There  is  a spacious  reading  room,  with  a hand 
illuminated  beam  ceiling;  upholstered  furn- 
ishings; hand  loomed  imported  carpeting;  and 
walnut  tables  and  book  cases.  The  first  li- 
brary housed  in  1907  in  the  offices  of  Drs. 
Mayo,  Graham,  and  Judd,  was  moved  in  1909 
to  a small  adjacent  building  and  in  1929  to 
the  Plummer  Building. 

The  present  library  serves  the  association 
of  physicians  making  up  the  Mayo  Clinic  who 
are  devoted  to  the  private  practice  of  med- 
icine as  an  integrated  group;  the  graduate 
student  body  connected  with  the  Mayo  Foun- 
dation located  at  the  University  of  Minnesota, 
and  the  teaching  staff.  Each  Fellow  from  the 
Mayo  Foundation  stays  about  3 years  and 
about  half  of  them  write  a thesis  which  is 
submitted  to  the  University  of  Minnesota  to 


fulfill  part  of  the  requirements  for  an  ad- 
vanced degree.  Practice,  education  and  re- 
search require  that  the  library  have  a well 
rounded  medical  collection  and  many  special 
services. 

One  of  the  high  lights  of  the  convention 
was  a tea  at  the  former  home  of  Dr.  and  Mrs. 
Will  Mayo,  which  they  gave  to  the  Mayo 
Foundation.  The  purpose  behind  this  gift 
was  to  provide  “a  meeting  place  where  men 
of  medicine  may  exchange  ideas  for  the  good 
of  mankind.”  This  beautiful  home  with  its 
spacious,  rolling,  beautifully  kept  lawns, 
trees,  and  shrubs  is  used  for  seminars,  lec- 
tures, and  demonstrations  related  to  the  edu- 
cational programs  carried  on  by  the  staff  and 
fellows;  for  meetings  of  the  faculty  of  the 
Clinical,  Surgical  and  Laboratory  Societies; 
meetings  of  various  medical  associations,  and 
meetings  of  organizations  of  wives  of  staff 
members  and  fellows. 

The  third  floor  has  been  reconstructed  as  a 
guild-hall  with  medical  history  as  the  motif 
for  the  long  room.  At  one  end  is  a stained 
glass  window  with  three  lights.  The  design 
of  this  window  emphasizes  the  basis  of  med- 
ical progress  including  one  light  for  medical 
practice;  one  for  medical  education,  and  one 
for  medical  research  which  are  the  functions 
of  the  Mayo  Clinic  and  Foundation.  In  each 
panel  outstanding  men,  institutions  and 
events  are  included  as  representative  of  the 
great  contributions  made  during  the  various 
eras.  The  uppermost  panel  represents  grad- 
uate medical  education  and  the  border  pic- 
tures the  shields  of  the  University  of  Mich- 
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igan  where  Dr.  W.  J.  Mayo  received  his  M.D. 
Degree  and  Northwestern  where  Dr.  C.  H. 
Mayo  received  his.  The  inscription  of  the 
panel  is  a paraphrase  of  Dr.  Will  Mayo’s  say- 
ing “Take  of  my  experience  but  give  me  of 
your  dreams.” 

A convention  trip  was  made  to  the  Univer- 
sity of  Minnesota  to  visit  the  Mayo  Memorial 
Building  and  the  University  Biomedical  Li- 
brary. Towering  14  stories  high  the  Mayo 
Memorial  forms  a structural  bridge  between 
the  University  of  Minnesota  Hospitals  and 
the  Medical  School  quadrangle.  Its  facilities 
include  classrooms,  clinical  and  administra- 
tive offices,  research  laboratories,  operating 
rooms,  patient  care  areas,  service  departments, 
a large  auditorium  and  a two  level  under- 
ground garage.  Of  this  building  Dr.  Harold 
Diehl,  Dean  of  the  College  of  Medical  Science 
said:  “In  its  use,  present  and  prospective,  it 
represents  a living  token  of  the  determination 
of  Minnesota  doctors  and  laymen  alike  to  con- 
tinue the  lifelong  efforts  of  the  Doctors  Mayo 
to  provide  better  medical  service  for  all 
people.” 

The  biomedical  library  is  at  present  housed 
in  the  main  University  Library.  It  serves  the 
College  of  Medical  Sciences,  School  of  Den- 
tistry and  Nursing  and  the  Biological  Science 
Departments.  A million  dollar  Bio-Medical 
Library  building  located  in  the  heart  of  the 
medical  center  and  connected  to  the  new 
Mayo  Memorial  building  and  the  University 
hospitals  by  underground  corridors  is  in  the 
planning  stage. 

An  interesting  speaker  on  the  convention 
program  was  Helen  Clapesattle,  the  author  of 
the  widely  read  biography.  The  Doctors  Mayo. 
The  first  edition  of  this,  now  out  of  print,  was 
published  by  the  University  of  Minnesota 
Press  in  1941.  The  second  edition  which  is 
somewhat  condensed  was  published  in  1954 
and  is  available  also  in  a Pocket  Book  edition. 

This  book  is  the  remarkable  story  of  Wil- 
liam Worrall  Mayo  and  his  two  sons,  William 
James  and  Charles  Horace,  and  their  unique 
achievement  in  developing  a small  town  prac- 
tice into  a world  reknowned  medical  center. 

The  father  was  born  in  the  English  village 
of  Salford  near  Manchester  in  1819.  When  26 
years  of  age,  without  informing  anyone  that 
he  was  leaving  he  took  passage  for  America. 


In  1850  he  received  his  M.D.  from  Indiana 
Medical  College.  His  is  the  story  of  the  horse 
and  buggy  doctor  of  pioneer  days  in  the  mid- 
west. He  seldom  appeared  in  public  except 
in  a long-tailed  double-breasted  coat  and  tall 
hat.  “Dr.  Mayo,  thus  garbed  and  “going  some- 
where in  a hurry”  became  one  of  the  familiar 
sights  in  Rochester.” 

The  Mayo  boys,  accompanying  their  father 
on  his  medical  rounds  learned  the  practice  of 
medicine  at  an  early  age.  In  later  years  the 
brothers  complemented  each  other.  Dr.  Will, 
the  elder,  reserved  and  austere,  was  the  ad- 
ministrator; the  planner  of  the  future;  the 
one  who  won  the  most  honors.  Dr.  Charles 
was  the  “Will  Rogers”  type;  a teller  of  home- 
spun  tales  and  liked  by  everyone.  One  of  the 
younger  sisters  of  St.  Mary’s  Hospital  des- 
cribed them:  “we  all  loved  Dr.  Charlie,  he 
was  so  easy  and  approachable,  so  democratic, 
whereas  we  were  all  scared  to  death  of  Dr. 
Will:  he  was  so  dignified  and  reserved.” 

The  story  traces  the  surgical  progress  of 
the  two  brothers;  their  discoveries  and  adop- 
tion of  new  methods;  their  skill  in  operating; 
their  success  in  diagnosis.  Intimately  asso- 
ciated with  their  skill  in  surgery,  and  the 
consequent  increase  in  patients  from  all  over 
the  world,  is  the  growth  of  facilities  for  pa- 
tient care;  St.  Mary’s  Hospital,  the  Mayo 
Clinic  and  the  hotels  in  Rochester.  As  the 
Mayo  brothers  grew  in  medical  reputation, 
attracting  more  and  more  people  to  the  Mayo 
Clinic,  the  City  of  Rochester  had  a corres- 
ponding growth. 

The  book  describes  the  Mayo  brothers  fore- 
sight in  training  others  to  carry  on  their 
traditions  and  philosophy  of  medicine.  The 
Christian  Register  evaluates  the  importance 
to  the  reader  of  this  biography:  “If  you  want 
to  enjoy  history,  if  you  want  to  create,  renew 
or  deepen  your  faith  in  men,  in  their  powers 
to  love  and  work  for  democratic  ends,  do  not 
miss  the  Doctors  Mayo.” 

Note:  Jack  Reid,  one  of  our  Sophomore 
medical  students  gave  his  copy,  which  is  a 
first  edition  of  the  Doctors  Mayo,  to  the  Med- 
ical Library.  He  stated  that  this  book  was 
largely  responsible  for  his  deciding  to  go  into 
the  field  of  medicine. 

Mrs.  Esther  Howard 

Medical  Librarian 
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ANNUAL  MEETING  OF  THE  SOUTH  DAKOTA  CHAPTER  OF  THE 
AMERICAN  ACADEMY  OF  GENERAL  PRACTICE 

September  19th  and  20th  (Friday  and  Saturday)  1958 
Marvin  Hughitt  Hotel  at  Huron,  South  Dakota 
South  Dakota  Specialists  and  Generalists  as  lecturers 

—ALL  SESSIONS  WILL  BEGIN  AND  END  PROMPTLY— 


FRIDAY,  SEPT.  19th,  1958 


9:00 

A.M. 

9:30 

A.M. 

10:00 

A.M. 

10:20 

A.M. 

10:40 

A.M. 

11:00 

A.M. 

11:30 

A.M. 

12:00 

noon 

1:30 

P.M. 

2:00 

P.M. 

2:20 

P.M. 

2:40 

P.M. 

3:00 

P.M. 

3:30 

P.M. 

4:00 

P.M. 

4:40 

P.M. 

7:30 

P.M. 

SATURDAY. 

8:30 

A.M. 

9:00 

A.M. 

9:30 

A.M. 

10:00 

A.M. 

10:15 

A.M. 

10:45 

A.M. 

11:00 

A.M. 

11:30 

A.M. 

12:00 

noon 

1:30 

P.M. 

2:00 

P.M. 

2:30 

P.M. 

3:00 

P.M. 

3:20 

P.M. 

3:50 

P.M. 

4:20 

P.M. 

6:30 

P.M. 

Anatomy  of  the  Hand  and  Forearm  With  Cadaver  Preparations  — Dr.  Walter  Hard, 
Dean,  Medical  School,  Vermillion,  S.  D. 

Technics  of  Surgical  Preparation  of  the  Dirty,  Mangled  Hand  and  Forearm  — Robert 
Monk,  M.D.,  Yankton,  S.  D. 

Muscle  Repair  of  the  Forearm  — Robert  Monk,  M.D.,  Yankton,  S.  D. 

The  Doctor’s  Wife  and  Her  Treatment  — Mary  Price,  M.D.,  Armour,  S.  D. 

Have  coffee  with  us. 

Tendon  Repair  of  the  Wrist,  Hand,  and  Fingers  — Robert  Van  Demark,  M.D.,  Sioux 
Falls,  S.  D. 

Indications  For  Plastic  Repair  Of:  Thumb,  Index  Finger,  And  Hand.  Indications  for 
Immediate  Amputation  of  Thumb,  Index  Finger  And  Hand.  (To  include 
incision  lines  of  choice)  — Robert  Van  Demark,  M.D.,  Sioux  Falls,  S.  D. 

Lunch  at  your  leisure. 

Procedures  To  Preserve  Parts  of  the  Hand  and  Forearm  For  Later  Definitive  Recon- 
structive Surgery  — Robert  Van  Demark,  M.D.,  Sioux  Falls,  S.  D. 

Sound  Sounding  of  the  Male  Urethra  — Discussion  And  Equipment  Demonstration 
With  Sources  And  Approximate  Prices  — James  Hoskins,  M.D.,  Sioux 
Falls,  S.  D. 

Advisability  of  Extra  Urethreal  Drainage  of  the  Urological  Emergency  — James 
Hoskins,  M.D.,  Sioux  Falls,  S.  D. 

Tonometry  in  General  Practice  With  Demonstration  — Edward  A.  Rudolph,  M.D., 
Aberdeen,  S.  D. 

Enjoy  coffee  with  your  colleagues. 

Acute  Appendicitis  in  the  Child  Under  8 Years  of  Age  — Chester  B.  McVay,  M.D., 
Yankton,  S.  D. 

Control  of  the  Juvenile  Diabetic  With  Special  Attention  to  Psychiatric  Gimicks  That 
Will  Work  — Harry  W.  Farrell,  M.D.,  Sioux  Falls,  S.  D. 

Round  Table  of  day’s  program. 

Dinner  and  business  meeting  for  members  of  A.A.G.P.  No  speakers. 

SEPT.  20lh.  1958 

Practical  Aspects  of  the  Medical  Treatment  of  the  Post-Cholecystectomy  Patient  — 
Ray  F.  Williams,  M.D.,  Rapid  City,  S.  D. 

The  Use  of  Radioactive  Cobalt  in  the  Diagnosis  of  Pernicious  Anemia  — Donald 
Kegaries,  M.D.,  Rapid  City,  S.  D. 

Evaluation  of  the  Modem  Luetic  and  His  Treatment  — Charles  Swanson,  M.D., 
Pierre,  S.  D. 

Coffee  break. 

Reinteration  of  the  Principles  of  the  Treatment  of  Sinusitis  — Paul  H.  Koren,  M.D., 
Rapid  City,  S.  D. 

The  Pre-Marital  Lecture  — C.  A.  Johnson,  M.D.,  Lemmon,  S.  D. 

Are  Clinical  Fluid  Balance  Problems  Common?  — A.  A.  Lampert,  M.D.,  Rapid  City, 
S.  D. 

The  Use  of  the  Hand  Instead  of  the  Obstetrical  Forceps  — Hubert  H.  Theissen,  M.D., 
Rapid  City,  S.  D. 

Lunch. 

Is  Fractional  Gastric  Analysis  Worth  While? — Wayne  A.  Geib,  M.D.,  Rapid  City,  S.  D. 

Estimation  of  the  Time  Of  Delivery  After  Onset  of  Labor  — Hubert  H.  Theissen, 
M.D.,  Rapid  City,  S.  D. 

Antibiotics  and  Diarrheas  — Edward  T.  Ruud,  M.D.,  Rapid  City,  S.  D. 

Coffee. 

The  Immediate  Management  of  the  Astride  Injury  — Hollis  F.  Ahrlin,  M.D.,  Rapid 
City,  S.  D. 

Home  Town  Emergency  Management  of  Acute  Sub-Dural  Hematomas.  The  Necessary 
Equipment  and  Approximate  Prices.  Demonstrate  Equipment — Richard 
B.  Crowder,  M.D.,  Rapid  City,  S.  D. 

Round  Table. 

Cocktails  — lunch  and  mixer  with  memory  music. 
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MEDICAL  ASSOCIATION 


W.M.A.  OFFERS 
M.P.J.  FELLOWSHIP 

The  Women’s  Medical  As- 
sociation of  the  City  of  New 
York  offers  the  Mary  Put- 
nam Jacobi  Fellowship  to  a 
graduate  woman  physician, 
either  American  or  foreign. 
This  Fellowship  will  start 
October  1,  1959  and  will 
amount  to  $2,000,  $1,000  being 
available  October  1,  1959. 
The  recipient  of  the  Fellow- 
ship will  be  expected  to 
make  a report  to  the  com- 
mittee at  the  end  of  the 
fourth  month  following 
which  the  second  $1,000  will 
be  awarded  subject  to  the 
approval  of  the  committee. 
The  Fellowship  is  given  for 
medical  research,  clinical  in- 
vestigation or  postgraduate 
study  in  a special  field  of 
medicine.  The  recipient  is 
expected  to  devote  full  time 
to  the  Fellowship  but  excep- 
tion may  be  made  by  the 
committee  under  special  cir- 
cumstances. 

Applications  for  this  Fel- 
lowship may  be  obtained 
from; 

Ada  Chree  Reid,  M.D. 

Secretary 

118  Riverside  Drive 

New  York  24,  New  York 


CHEST  PHYSICIANS 
MEET  IN  JUNE 

The  24th  Annual  Meeting 
of  the  American  College  of 
Chest  Physicians  was  held  at 
the  Fairmont  Hotel,  San 
Francisco,  June  18-22,  1958. 
Over  1400  physicians  and 
guests  attended  the  meeting. 
Fellowship  certificates  were 
presented  to  160  physicians 
at  the  Convocation  held  on 
Saturday,  June  21. 

Dr.  J.  Winthrop  Peabody, 
Washington,  D C.,  Professor 
Emeritus,  Diseases  of  the 
Respiratory  System,  George- 
town University  School  of 
Medicine,  was  awarded  the 
1958  College  Medal  for  his 
meritorious  achievements  in 
the  specialty  of  diseases  of 
the  chest,  particularly  in  the 
field  of  postgraduate  medical 
education.  Dr.  Peabody  has 
served  as  Chairman  of  the 
Council  on  Postgraduate 
Medical  Education  of  the 
College  since  its  inception  in 
1945. 

The  following  physician 
from  South  Dakota  was 
awarded  a Certificate  of 
Fellowship  in  the  AMER- 
ICAN COLLEGE  OF  CHEST 
PHYSICIANS: 

Eloise  M.  Larson,  M.D. 

Hot  Springs,  South  Dakota. 


HEALTH  INSURANCE 
HITS  NEW  HIGH 

1957  saw  more  than  121 
million  Americans  covered 
by  hospital  and  medical 
and/or  surgical  insurance,  a 
new  high  as  reported  by  the 
Health  Insurance  Council  in 
its  12th  annual  survey. 

A net  total  of  70  million 
carried  commercial  hospital 
insurance  and  54  million 
were  enrolled  in  Blue  Cross 
or  similar  plans.  67  million 
carried  commercial  surgical 
coverage  and  another  45  mil- 
lion were  enrolled  in  Blue 
Shield  or  other  medical  so- 
ciety sponsored  plans. 

Major  medical  expense 
protection,  newest  type  of 
plan  in  the  health  field, 
showed  a phenominal  50% 
increase  over  the  year  pre- 
vious and  now  counts  some 
13  million  persons  protected. 


MS  SOCIETY 
FORMED  IN  S.  D. 

Pat  Hogan,  Fargo,  N.  D., 
has  been  appointed  executive 
director  of  the  newly-formed 
South  Dakota  Chapter  of  the 
National  Multiple  Sclerosis 
Society.  Announcement  was 
made  by  state  president.  Dr. 
Leonard  Eggers. 
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Hogan  will  reside  in  Sioux 
Falls  with  his  wife  and  infant 
son.  He  will  operate  the  state 
office  at  601  National  Bank 
of  South  Dakota  Building. 

Hogan  will  direct  his  ef- 
forts toward  a fund-raising 
program.  He  also  will  set 
up  home  treatment  programs 
for  MS  patients  and  their 
families,  inform  patients 
about  clinical  and  rehabilita- 
tion services  and  inform  pa- 
tients, doctors  and  the  public 
about  MS  developments. 

Dr.  Eggers  says  Hogan  will 
be  available  for  talks  to  civic 
and  service  organizations 
concerning  functions  of  the 
chapter’s  work. 

Chapter  now  has  a list  of 
200  known  MS  patients  in 
South  Dakota.  National  of- 
ficials estimate  that  there 
may  be  an  additional  800  pa- 
tients. Hogan  urges  patients 
and  friends  of  patients  to 
write  to  the  state  head- 
quarters here  so  that  patients 
may  be  registered  and  as- 
sisted by  the  society. 

Born  and  raised  in  Fargo, 
Hogan  attended  Moorhead 
State  College.  He  served  in 
the  Navy  for  two  years  and 
worked  in  radio  and  tele- 
vision for  four  years. 


NEWS  NOTES 
Robert  E.  Nelson,  M.D., 

formerly  located  at  the  Sioux 
Falls  Clinic  Bldg.,  is  now 
associated  with  the  Donahoe 
Clinic  in  Sioux  Falls. 

* * * 

Among  the  doctors  attend- 
ing the  Surgical  Meeting  in 
Stockholm,  Sweden,  this 
summer  were  Drs.  H.  P. 
Adams,  Huron  and  Magni 
Davidson,  Brookings. 


The  Joint  Commission  for 
the  Improvement  of  the  Care 
of  the  Patient  will  meet  in 
Huron  September  17th.  The 
Commission,  made  up  of 
Medical,  Hospital  and  Nurs- 
ing representatives,  will  dis- 
cuss problems  of  patient 
care  as  it  pertains  to  all 
groups. 

* * * 

Dr.  D.  R.  Nelimark  has  left 
the  Delaney  Clinic  in  Mit- 
chell after  seven  and  one- 
half  years  of  practice  there 
to  practice  in  Virginia,  Minn- 
esota. 

* * * 

Dr.  Karl  M.  Illig  has  joined 
the  staff  of  the  Watson 
Clinic,  Brookings,  in  the 

practice  of  Ophthalmology. 

* * * 

Dr.  T.  R.  Price,  Yankton, 
has  been  named  a diplomate 
of  the  American  Board  of 

Obstetrics  and  Gynecology. 

^ ^ * 

The  New  York  Academy  of 
Medicine  will  sponsor  a post- 
graduate week  October  13-17 
with  the  subject,  “Research 
Contributions  to  Clinical 
Practice.”  Applications  may 
be  sent  to  the  N.  Y.  Academy 
of  Medicine,  2 East  103,  St., 
New  York. 

* * * 

Dr.  John  Lloyd,  Jr.  has  as- 
sociated himself  with  his 
father  and  Dr.  Harvard 

Lewis  in  practice  at  Mitchell. 

* * * 

Robert  F.  Thompson,  M.D., 

Yankton  Clinic  has  been 
named  a diplomate  of  the 
American  Board  of  Medicine. 

* * * 

Dr.  O.  R.  Wright,  Huron, 
celebrated  his  90th  birthday 
July  2nd  by  spending  the  day 
seeing  patients.  He  is  now 
in  his  56th  year  of  practice  in 
Huron. 


Dr.  Donald  W.  Weatherill 

has  associated  with  Drs. 
Tobin  and  Tobin  in  Mitchell. 

* * * 

Dr.  A.  A.  Peeke,  Volga,  has 

been  elected  to  the  Commis- 
sion on  Ecumenical  Mission 
and  Relations  of  the  New 
United  Presbyterian  Church 
of  the  U.  S.  A.  The  new  Com- 
mission replaces  fine  Boards 

of  Foreign  Missions. 

* * * 

R.  B.  Nolan.  M.D.,  son  of 
Dr.  B.  P.  Nolan  has  joined 
his  father  and  Dr.  A.  W. 

Spiry  at  Mobridge. 

* * 

M.  Sabbagh,  M.D.,  form- 
erly of  Michigan,  has  started 
practice  at  Lemmon. 

* * * 

E.  C.  Hanisch.  Jr.,  M.D.,  is 

now  at  the  Huron  Clinic, 
Huron,  S.  D.,  where  he  is 

practicing  Obstetrics. 

* * * 

Robert  C.  Kelley,  M.D., 

formerly  of  Nebraska  has 
joined  the  Homestake  Hos- 
pital staff  at  Lead. 

* * * 

J.  J.  Dougherty,  Jr..  M.D.  is 

now  practicing  with  Drs. 
Volin  and  Billingsley  in 
Sioux  Falls. 

H:  * 

P.  Krijger,  M.D.  has  left 
Lake  Preston  and  is  now 
practicing  at  Groton. 

* * * 

Drs.  Loyola  and  William 
Taylor  and  Robert  Bormes, 

M.D.  are  new  physicians  at 
the  Aberdeen  Medical  Cen- 
ter. 

* * * 

Edwin  P.  Sweet,  M.D.  has 

begun  his  practice  at  Burke, 
South  Dakota. 

* * % 

Edward  Batt,  M.D.  has 
joined  Drs.  Brauer  and 
Brinkman  at  Sisseton,  S.  D. 
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An  H.  M.  Dehli  Memorial 
Foundation  has  been  founded 
by  friends  of  Dr.  H.  M.  Dehli 
who  was  killed  in  an  auto 
accident  this  summer.  The 
Foundation  will  establish  a 
community  project  in  Colton 
in  his  memory. 

* * 

Dr.  H.  C.  Daily,  Emery 
celebrated  fifty  years  of 
medical  practice  in  that  com- 
munity on  June  19th. 

* * * 

Dr.  William  R.  Taylor  has 

joined  the  Aberdeen  Medical 
Center  in  the  practice  of  in- 
ternal medicine.  He  is  a na- 
tive of  North  Dakota  and  a 
graduate  of  the  Bowman- 
Gray  Medical  School  at 
Wake-Forest. 

* H:  * 

Dr.  C.  D.  Lufkin,  chief  of 
medicine  at  the  V.A.  Hospital 
in  Hot  Springs  has  been 
transferred  to  Cheyenne 
where  he  will  be  the  V.A.’s 
chief  of  professional  services. 

* H:  * 

Drs.  Binder  and  Holland  of 

Chamberlain  have  moved 
into  a new,  modern  clinic 
building  in  that  city. 

* # * 

Robert  S.  Monk,  M.D., 

Yankton  Clinic,  has  recently 
been  certified  by  the  Amer- 
ican Board  of  Surgery. 


CA  CONFERENCE 
IN  NEW  YORK 

The  American  Cancer  So- 
ciety will  sponsor  a sym- 
posium on  “Carcinoma  of  the 
Colon  and  Rectum”  at  the 
Biltmore  Hotel  in  New  York, 
October  20-21. 

The  four  half-day  sessions 
will  cover  “Pathogenisis  and 
Etiology  of  Cancer  of  the 


Colon  and  Rectum,”  “Diag- 
nosis of  Cancer  of  the  Colon 
and  Rectum,”  “Meeting  the 
Problem  of  Spread  of  Can- 
cer of  the  Colon  and  Rectum” 
and  “Treatment  of  Cancer  of 
the  Colon  and  Rectum.” 

Inquiries  on  the  program 
should  be  addressed  to:  Di- 
rector, Professional  Educa- 
tion, American  Cancer  So- 
ciety, 521  West  57th  Street, 
New  York  19,  N.  Y. 


BLACK  HILLS 
DISTRICT  MEETS  AT 
SPEARFISH 

Forty  Black  Hills  phys- 
icians, their  wives  and  guests 
gathered  at  the  Spearfish 
park  for  the  Annual  District 
Society  fish  fry  and  medical 
meeting  on  August  14th. 

Dr.  M.  B.  Dockerty, 
pathologist  from  the  Mayo 
Clinic  spoke  on  proper  diag- 
nosis of  cancer  of  the  cervix. 
Dr.  R.  B.  Crowder  was  con- 
sidered for  membership  and 
his  application  turned  over  to 
the  Board  of  Censors. 

Dr.  A.  A.  Lamport,  Presi- 
dent of  the  S.D.S.M.A.  made 
his  official  visitation  and 
executive  secretary  Foster 
spoke  on  the  changes  in  the 
“Medicare”  program. 


ABERDEEN  SITE  FOR 
HOSPITAL  ASSN. 

The  South  Dakota  Hospital 
Association  will  open  its  an- 
nual two-day  Fall  Confer- 
ence at  Aberdeen  on  October 
14.  All  program  sessions  will 
be  held  at  the  Alonzo  Ward 
Hotel. 

Addressing  the  Association 
on  its  opening  day  will  be 
Edwin  L.  Crosby,  M.D.,  Di- 


rector of  the  American  Hos- 
pital Association,  Chicago, 
who  will  talk  on  CURRENT 
HOSPITAL  TOPICS  AND 
TRENDS.  Other  features  of 
the  opening  day  will  include 
a program  session  by  hospital 
auxiliaries  and  “What’s  Your 
Question”  panel. 

The  first  day’s  activities 
will  be  concluded  with  the 
annual  banquet.  The  Elks 
Chorus  from  Aberdeen  will 
be  guest  entertainers.  The 
morning  of  the  second  day 
wull  include  association  bus- 
iness along  with  reports  and 
recommendations  of  commit- 
tees such  as  the  Indigent 
Care  Committee,  Legislation 
Committee,  Insurance  Com- 
mittee and  others. 

Educational  topics  are  be- 
ing scheduled  for  the  closing 
afternoon  of  the  conference. 


NEWS  NOTES 

B.  R.  Skogmo,  M.D.,  Mit- 
chell and  Mrs.  Mildred  Ohlen 
were  married  August  16th  in 
a ceremony  in  the  Chapel  of 
the  First  Methodist  Church 
in  Sioux  Falls. 

* * * 

Dr.  Henry  F.  Helmholz, 
Mayo  Clinic,  well  known  to 
many  South  Dakota  phys- 
icians, passed  away  August 
19th,  of  a heart  ailment. 

* * * 

“Reconstructive  Surgery  of 
the  Nasal  Septum  and  Ex- 
ternal Nasal  Pyramid”  will 
be  the  subject  of  a post- 
graduate course  at  White 
Memorial  Hospital  in  Los 
Angeles  from  January  6 
through  the  16th.  Registra- 
tion and  information  is  avail- 
able from  Dr.  Leland  House, 
435  South  Soto  Street,  Los 
Angeles  53,  California. 
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PHARMACY  SERVICE  IN  SMALL 
GENERAL  HOSPITALS  IN 
SOUTH  DAKOTA 
by 

Paul  R.  Allen*,  Harold  S.  Baileyf. 
William  E.  Jenkins*,  and  Norval  E.  Webb# 
Brookings,  South  Dakota 


A recent  article  in  this  Journal!  ejn_ 
phasized  the  fact  that  an  inadequate  pharma- 
ceutical service  is  being  supplied  by  a great 
many  of  the  smaller  general  hospitals  in 
South  Dakota.  It  was  pointed  out  that  the 
pharmacy  service  was  being  supplied  by  hos- 
pital personnel  not  specifically  trained  by 
education  or  practice  in  the  science  of  phar- 
macy. This  practice  not  only  gives  a super- 
ficial type  of  pharmacy  service,  but  in  ad- 
dition requires  many  hours  of  time  to  be 
spent  away  from  patient  care,  administration, 
and  the  performance  of  other  hospital  duties 
for  which  these  individuals  are  better  quali- 
fied by  training  and  experience. 

Of  course  it  would  be  unrealistic  to  say  that 
every  hospital,  regardless  of  its  size,  should 
have  a full  time  registered  pharmacist  on  the 
staff.  It  is  not  unrealistic  nor  is  it  economic- 
ally unsound  to  state,  however,  that  there  are 
numerous  hospitals  that  do  have  a sufficient 
drug  volume  to  warrant  the  services  of  a 
pharmacist.  Later  in  this  article  we  will  make 
a few  suggestions  that  we  hope  will  enable 
even  the  smallest  hospital  to  obtain  adequate 
pharmacy  service. 

* Senior  pharmacy  students.  South  Dakota  State 
College. 

t Professor  of  Pharmaceutical  Chemistry,  South 
Dakota  State  College. 

# Associate  Professor  of  Pharmacy,  South  Dakota 
State  College. 


The  pharmacy  service  problem  is  by  no 
means  limited  to  South  Dakota  as  evidenced 
by  the  number  of  articles  published  on  the 
subject.  Moravec2.  3,  4,  5.  6,  i conducted  a 
survey,  in  the  mid-west,  of  80  hospitals  with 
bed  capacities  of  less  than  100.  Over  85%  of 
the  hospitals  participating  in  the  survey  had 
neither  the  services  of  a full  time  pharmacist 
nor  a part  time  pharmacist,  the  bulk  of  the 
dispensing  service  being  done  by  nurses.  The 
University  of  Michigan  College  of  Pharmacy 
recently  conducted  a survey,  using  funds  ap- 
propriated by  the  state  legislature,  to  deter- 
mine the  status  of  pharmacy  in  the  smaller 
hospitals  in  that  state.®  Thirty  percent  of  the 
Michigan  hospitals  employed  a pharmacist  on 
either  a full  time  or  part  time  basis,  or  had 
informal  arrangements  with  local  retail  phar- 
macists. Many  of  the  administrators  in  hos- 
pitals with  pharmacies  stated  that  “employ- 
ing a registered  pharmacist  had  greatly  im- 
proved the  financial  status  and  efficiency  of 
their  pharmacy  operation,  and  were  en- 
thusiastically convinced  that  all  small  hos- 
pitals should  follow  suit  in  obtaining  the 
assistance  of  a professional  pharmacist.” 

According  to  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  “there  shall  be  a 
pharmacy  directed  by  a registered  pharmacist 
or  drug  room  under  competent  supervision”.® 
This,  of  course,  is  only  one  requirement  out 
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of  many  that  must  be  fulfilled  if  a hospital 
wishes  to  become  accredited  by  the  Joint 
Commission.  We  can  only  surmise  what  is 
meant  by  the  term  “competent  supervision.” 
Undoubtedly  in  a great  many  situations  a 
nurse  or  administrator  can  adequately  per- 
form the  duties  ordinarily  delegated  to  the 
pharmacist.  On  the  other  hand,  the  knowl- 
edge of  the  pharmacist  in  regard  to  pharma- 
cology, dosage,  pricing,  standardization,  com- 
pounding, and  manufacturing  would  be  in- 
valuable. Although  we  cannot  overlook  the 
“cost”  of  maintaining  a pharmacy,  neither 
can  we  overlook  the  necessity  of  providing 
the  best  possible  pharmacy  service  for  the 
hospital  patient. 

THE  SURVEY 

To  obtain  first-hand  knowledge  of  the  hos- 
pital pharmacy  status  in  South  Dakota  a 
questionnaire,  patterned  after  the  one  em- 
ployed by  Moravec,3  was  sent  to  63  hospitals 
with  bed  capacities  of  less  than  100.  Forty 
were  returned  and  the  data  thus  obtained  was 
compiled  and  tabulated  by  the  Machine  Rec- 
ords Division  at  South  Dakota  State  College.* 
The  percentages  as  listed  under  each  question 
do  not  add  up  to  100%.  This  is  due  to  one  or 
more  of  the  following:  No  answer  was  given 
by  one  or  more  hospitals  for  that  particular 
portion  of  the  survey  or  an  answer  given  pre- 
viously was  an  influencing  factor,  or  the 
answers  were  over-lapping.  The  results  of 
the  survey  may  be  seen  in  Table  I. 


Table  I. 

1.  Administrator’s  background 

Registered  Nurse  65.0% 

Business  Training  5.0% 

Hospital  Administration  Degree  2.5% 

Practical  Hospital  Administration 

Training  7.5% 

Physician  12.5% 

Other  5.0% 

2.  Is  there  a pharmacy  department? 

Yes  5.0% 

No  95.0% 

Is  there  a “drug  room”? 

Yes  82.5% 

No  12.5% 

3.  Do  you  employ: 

A pharmacist  full-time?  5.0% 

A pharmacist  part-time?  0.0% 

4.  Are  the  services  of  a consulting  pharmacist 
used? 

Yes  52.5% 

No  37.5% 


5.  What  would  be  your  feeling  toward  employ- 
ing a full-time  pharmacist  if  it  could  be  shown 
where  it  would  pay  to  do  so? 

* The  authors  wish  to  express  their  appreciation 
for  the  assistance  of  Mr.  Donald  Lockwood  and 
his  staff  in  this  work. 


Favorable  47.5% 

Unfavorable  32.5% 

6.  Do  you  employ  anyone  to  dispense,  order,  and 
control  stock  in  central  supply? 

No  60.0% 

Part-time  25.0% 

Full-time  12.5% 

7.  Do  nurses  fill  any  prescriptions? 

Yes  30.0% 

No  70.0% 

8.  Do  other  non-pharmacists  fill  prescriptions  in 
hospital? 

Yes  7.5% 

No  92.5% 

9.  Prescriptions  filled  by  local  retail  pharmacy. 

All  47.5% 

Some  42.5% 

None  10.0% 

10.  Does  the  hospital  receive  any  income  from 
prescriptions  filled  by  retail  pharmacies? 

Yes  5.0% 

No  92.5% 

11.  Does  this  hospital  have  a pharmacy  commit- 
tee? 

Yes  10.0% 

No  90.0% 

12.  Are  you  familiar  with  drug  standardization 
(formularies)  in  hospitals? 

Yes  52.5% 

No  40.0% 

13.  Where  do  you  purchase  your  drugs? 

Direct  from  manufacturer  70.0% 

Wholesaler  72.5% 

Local  retail  pharmacy  65.0% 

Group  purchasing  center  12.5% 

14.  Who  purchases  drugs? 

Registered  pharmacist  7.5% 

Administrator  85.0% 

Nursing  supervisor  2.5% 

Group  purchasing  director  5.0% 

15.  Do  you  prepare  commonly  used  stock  solu- 
tions? 

Yes  32.5% 

No  67.5% 

Prepared  by  local  pharmacists  10.0% 
Purchased  37.5% 

16.  How  often  is  a drug  inventory  conducted? 

Annually  45.0% 

Semi-annually  15.0% 

Quarterly  15.0% 

Never  17.5% 

17.  Does  the  hospital  break  even  financially  each 
year? 

Yes  50.0% 

No  2.5% 

Lose  money  32.5% 

Make  Money  15.0% 


Although  the  results  in  Table  I are  more  or 
less  self-explanatory,  it  might  be  well  to 
point  out  certain  facts  brought  out  by  the  sur- 
vey. Five  percent  employed  pharmacists  on  a 
full  time  basis.  Of  the  remaining  hospitals, 
12.5%  had  no  drug  room  at  all.  None  of  the 
hospitals  made  use  of  a pharmacist  on  a part- 
time  basis.  Over  50%  did  use  the  services  of  a 
consulting  pharmacist,  evidently  realizing 
that  his  training  was  of  value  to  them.  Of 
those  answering  unfavorably  to  question  No. 
5 a great  many  made  the  added  comment  that 
they  thought  their  particular  hospital  too 
small  to  make  it  financially  feasible.  It  was 
particularly  interesting  to  note  that  90%  did 
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not  have  a pharmacy  committee.  By  way  of 
comment,  it  would  seem  that  establishment  of 
such  a committee  would  greatly  assist  in  the 
better  understanding  of  the  problems  of 
pharmacy  service,  especially  in  regard  to 
drug  duplication  and  inventory  control. 

SUGGESTED  IMPROVEMENTS 

The  obvious  way  of  providing  the  best 
pharmacy  service  would  be  to  hire  a phar- 
macist on  a full  time  basis.  Moravec'^  is  of 
the  opinion  that  with  a yearly  expenditure  of 
100  thousand  dollars  for  drugs  and  commod- 
ities a hospital  can  often  save  up  to  one  quar- 
ter ($25,000)  with  a full-time  hospital  phar- 
macist-purchasing agent  combination.  He 
further  states  that  “hospitals  are  businesses 
and  business  demands  financial  investment 
both  initially  and,  to  a lesser  extent,  contin- 
uously in  order  to  provide  good  dividends.” 
It  might  be  well  at  this  point  to  enumerate 
some  of  the  various  ways  in  which  the  phar- 
macist can  improve  pharmacy  services  both 
financially  and  professionally: 

1.  Compounding  and  dispensing  of  all  prescrip- 
tions. 

2.  Manufacturing  of  commonly  used  items  and 
preparation  of  all  stock  solutions. 

3.  Drug  standardization  leading  to  a minimum 
of  duplication. 

4.  Establishment  of  competitive  bidding  on  drugs 
and  commodities. 

5.  Establishment  of  fair  and  adequate  charges  on 
drugs  and  commodities  based  on  required 
break-even  income. 

6.  Provide  and  enforce  necessary  controls  on  dis- 
pensing and  storage  of  barbiturates,  narcotics, 
and  alcohol. 

7.  Maintain  a drug  and  commodity  inventory  to 
prevent  over  stocking  and  to  fulfill  legal  re- 
quirements in  regard  to  narcotics  and  alcohol. 

8.  Establishment  of  liability  and  responsibility 
for  ethical  pharmaceutical  practices  in  one 
person. 

We  believe  that  too  many  hospital  adminis- 
trators are  over-looking  the  possibility  of  em- 
ploying a pharmacist  on  a part  time  basis. 
Such  a plan  has  evidently  been  successful  in 
more  than  one  instance.®'  Through  close 
cooperation  with  local  retail  pharmacists  an 
arrangement  could  be  worked  out  to  the  mu- 
tual benefit  of  both  hospital  and  retail  phar- 
macy. For  example,  the  mutual  sharing  of 
the  salary  could  provide  relief  for  the  retail 
store  that  could  not  perhaps  have  been  ob- 
tained otherwise  as  well  as  providing  a phar- 
macist for  the  hospital  at  a minimum  cost. 
For  want  of  a better  name  this  could  be  called 
the  “share  the  pharmacist”  plan. 

At  the  least,  should  neither  of  the  above 
suggestions  seem  feasible,  some  attempts 


should  be  made  to  enlist  the  cooperation  of 
one  or  more  local  pharmacists  on  a consult- 
ing basis.  As  members  of  the  public  health 
team  working  toward  better  community 
health  pharmacists  are  sufficiently  interested 
in  the  welfare  of  their  community  to  offer 
whatever  assistance  that  might  be  requested. 
If  only  as  a member  of  the  hospital  pharmacy 
committee,  the  contribution  that  could  be 
made  would  not  be  a small  one. 

The  possibility  of  regionalization  of  South 
Dakota  hospitals  should  not  be  overlooked  as 
far  as  purchasing  is  concerned.  The  estab- 
lishment of  a central  purchasing  agency  for 
the  hospitals  in  a region  (or  group  of  coimties) 
would  extend  the  benefits  of  quantity  pur- 
chase discounts  to  even  the  smallest  of  hos- 
pitals. A plan  of  this  type,  or  course,  would 
require  the  close  cooperation  of  and  instiga- 
tion by  the  hospital  administrators.  It  is  un- 
known to  the  authors  whether  such  a plan 
has  been  attempted  elsewhere.  It  is  known 
that  certain  church  supported  hospitals  in  this 
state  do  have  central  purchasing  arrange- 
ments with  apparent  success. 

CONCLUSION 

A survey  of  the  pharmaceutical  service  provided 
by  the  smaller  general  hospitals  of  South  Dakota 
was  made  and  the  results  described.  Suggested 
improvements  in  the  type  of  service  given  have 
been  made.  Both  financial  and  professional  im- 
provement can  result  when  the  services  of  a phar- 
macist are  available  to  the  hospital  administrator. 
Good  pharmaceutical  service  can  be  made  avail- 
able to  even  the  smallest  hospital  in  the  state. 
Dependent  upon  the  size  of  the  hospital,  this  ser- 
vice could  be  provided  by  a full-time  pharmacist, 
a part-time  “share  the  pharmacist”  plan  with  a 
local  retail  pharmacy  ,or  the  use  of  a local  phar- 
macist on  a consulting  basis.  In  all  cases  phar- 
macy committees  should  be  established  with  a 
registered  pharmacist  as  a member,  so  that  full 
advantage  may  be  taken  of  the  capabilities  of  the 
pharmacist  as  a member  of  the  public  health  team. 

The  possibility  of  quantity  purchasing  through 
regional  purchasing  agencies  is  presented. 
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EVERY  PHARMACIST  SHOULD  BE  A 
PHARMACIST* 
by 

George  P.  Hager,  Ph.D.** 


The  graduates  of  the  Colleges  of  Pharmacy 
today  are  challenged  to  fulfill  an  important 
destiny,  to  be  what  they  have  been  trained  to 
be:  pharmacists.  As  they  realize  what  a phar- 
macist is,  as  they  faithfully  follow  their  call- 
ing, so  will  they  recognize  intelligently  de- 
ficiencies, correct  them  and  pass  on  an  even 
better  legacy  than  is  their  own  fine  heritage. 

Pharmacy  must  depend  in  large  measure 
on  its  youth  to  discern  the  higher  values  of 
their  vocation,  separating  them  from  the 
base  things  which  seem  to  glitter  yet  which 
invalidate  many  of  the  assets  of  their  heri- 
tage. Progress  consists  in  this  youthful  re- 
definition of  purposes  and  rededication  to 
their  achievement.  Youth  is  expected  to  sigh 
“which  rose  make  ours,  which  lily  leave  and 
then  as  best  recall.”  It  is  fitting  and  proper 
that  each  of  our  young  pharmacists  regards 
his  star  as  a “figured  flame  that  blends,  tran- 
scends” the  Jove  and  Mars  in  the  pharma- 
ceutical firmament.  Pharmacy  must  look  to 
its  youth  to  spark  much  of  its  progress.  With- 
out the  benign  interaction  of  the  neophyte 
pharmacists  with  the  patriarchs,  the  whole 
profession  could  become  as  stogy  as  some  dis- 
illusioned oldster  who  has  been  too  long  in 
the  saddle  to  remember  his  own  youthful 
aspirations. 

There  is  an  important  place  in  Pharmacy 

*Presented  to  the  Rho  Chi  Honorary  Pharmaceu- 
tical Society,  South  Dakota  State  College,  May 
20,  1958. 

**Dean,  College  of  Pharmacy,  University  of  Minn- 
esota. 


for  each  of  this  year’s  graduates.  The  more  or 
less  contended  plodders  will  find  in  Pharmacy 
a peaceful  and  fruitful  work-a-day  world  pro- 
viding satisfaction  and  security  in  a bene- 
ficient  service  to  mankind.  For  the  ambitious, 
Pharmacy  provides  glamour,  a prominent 
place  in  the  sun,  positions  of  prestige  and 
power.  To  the  ventursome,  it  offers  frontiers 
shimmering  with  the  dawn  of  a new  day. 

Those  who  feel  that  such  glowing  terms 
overstate  the  case  for  Pharmacy  should  be 
reminded  of  the  small  drugstore  owners  who 
have  become  captains  of  the  great  pharma- 
ceutical industry.  They  should  be  told  of 
hospital  pharmacists  who  have  risen  to  high 
places  in  the  administration  of  large  medical 
centers,  professional  service  representatives 
who  have  exchanged  sample  cases  for  execu- 
tive portfolios,  of  Pharmacy  College  grad- 
uates who  excelled  in  their  own  research 
efforts  and  who  now  direct  pharmaceutical 
research  and  development. 

The  attitudes  of  some  pharmacists  are  con- 
ditioned by  the  developments  of  the  past 
twenty  years  which  made  plausible  such 
terms  as  cross  commercialism,  super-markets, 
jack-of-all-trades,  cut-throat  competition,  self- 
service  and  others  equally  compromising.  The 
division  of  pharmaceutical  labor  which  took 
most  of  the  production  and  control  of  phar- 
maceuticals, concomitantly  with  research  and 
development,  out  of  the  private  pharmacy 
undoubtedly  had  a temporary  adverse  effect 
on  the  prestige  of  Pharmacy  as  a whole.  The 
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influx  of  prefabricated  dosage  forms  all  but 
deprived  the  private  pharmacist  of  the  exer- 
cise of  manipulative  skill  in  compounding. 
The  subjective  effects  of  these  changes  on  the 
practicing  pharmacist  were  most  unfortunate. 
He  became  pessimistic.  He  has  been  slow  to 
realize  that  the  deemphasis  of  his  manipula- 
tive skill  has  been  more  than  compensated 
by  the  rapidly  growing  demands  for  his  in- 
tellectual skill. 

The  division  of  pharmaceutical  labor  that 
took  production,  control,  and  even  most  of 
the  compounding  out  of  private  pharmacy, 
has  produced  a flood  of  new  “prefabricated” 
pharmaceuticals.  These  new  products  are 
more  potent,  hence  potentially  more  hazar- 
dous. They  are  more  specific  and  their  clin- 
ical indications  more  precise.  Therefore  their 
efficacy  is  more  dependent  upon  accurate 
diagnosis  and  judicious  therapeutic  practice. 
Many  decisions  at  the  clinical  level  must  be 
based  on  a much  more  sophisticated  under- 
standing of  chemistry  and  pharmacology.  The 
pharmacist  is  trained  in  basic  and  applied 
physical  and  biological  sciences.  The  scientific 
literature,  manufacturers’  brochures,  and  the 
detail  man’s  discussions  make  sense  to  him. 
His  daily  practice  affords  an  opportunity  to 
benefit  considerably  from  the  prescribing 
habits  and  therapeutic  experiences  of  a num- 
ber of  physicians  whose  prescriptions  he  fills. 
He  knows  what  is  good  among  the  many  new 
pharmaceuticals,  and  he  is  quick  to  learn 
what  is  better.  Today,  more  than  ever  before, 
he  is  an  expert  on  drugs,  a source  of  up-to- 
date  information  that  can  be  used  by  the 
physician  and  dentist  much  more  expedit- 
iously than  the  overwhelming  body  of  mod- 
ern technical  literature.  His  intellectual 
skill  has  more  than  filled  any  void  left 
through  his  surrender  of  manipulative  skills. 

The  pharmacist  has  many  reasons  for  pro- 
fessional pride  and  confidence.  He  must 
realize  that  society’s  impression  of  Pharmacy 
is  primarily  a reflection  of  his  own  impres- 
sion. “To  thine  own  self  be  true,  and  it  must 
follow,  as  night  the  day,  thou  canst  not  then 
be  false  to  any  man.”  The  popular  concept  of 
Pharmacy  suffers  today  from  the  persisting 
pessimism  of  some  pharmacists  who  fail  to 
realize  that  “it  is  one  of  the  humiliating  fea- 
tures of  human  nature  that  we  resent  a few 
little  things  which  happen  to  irritate  us  more 
than  we  appreciate  a great  deal  for  which  we 


ought  to  be  grateful.”  There  are  pharmacists 
who  have  a morbid  delight  in  a few  irritating 
things  and  who  lose  sight  of  many  gratifying 
things  about  their  profession.  Their  self  pity 
creates  an  image  of  a pharmacist  in  the  pub- 
lic mind,  and  then  they  try  to  conform  to  the 
false  image  they  have  created.  The  public 
and  the  members  of  other  professions  are  pas- 
sive partners  to  this  unfortunate  illusion.  The 
pessimistic  pharmacist  has  subconsciously 
dissociated  from  Pharmacy  his  financial  se- 
curity, his  community  prestige,  his  gratifica- 
tion in  ministering  to  the  needs  of  his  fellow- 
men.  His  self-appraisal  as  a pharmacist  is  a 
sublimation  of  all  the  little  things  that  hap- 
pen to  irritate  him.  He  is  unmindful  of  the 
many  things  for  which  he  ought  to  be  grate- 
ful. He  persistently  forces  upon  the  public  a 
concept  of  a pharmacist  which  is  not  only  dis- 
tasteful to  himself  but  also  completely  un- 
realistic. 

“Pligh-minded  men  and  women  endowed 
with  warm  natures  are  almost  invariably 
optimistic.”  The  great  majority  of  phar- 
macists are  high-minded  men  and  women, 
capable  of  enduring  the  few  small  things  that 
happen  to  be  irritating  and  of  appreciating 
fully  the  many  gratifying  things  in  modern 
Pharmacy.  Today’s  graduate  can  lead  the 
way  to  greater  professional  felicity,  higher 
professional  prestige,  and  better  professional 
service.  As  a pharmacist,  he  should  know 
himself  and  he  should  be  himself.  The  phar- 
macist who  knows  himself  is  confident  rather 
than  diffident,  optimistic  rather  than  pessi- 
mistic, happily  content  rather  than  passively 
resigned  in  his  vocation.  The  pharmacist  who 
is  whai  he  knows  himself  to  be  is  a credit  to 
his  profession,  a respected  member  of  the 
public  health  team,  and  a blessing  to  his  fel- 
lowman. 


PHARMACY  SERVICE  IN  SMALL 
GENERAL  HOSPITALS  IN 
SOUTH  DAKOTA— 

(Continued  from  Page  382) 

9.  Bates,  LeRoy  E.,  Recommendations  of  the  Joint 
Commission  on  Accreditation  of  Hospitals, 
Bull.  Am.  Soc.  Hosp.  Pharm.  14,  301  May-June 
1957. 

10.  Kunkel,  F.  E.,  How  a Small  Hospital  Can 
Utilize  a Local  Pharmacy  to  Advantage,  Hosp. 
Prog.  37.  78  June  1956. 
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Fellow  Pharmacists; 

On  July  21  a bulletin  was  sent  out  from  your  State  Secretary’s  Office  to  all  members  of 
the  Association,  which  should  be  of  special  interest  to  those  not  attending  the  last  convention. 
The  bulletin  explained  some  of  the  items  of  interest  at  the  convention  and  also  included  a 
copy  of  all  the  resolutions  adopted  in  1958  at  Brookings. 

In  this  letter  I would  like  to  call  your  attention  to  Resolution  No.  7,  “Resolved  that  our 
Association  approve  as  their  suggested  prescription  pricing  guide  the  schedule  now  being  used 
by  Minnesota  and  North  Dakota  Associations.”  It  is  the  hope  of  the  Executive  Committee  that 
all  stores  in  South  Dakota  are  now  using  this  schedule,  or  soon  will  be.  Uniform  prescription 
prices  throughout  the  state  would  help  our  public  relations  problem  a great  deal.  It  is  easy  to 
see  why  the  customer  may  have  a legitimate  complaint,  when  an  identical  prescription  can 
vary  from  $1.00  to  $2.00  in  price  within  a few  blocks  or  a few  miles  distance.  The  schedule  is  a 
very  simple  and  easy  one  to  use,  also  very  complete.  The  basic  principle  followed  in  preparing 
this  pricing  guide  was  to  arrive  at  prices  that  would  give  the  pharmacist  an  overall  prescription 
department  margin  ample  enough  to  cover  costs  and  provide  a reasonable  profit. 

If  you  do  not  have  a schedule  or  would  like  a new  one,  write  to  the  secretary  of  our  Asso- 
ciation, or  let  me  know  and  we  will  get  one  out  to  you. 

Have  you  sent  your  letter  to  a Congressman  in  support  of  Fair  Trade?  At  the  time  of  this 
writing,  the  letters  are  still  urgently  needed.  Also  urge  the  other  businesses  up  and  down  the 
street  to  send  a letter,  there  still  is  hope  for  Fair  Trade. 

Vere  Larsen 


— 385  — 


The 

Achievements 


. . .in  Skin  Dis©ases:  In  a study  of  26  patients  with  severe  der- 
matoses, ARISTOCORT  was  proved  to  have  potent  anti-inflammatory  and 
antipruritic  properties,  even  at  a dosage  only  % that  of  prednisone^. . . 
Striking  affinity  for  skin  and  tremendous  potency  in  controlling  skin  dis- 
ease, including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  imfroved^. . . absence  of  serious  side  effects  specifically  noted.^'  ® 


...in  Hheumatoid  Arthritis:  Impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients^. . . 6 mg.  of  aristocort  corre- 
sponded in  effect  to  10  mg.  of  prednisone  daily  (in  addition,  gastric  ulcer 
which  developed  during  prednisone  therapy  in  2 cases  disappeared  during 
ARISTOCORT  therapy),® 


1.  Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosenthal,  A.  L.: 

J.  A.  M.  A.  165:1821,  (Dec  7)  1957. 

2.  Shelley,  W.  B.,  and  Pillsbury,  D.  M.: 

Personal  Communication. 

3.  Sherwood,  A.,  and  Cooke,  R.  A.:  Personal  Communication. 

4.  Freyberg,  R.  H.,  Berntsen,  C.  A.,  and  Heilman,  L.:  Paper 
presented  at  International  Congress  on  Rheumatic  Diseases, 
Toronto,  June  25,  1957. 

5.  Hartung,  E.  F.:  Personal  Communication. 

6.  Schwartz,  E. : Personal  Communication, 

7.  Sherwood,  A.,  and  Cooke,  R.  A.:  J.  Allergy  28:97, 1957. 

8.  Heilman,  L.,  Zumoff,  B.,  Kretshmer,  N.,  and  Kramer,  B.: 
Paper  presented  at  Nephrosis  Conference,  Bethesda,  Md., 
Oct.  26,  1957. 

9.  Ibid. : Personal  Communication, 

10.  Barach,  A.  L.:  Personal  Communication. 

11.  Segal,  M.  S.:  Personal  Communication. 

12.  Cooke,  R.  A.:  Personal  Communication. 

13.  Dubois,  E.L.:  Personal  Communication. 


Triamcinolone  LEDERLE 


,..in  Respiratory  Allergies:  “Good  to  excellent”  results  in  29  of 
30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage 
of  only  7 mg.®. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg. 
to  control  allergic  rhinitis  in  a group  of  42  patients,  with  an  actual  reduction  of 
blood  pressure  in  12  of  these. 

. . . in  Other  Conditions:  Two  failures,  4 partial  remissions  and  8 cases 
with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characteriza- 
tion of  ARiSTOCORT  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of 
the  nephrotic  syndrome.®’®. ..  Prompt  decrease  in  the  cyanosis  and  dyspnea  of 
pulmonary  emphysema  and  fibrosis,  with  marked  improvement  in  patients  refrac- 
tory to  prednisone.^®' . . Favorable  response  reported  for  25  of  28  cases  of 
disseminated  lupus  erythematosus.^® 


“OH 


Depending  on  the  acuteness  and  severity  of  the  disease  under 
therapy,  the  initial  dosage  of  aristocort  is  usually  from  8 to  20  mg. 
daily.  When  acute  manifestations  have  subsided,  maintenance 
dosage  is  arrived  at  gradually,  usually  by  reducing  the  total  daily 
dosage  2 mg.  every  3 days  until  the  smallest  dosage 
has  been  reached  which  will  suppress  symptoms. 


Comparative  studies  of  patients  changed  to  aristocort 
from  prednisone  indicate  a dosage  of  aristocort  lower  by  about  H 
in  rheumatoid  arthritis,  by  % in  allergic  rhinitis  and  bronchial 
asthma,  and  by  14  to  % in  inflammatory  and  allergic  skin  diseases. 
With  ARISTOCORT,  no  precautions  are  necessary  in  regard  to  dietary 
restriction  of  sodium  or  supplementation  with  potassium. 


ARISTOCORT  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of 
30;  and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 
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PRESIDENTS  ADDRESS 
72nd  ANNUAL  CONVENTION 
SOUTH  DAKOTA  STATE 
PHARMACEUTICAL  ASSOCIATION 
Brookings,  South  Dakota 


Mr.  Chairman,  officers  and  members  of  the 
South  Dakota  Pharmaceutical  Association, 
honored  guests,  ladies  and  gentlemen.  Just  a 
year  ago  you  selected  me  your  president,  an 
honor  of  which  I am  very  proud,  and  I will 
always  cherish  and  long  remember  this  past 
year.  The  many  interesting,  as  well  as  edu- 
cational problems  which  arise  in  the  period 
of  a year  in  this  office  can’t  help  but  make  a 
person  a better  man  and  pharmacist,  for  the 
experience  and  education  which  he  receives. 

What  does  Pharmacy  mean  to  me?  It’s  a 
challenge  and  an  obligation.  The  challenge 
is  to  meet  and  work  out  the  problems  of  phar- 
macy, together,  as  if  they  were  our  own  per- 
sonal problems.  This  is  an  endless  job,  and  it 
needs  continuous  work  to  keep  pharmacy 
abreast  of  the  time. 

The  obligation  is  to  give  professional  ser- 
vices to  the  allied  professions,  and  also  to  our 
customers,  and  to  protect  the  public  health. 
Protection  of  public  health  is  also  a contin- 
uous job  for  the  pharmacist,  who  is  the  ONLY 
merchant  on  Main  Street  U.S.A.  who  is  re- 
quired by  law  to  have  a college  degree  to 
operate  his  business.  Pharmacy  has  made 
great  strides,  and  let’s  keep  up  the  good  work. 
For  a better  future  for  pharmacy  we  need 
better  public  relations,  and  better  relations 
with  the  allied  professions  and  we  are  doing 
just  that  by  the  newly  formed  Interprofes- 
sional Relations  Committee  who  have  been 
active  the  past  year  and  have  done  a splendid 
job. 

We,  the  pharmacists  in  Rapid  City  and  the 
Black  Hills  area  learned  the  value  of  coopera- 
tion last  fall.  We  had  a very  successful  cam- 
paign in  the  promotion  and  handling  of  the 
Asian  Flu  Vaccine.  We  worked  hand  in  hand 
with  the  medical  profession,  thereby  getting  a 
larger  share  of  vaccine  for  our  customers. 
Each  doctor  had  an  allocation,  supplied  to 
him  by  his  druggist,  and  no  one  was  left  out. 
Everyone  in  the  entire  area  was  well  satisfied 
and  we  received  many  compliments  from  the 
medical  profession  for  the  method  of  handl- 
ing this  emergency.  Pharmacists  in  every 


community  can  benefit  greatly  by  working 
together  as  friends  instead  of  competitors, 
wjorking  together  on  local  problems  of  mutual 
interest  and  exchanging  ideas  for  the  better- 
ment of  pharmacy.  The  pharmacist  is  not  just 
another  merchant  on  main  street  or  in  a 
shopping  center.  He  is  a professional  man, 
who  is  qualified  by  training  and  experience 
to  protect  public  health  and  welfare  in  co- 
operation with  the  allied  professions.  This 
is  the  reason  the  pharmacist  is  entitled  to  a 
professional  status  in  the  community,  and 
also  a professional  fee  for  all  the  Rx’s  he 
compounds  in  his  pharmacy.  Your  future 
pharmacists  who  will  graduate  beginning  in 
1960  will  be  spending  5 years  in  college,  plus 
a year  of  internship,  to  obtain  a degree  and 
the  right  to  practice  pharmacy,  his  chosen 
profession.  Now  is  the  time  to  look  into  the 
future  and  prepare  to  meet  the  increase  of 
financial  needs  of  tomorrow,  for  the  future  of 
pharmacy.  I highly  recommend  to  all  the 
pharmacists  here,  and  those  not  here,  that 
we,  as  a group,  set  up  a fair  pricing  schedule 
of  our  own  locally,  or  adopt  the  NARD  pric- 
ing schedule,  as  is,  because  it  is  a fair  pricing 
schedule  to  all,  and  we  are  entitled  to  a fair 
margin  of  profit.  Other  states  have  adopted 
this  schedule,  or  one  of  their  own  and  all 
stores  follow  it  religiously.  These  states  have 
been  satisfied  that  it  is  the  solution  for  the 
future  of  pharmacy. 

On  July  1st  of  this  year,  the  trial  period  of 
the  new  “restricted  section”  begins.  It  has 
been  explained  in  sectional  meetings  through- 
out the  state,  and  will  be  discussed  later  in 
the  program. 

I would  like  to  thank  all  of  the  committees, 
for  the  splendid  work  and  cooperation  they 
have  given  me  in  the  past  year,  as  president. 
This  has  made  it  a pleasure  to  work  with  all 
of  you. 

Thanks  are  in  order  for  Dr.  Harold  Bailey, 
who  as  usual  does  a fine  job  in  his  part  of  the 
South  Dakota  Journal  of  Medicine  and  Phar- 
macy. 

(Continued  on  Page  388) 


— 386 


THE  TIME  OF  YOUR  LIFE 

We  Americans  again  have  taken  to  the  out- 
doors for  entertainment  and  play.  More  and 
more  of  us,  lured  by  the  enchantment  of  a 
living  nature,  are  converting  our  backyards 
into  season-long  vacationlands.  And  seeking 
either  the  warming  rays  of  a summer  sun  or 
a caressing  breeze,  we  flock  on  weekends  to 
mountains  and  glen,  lakeside  and  seashore. 

Truly  and  by  choice,  we  are  a robust,  out- 
door people. 

This  perennial  blossoming  of  American 
citizens  throughout  the  countryside  demon- 
strates a.  joy  in  being  that  — outwardly  at 
least  — has  not  been  dissipated  by  the  ten- 
sions of  the  times.  It  would  seem  to  demon- 
strate optimism,  too,  in  that  we  continue  to 
exult  in  the  simpler  pleasures  even  though 
our  nation  today  is,  necessarily,  a bastion  of 
defense. 

The  active,  outdoor  life  is  not  singular  to 
America,  but  few,  if  any,  enjoy  it  more 
thoroughly  than  we  because,  mentally  and 
physically,  we  are  a healthy  nation.  As  a 
matter  of  fact  and  statistic,  there  is  none 
healthier,  not  even  the  boastful  masters  of 
the  Sputniks  Three. 

We  believe  that  this  is  a testimonial  to  what 
has  been  termed  the  American  Way,  a dy- 
namic system  that  produced  the  world’s 
greatest  technology  and  highest  standard  of' 
living.  It  is  typical  of  this  American  Way 
that,  in  racing  through  these  years  of  tech- 
nical progress,  we  have  not  overlooked  other 
and  often  more  important  things. 

The  matter  of  health  is  an  excellent  illus- 
tration. 


Our  first  gifts  to  the  infants  born  today  are 
true  freedom  and  a life  expectancy  of  69.6 
years.  This  is  an  increase  of  10  years  since 
1937.  The  average  person  born  in  1900  had 
but  47.3  years  in  which  to  realize  his  hopes 
and  dreams. 

Nations  that  have  attempted  to  legislate 
good  health  might  do  well  to  take  a long  look 
at  what  free  enterprise  has  accomplished. 
Through  the  development  of  drugs  and  phar- 
maceuticals alone  in  recent  years  we  have 
gained  spectacularly  against  such  scourges  as 
tuberculosis,  mental  illness,  arthritis,  epilepsy 
and  polio.  Major  breakthroughs  appear  im- 
minent in  the  treatment  of  cancer  and  heart 
disease. 

Almost  invariably  the  development  of  these 
“wonder  drugs”  can  be  ascribed  to  individ- 
uals and  companies  playing  the  classic  Amer- 
ican game  — envisioning  and  producing  a 
desirable  product  and  making  a decent  living 
at  it. 

The  drug  and  pharmaceutical  industry  as 
we  know  it  could  exist  only,  perhaps,  in  these 
United  States.  It  is  a risky  business,  not  for 
the  timid.  Often  many  years  and  millions  of 
dollars  are  expended  before  a product  is  a 
known  success  — ■ or  failure.  Exhaustive  tests 
are  required  and  desired. 

The  field  is  extremely  competitive.  Even  a 
highly  successful  drug  or  pharmaceutical  may 
have  a brief  life,  for  the  lifeblood  of  the  in- 
dustry is  research  and  a product  can  be  made 
obsolete  by  the  successful  research  of  com- 
peting firms  or,  in  many  instances,  the  parent 
company.  The  cycle  begins  again. 

More  interesting,  perhaps,  is  the  fact  that 
even  an  important  product  in  great  demand  is 


— 387  — 


SOUTH  DAKOTA 


not  priced  out  of  reach  and  we  are  not  priced 
out  of  health.  Let  the  facts  speak; 

The  price  of  Salk  vaccine  has  dropped  five 
times  and  about  50  per  cent  in  three  years; 
insulin  is  six  per  cent  of  what  it  was  30  years 
ago;  penicillin  has  dropped  more  than  99  per 
cent  since  1943;  Terramycin  has  dropped  39 
per  cent  in  eight  years;  Aureomycin  came 
down  65  per  cent  in  four  years;  cortisone  was 
$194  a gram  in  1949,  today  it’s  $3.50;  Vitamin 
Bi2  was  $1102  a gram  in  1950  and  now  sells 
for  $215. 

There  are  many  such  examples.  And  all  of 
them  are  in  the  face  of  rising  development 
and  production  costs,  and  steady  increases  in 
the  general  cost  of  living.  This  is  illustrative 
of  the  many  benefits  we  receive  because  of 
the  American  Way,  a way  that  produces  satel- 
lites and  health. 


EDUCATION  AS  A SOCIAL 
RESPONSIBILITY 
HIGHER  TUITION  vs  EQUAL 
OPPORTUNITY 

At  the  71st  annual  convention  of  the  Amer- 
ican Association  of  Land-Grant  Colleges  and 
State  Universities,  held  in  November,  1957, 
at  Denver,  Colorado,  careful  consideration 
was  given  to  basic  issues  affecting  higher 
education  in  the  United  States,  particularly 
but  not  exclusively  in  relation  to  the  chal- 
lenge in  education  offered  by  Soviet  Russia. 

Among  the  issues  studied  was  that  of  in- 
creased tuition  rates  at  public  supported  in- 
stitutions of  higher  learning.  Believing  that 
these  views  are  of  general  interest,  the  state- 
ment of  the  Association  is  presented. 

“Widespread  adoption  of  current  proposals 
to  require  the  college  student  to  pay  an  in- 
creasingly large  share  of  the  cost  of  his  edu- 
cation would  jeopardize  seriously  our  na- 
tional strength  and  reverse  the  entire  tra- 
dition of  equal  opportunity  for  our  youth. 
This  Association  deplores  the  increasing  tend- 
ency to  consider  the  student  as  the  only  bene- 
ficiary of  a college  education.  Our  nation 
must  continue  to  provide  opportunity  for  its 
leaders  in  science,  industry  and  human  wel- 
fare to  rise  from  all  ranks. 

The  suggestion  to  place  a larger  share  of 
the  cost  on  the  student  is  a direct  contradic- 
tion of  the  principle  of  equality  of  educational 
opportunity  at  the  college  level  to  which  the 


Morrill  Act  specifically  dedicated  the  Land- 
Grant  institutions.  We  do  not  believe  that 
the  time  has  come  to  abandon  this  principle. 
If  our  democratic  society  is  to  survive,  it  must 
utilize  fully  the  abilities  of  each  new  genera- 
tion. 

Our  experience  has  demonstrated  that  even 
a liberal  system  of  scholarships  and  loans  will 
not  insure  the  opportunity  of  a college  edu- 
cation to  all  qualified  young  people.  For  ex- 
ample, despite  a larger  number  of  scholar- 
ships than  ever  before,  the  President’s  Com- 
mittee on  Education  Beyond  the  High  School 
noted  in  its  report  that  nearly  half  of  the 
upper  25  percent  of  all  high  school  graduates 
have  not  entered  college.  The  Committee  also 
pointed  out  that  youth  with  parental  income 
over  $9,000  are  two-and-a-half  times  as  likely 
to  go  to  college  as  youth  with  parental  in- 
come less  than  $5,000.  In  addition,  81  percent 
of  all  sons  of  professional  workers  plan  to 
attend  college  as  compared  to  30  percent  of 
all  sons  of  factory  workers. 

Since  there  is  little  correlation  between  in- 
tellectual ability  of  the  student  and  family  in- 
come, the  American  public  university  must 
not  become  a device  to  reverse  our  historic 
trend  away  from  a class  society.  We  should 
continue  to  open  wider  doors  of  opportunity 
for  the  students  of  genuine  ability  without  re- 
gard to  income  status.  If  we  do  less  than  this, 
we  will  betray  our  youth  and  our  nation  in  a 
time  of  greatest  need.” 


PRESIDENTS  ADDRESS— 

(Continued  from  Page  386) 

I also  wish  to  express  my  thanks  to  Mr. 
Chan  Shirley  and  Mr.  Gill  Gross  and  their 
committee  for  the  efficient  way  of  setting  up 
this  convention.  I know  and  really  appreciate 
all  the  work  the  host  city  has  in  setting  up  a 
convention  like  this  — thanks  again. 

I would  also  like  to  take  this  opportunity  to 
express  my  thanks  to  the  association  for  send- 
ing me  to  the  NARD  Convention  the  past  two 
years.  It  is  really  an  education  and  pleasure 
to  attend  a national  convention.  I would  like 
to  see  more  of  our  South  Dakota  members 
attend  these  national  conventions,  it  is  well 
worth  the  time  and  effort. 

George  A.  Lehr,  President 
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DEL VEX 

Description;  Delvex  (Dithiazanine  Iodide, 
Lilly)  is  an  oral  broad  spectrum  anthelmin- 
tic. Chemically  it  is  a blue  polymethine  dye 
(3,  3’-diethylthiadicarbocyanine  iodide). 

Use:  The  parasites  killed  or  eliminated  by 
‘Delvex’  are  whipworm  (Trichuris  tri- 
chiura),  intestinal  threadworm  (Strong- 
yloides  ster-coralis),  large  roundworm  (As- 
caris  lumbricoides),  and  pinworm  (Entero- 
bius  vermicularis). 

At  the  dosages  which  control  the  four 
worm-parasites,  ‘Delvex’  has  been  found  to 
be  partly  effective  against  the  dreaded 
hookworm  (Necator  americanus),  which  in- 
fects 456,800,000  human  beings.  Egg  counts 
were  reduced  significantly,  and  roughly  1 
in  3 persons  is  cleared  of  the  parasite.  Those 
cured  are  usually  among  the  lightly  in- 
fected. 

Tests  in  a small  number  of  patients  in- 
dicate that  ‘Delvex’  is  at  least  partly  effec- 
tive against  the  dwarf  tapeworm  (Hymeno- 
lepis  nana)  and  the  beef  tapeworm  (Taenia 
saginata). 

A special  coating  on  ‘Delvex’  tablets  per- 
mits the  medicament  to  pass  through  the 
stomach  and  into  the  upper  bowel  before 
it  is  released.  Given  in  this  form,  the  drug 
is  usually  well  tolerated;  side-effects  are 


infrequent,  mild,  and  transient.  In  the 
broad  clinical  studies  no  absolute  contra- 
indications to  ‘Delvex’  have  been  formd. 

The  broad  spectrum  of  ‘Delvex’  makes  it 
especially  useful  in  areas  where  laboratory 
facilities  and  personnel  are  not  available 
for  individual  diagnosis. 

In  the  United  States  and  Canada  the 
major  problem  for  treatment  with  ‘Delvex’ 
is  pinworm,  for  more  than  18  million  per- 
sons are  infected.  The  Lilly  drug  has  been 
100  percent  successful  in  eliminating  pin- 
worms.  While  pinworm  is  found  through- 
out the  United  States,  the  other  helminthic 
infections  are  heaviest  in  the  southern  and 
southwestern  states. 

Dosage:  The  recommended  total  daily  dosages 
for  adults,  and  children  over  60  pounds,  in 
multiple  infections,  ascariases,  trichiiriases, 
and  strongyloidiases  are  the  same  — 600 
mg.,  to  be  divided  into  three  doses.  The 
course  of  treatment  usually  is  from  10  to  14 
days  for  strongyloidiasis,  and  5 to  10  days 
for  the  others. 

In  enterobiasis,  300  to  600  mg.  is  sufficient 
to  eliminate  the  parasite  completely  in  five 
days. 

The  recommended  total  daily  dosage  for 
children  under  60  pounds: 


Type  of 
Infection 

20-30  lb. 

30-40  lb. 

Children 

40-50  lb. 

50-60  lb. 

Duration 

(Days) 

Multiple 

200  mg. 

300  mg. 

400  mg. 

500  mg. 

5-10 

Enterobiasis 

100  mg. 

150  mg. 

200  mg. 

250  mg. 

5 

Ascariasis 

200  mg. 

300  mg. 

400  mg. 

500  mg. 

5-10 

Trichuriasis 

200  mg. 

300  mg. 

400  mg. 

500  mg. 

5-10 

Strongyloidiasis 

200  mg. 

300  mg. 

400  mg. 

500  mg. 

10-14 
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Where  it  is  impractical  to  divide  daily 
dosage  into  three  doses,  two  may  be  given. 

No  purgatives,  laxatives,  enemas,  fasting, 
or  special  diets  are  required. 

Dosage  Form:  ‘Delvex’  is  supplied  in  three 
tablet  sizes  — 50  mg.  (for  small  children), 
100  mg.,  and  200  mg.  The  violet-colored 
tablets  come  in  bottles  of  50.  The  100  mg. 
and  200  mg.  size  also  are  provided  in  pack- 
ages of  1,000. 

Source;  Lilly  Laboratories. 

ARISTOCORT  TRIAMCINOLONE 

Description:  Tablets  of  a synthetic  steroid  9- 
alpha-fluoro  - 1 6-alpha-hydroxy-predniso- 
lone. 

Use:  Indicated  for  the  treatment  of  collagen 
diseases,  respiratory  allergies  and  chronic 
dermatoses. 

Dosage:  Orally,  recommended  initial  adult 
dosage  in  8 mg.  to  20  mg.  per  day,  depend- 
ing on  disease,  divided  into  3 or  4 doses. 
When  satisfactory  response  is  obtained,  the 
dosage  should  be  reduced  by  2 to  4 mg. 
every  2-3  days  until  smallest  maintenance 
dose  is  reached.  Children’s  dosage  must  be 
based  more  of  severity  than  upon  age  or 
weight. 

Dosage  Form;  One  mg.  tablet  (yellow)  in 
bottles  of  50,  500  and  1,000. 

Source:  Lederle  Laboratories  Division  Amer- 
ican Cyanamid  Company. 

CORTROPHIN  - ZINC 

Description:  Each  cc  of  Cortrophin-Zinc  con- 
tains 40  U.S.P.  units  of  the  purest  commer- 
cially available  corticotropin  (ACTH)  with 
1.0  mg.  of  alpha  zinc  hydroxide  for  pro- 
longed action.  By  virtue  of  a unique  manu- 
facturing process,  electrolysis,  new  Cor- 
trophin-Zinc is  a finer,  more  easily  resus- 
pended aqueous  suspension  which  flows 
freely  through  a 26  gauge  needle  without 
pre-warming.  It  contains  the  purest  com- 
mercially available  ACTH,  with  fewer  mil- 
ligrams of  foreign  protein  per  U.S.P.  unit. 
Cortrophin-Zinc  acts  rapidly,  stimulating 
peak  adrenal  output  of  corticosteroids  with- 
in 2 hours,  yet  acts  for  3 or  more  days,  de- 
pending upon  patient  requirements.  In 
clinical  use,  it  has  proved  to  be  virtually 
painless  on  injection. 

Uses:  Cortrophin-Zinc  provides  the  complete 


physiologic  action  of  ACTH,  enhanced  and 
prolonged.  It  is  indicated  in  the  treatment 
of  the  more  than  100  diseases  responsive  to 
ACTH  therapy,  including  rheumatoid  arth- 
ritis, rheumatic  fever,  bronchial  asthma, 
allergies  and  hypersensitivities,  and  in- 
flammatory skin  and  eye  diseases.  Since  it 
provides  prolonged  and  enchanced  ACTH 
activity,  Cortrophin-Zinc  may  be  given  ef- 
fectively in  lower  dosages  and  in  fewer  in- 
jections than  any  other  type  of  ACTH. 
Dosage  Form:  Cortrophin-Zinc  is  available  in 
5-cc  vials,  each  cc  containing  40  U.S.P.  units 
of  corticotropin  (ACTH)  with  1.0  mg.  of 
zinc. 

Source:  Organon  Inc.,  Orange,  N.  J. 

TETRAVAX 

‘Tetravax’,  a multiple  vaccine  developed  by 
Merck,  Sharp  & Dohme,  Division  of  Merck  & 
Co.,  Inc.  to  provide  protection  against  four 
diseases  that  are  not  uncommon  in  childhood: 
diphtheria,  whooping  cough,  tetanus  and 
poliomyelitis — is  undergoing  tests  by  the  Na- 
tional Institutes  of  Health  (N.I.H.)  prior  to  an 
early  release. 

Licensure  by  N.I.H.  is  required  for  the 
manufacture  of  the  new  vaccine.  In  addition 
each  lot  of  ‘Tetravax’  will  undergo  testing 
by  N.I.H.  before  release,  following  the  pattern 
established  for  other  vaccines  and  biological 
products. 

Extensive  clinical  trials  of  ‘Tetravax’  in- 
dicate that  the  multiple  vaccine  will  provide 
the  same  immunity  that  is  achieved  with  the 
currently  accepted  triple  vaccine  (DPT)  and 
poliomyelitis  vaccine  when  given  separately. 
This  is  true  when  administered  according  to 
the  manufacturers’  directions. 

For  maximum  protection,  three  injections 
of  ‘Tetravax’  are  recommended  at  monthly 
intervals  with  a fourth  injection  six  to  12 
months  later. 

The  dosage  schedule  for  the  earlier  three- 
way  vaccine  (DPT)  against  diphtheria,  whoop- 
ing cough  and  tetanus,  recommends  three 
initial  doses  at  intervals  of  four  to  six  weeks, 
with  a fourth  dose  a year  later.  The  polio- 
myelitis vaccine  schedule  recommends  the 
initial  two  injections  one  month  apart,  with  a 
third  injection  seven  months  later. 
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TWENTY-SIX  PASS 
SOUTH  DAKOTA  BOARD 

Twenty-six  were  added  to 
the  ranks  of  South  Dakota 
Registered  Pharmacists  re- 
cently, according  to  Bliss  C. 
Wilson,  Secretary  of  the 
Board  of  Pharmacy. 

The  new  pharmacists  suc- 
cessfully passed  written  and 
practical  examinations  in 
Pharmacy,  Materia  Medica- 
Pharmacology,  Chemistry, 
Pharmaceutical  Mathematics, 
Toxicology- Jurisprudence 
and  Practical  Pharmacy  Lab- 
oratory, June  3,  4,  5,  1958. 

In  addition  to  those  passing 
the  examination  for  regis- 
tered pharmacist,  thirty- 
seven  passed  the  written  ex- 
amination and  are  eligible  to 
obtain  Pharmacy  Intern  Cer- 
tificates. Upon  completion  of 
the  one  year  interne  require- 
ment, they  will  be  eligible  to 
take  the  practical  pharmacy 
examinations. 

Certificate  numbers  have 
been  assigned  to  the  follow- 
ing registered  pharmacists: 

3265  Charles  H.  Bassing 

3266  Douglas  J.  Becker 

3267  Brian  M.  Bolger 

3268  Kermit  W.  Bollinger 

3269  Noel  J.  Fischer 

3270  Charles  L.  Friberg 

3271  Paul  Q.  Klufa 


3272  DuWayne  R.  Knauf 

3273  Winthrop  E.  Lange 

3274  Byron  K.  Luke 

3275  Richard  D.  Lund 

3276  Erwin  H.  Redder 

3277  Virgil  T.  Riley 

3278  Robert  H.  Schmalz 

3279  Ephriam  Sieler 

3280  Lloyd  R.  Simon 

3281  Sybil  Ann  Strain 

3282  V.  Blair  Vickerman 

3283  Perry  A.  Zenk 

3284  Nafe  J.  Alick 

3285  Paul  R.  Allen 

3286  Mrs.  Thea  Delich 

3287  Ronald  G.  Jones 

3288  Hildegard  E.  Lastau 

3289  Donald  M.  Lien 

3290  William  E.  Peltier 

Pharmacy  College  Grad- 
uates who  took  written  sub- 
jects ONLY  and  who  qualify 
for  Pharmacy  Interne  Cer- 
tificates are:  Merle  Amund- 
son, Wallace  Arneson,  Shir- 
ley Benson,  Michael  Dargen, 
Franklin  Fogel,  Dewey 
Folkestad,  Robert  Gregg, 
Charles  Grover,  Bernard 
Hietbrink,  Richard  Hoberg, 
Larry  Holliday,  Rodney  Hon- 
ner,  Derald  Hughes,  William 
Jenkins,  James  Kelley,  Jacob 
Kemen,  Larry  Kenyon,  Dan- 
iel Lassegard,  Donald  Mal- 
oney, Glen  McMahon,  James 
McMurty,  Mickey  Mundorff, 
Ronald  Nelson,  James  Par- 


kin, Dale  Pense,  Phillip  Pic- 
kart,  Mervin  Schafer,  John 
Scheuren,  Gerald  Scott,  Cur- 
tis Sorum,  Morrell  Spencer, 
Jane  Terneus,  Constance 
Warner,  Arthur  Watson, 
Kenneth  Weber,  Clarence 
Willardson  and  Jerome 
Wing. 


CONVENTION  ELECTS 
LARSEN;  SELECTS 
MITCHELL 

Vere  A.  Larsen  of  Alcester 
was  elected  president  of  the 
South  Dakota  State  Pharma- 
ceutical Association  for  the 
year  1958-1959.  Also  elected 
by  the  convention  were:  First 
Vice-President,  Willis  C. 
Hodson  of  Aberdeen;  Second 
Vice-President,  Albert  H. 
Zarecky  of  Pierre;  Third 
Vice-President,  Philip  E. 
Case  of  Parker;  Fourth  Vice- 
President,  L.  B.  Urton  of 
Sturgis;  and  Treasurer,  J.  C. 
Shirley  of  Brookings. 

Those  members  from  the 
southeastern  district  recom- 
mended for  the  Board  of 
Pharmacy  member  to  be  ap- 
pointed by  Governor  Joe 
Foss  were:  Roger  F.  Eastman 
of  Platte;  James  R.  Warrell 
of  White  Lake  and  John  J. 
Burke  of  Mitchell. 
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Reappointed  Secretary  of 
the  Association  was  Bliss  C. 
Wilson  of  Pierre,  and  Harold 
S.  Bailey  was  reappointed 
Editor  of  the  Pharmacy  Sec- 
tion of  the  South  Dakota 
Journal  of  Medicine  and 
Pharmacy. 

Mitchell,  South  Dakota  was 
selected  to  be  the  host  city 
for  the  1959  convention.  The 
local  Mitchell  pharmaceu- 
tical group  has  recommended 
to  the  executive  committee 
that  Marlyn  E.  Graham  be 
elected  Local  Secretary  for 
the  73rd  Annual  Convention. 
The  dates  recommended 
(subject  to  executive  com- 
mittee approval)  for  the  1959 
meeting  are  June  14,  15  and 
16. 


PARKE-DAVIS 
APPOINTS  GEORGE  A. 
BENDER  DIRECTOR  OF 
INSTITUTIONAL 
ADVERTISING 

Parke,  Davis  & Company 
today  announced  the  appoint- 
ment of  George  A.  Bender  as 
Director  of  Institutional  Ad- 
vertising. 

Harry  J.  Loynd,  president, 
said  Bender  would  assume 
part  of  the  responsibilities  of 
Ralph  G.  Sickels,  who  will 
continue  as  Director  of  Pub- 
licity. 

Bender  will  report  to  Carl 
Johnson,  assistant  to  the 
president  in  charge  of  public 
relations,  and  be  responsible 
for  all  institutional  adver- 
tising in  the  United  States. 
In  addition,  he  will  have  gen- 
eral direction  of  Parke-Davis’ 
institutional  advertising  in 
all  other  areas  of  the  world, 
Loynd  said. 


PHARMACY  STAFF 
CHANGES  ANNOUNCED 

Division  of  Pharmacy  staff 
changes  and  new  appoint- 
ments were  recently  an- 
nounced by  President  H.  M. 
Briggs  of  South  Dakota  State 
College,  following  approval 
of  the  Regents  of  Education. 

Appointed  Assistant  Pro- 
fessor of  Pharmaceutical 
Chemistry  was  Gary  W. 
Omodt.  Professor  Omodt  at- 
tended high  school  at  Hous- 
ton, Minnesota  and  has 
Bachelor  of  Science  in  Phar- 
macy and  Doctor  of  Philos- 
ophy degrees  from  the  Uni- 
versity of  Minnesota.  Dr. 
Omodt  will  assume  responsi- 
bility for  the  courses  in  Or- 
ganic Medical  Chemistry.  He 
will  replace  Dr.  Winthrop 
Lange  who  resigned  to  take 
a position  as  Assistant  Pro- 
fessor of  Pharmacy  at  the 
Massachusetts  College  of 
Pharmacy. 

Promoted  to  Professor  of 
Pharmaceutical  Chemistry 
was  Harold  S.  Bailey.  Dr. 
Bailey  was  also  appointed 
Director  of  the  Dental-Phar- 
macy Research  Program  at 
State  College. 

Overall  responsibility  for 
the  research  program  of  the 
Division  of  Pharmacy  has 
been  placed  in  the  hands  of  a 
research  committee,  accord- 
ing to  Dean  Floyd  J.  LeBlanc. 
Appointed  chairman  of  this 
committee  and  director  of  re- 
search for  the  Division  of 
Pharmacy  was  Dr.  Kenneth 
Redman.  Dr.  Redman  is  Pro- 
fessor and  Head  of  the  De- 
partment of  Pharmacognosy. 


PHARMACY  STAFF 
ATTEND  SEMINARS 

Two  seminars  concerned 
with  the  study  and  improve- 


ment of  instruction  in  phar- 
macy were  attended  by  mem- 
bers of  the  staff  of  the  Di- 
vision of  Pharmacy,  South 
Dakota  State  College. 

Attending  the  Teachers’ 
Seminar  on  Pharmaceutical 
Chemistry  held  at  the  Uni- 
versity of  Minnesota  July  IS- 
IS were  Harold  S.  Bailey, 
Gary  W.  Omodt  and  Stanley 
M.  Shaw.  Also  present  was 
Dr.  Victor  Webster,  Head  of 
the  Department  of  Chem- 
istry, South  Dakota  State 
College.  The  seminar  was 
sponsored  by  the  American 
Association  of  Colleges  of 
Pharmacy  and  supported  by 
the  American  Foundation  for 
Pharmaceutical  Education. 

Attending  the  Annual 
Plant  Science  Seminar  held 
at  Ferris  Institute,  Big 
Rapids,  Michigan,  August  18- 
22  was  Dr.  Kenneth  Redman. 


AMUNDSON  RECEIVES 
FELLOWSHIP 
Merle  E.  Amundson,  SDSC 
1958,  Colton,  has  received  an 
American  Foundation  for 
Pharmaceutical  Education 
Fellowship  for  graduate 
study.  He  has  been  accepted 
by  the  Graduate  Council  of 
the  Massachusetts  College  of 
Pharmacy  for  study  toward 
the  Master  of  Science  in 
Pharmacy  degree. 

Mr.  Amundson  graduated 
from  the  Division  of  Phar- 
macy, South  Dakota  State 
College  with  highest  honor. 
He  was  first  in  a class  of  540 
graduates  and  is  a member 
of  Rho  Chi  Honorary  Phar- 
maceutical Society,  the  Na- 
tional Honor  Society  of  Phi 
Kappa  Phi  and  Blue  Key 
Mens  Honorary. 


— 392  — 


S.D.J.O.M.  SEPTEMBER  1958  - ADV. 


17 


Controls  Stress 

Relieves  Distress  in  smooth  muscle  svasm 


new 

Pro-Banthine*  with  DartaF 

--  for  positive  relief  of  cholinergic  spasm.  — a new  and  safer  agent  for  normalizing  emotions. 


Safer 

Stabilization  of 
Emotion 


Unsurpassed 
Specificity  of  Action 


Superior 

Anticholinergic 

Activity 


PRO-BANTHINE  WITH  DARTAL  offers  you  a 
new,  specific  and  reliable  control  of  visceral 
motor  disorders,  especially  when  these  dis- 
orders are  induced  or  aggravated  by  psychic 
tensions  or  anxiety. 

Pro-BanthTne  has  won  wide  clinical 
acceptance  as  the  most  effective  drug 
for  controlling  gastrointestinal  hyper- 
motility and  hypersecretion. 

Dartal,  a new  phenothiazine  congener, 
offers  greater  safety,  flexibility  and 
effectiveness  in  stabilizing  emotional 
agitation. 

The  combination  of  each  drug  in  fully  effec- 
tive doses  in  Pro-Banthine  with  Dartal  gives 
a new  means  of  approach  to  the  medical 
management  of  functional  gastrointestinal 
disorders  mediated  by  the  parasympathetic 
nervous  system. 

Specific  Clinical  Applications:  Functional 

gastrointestinal  disturbances,  gastritis,  py- 
lorospasm,  peptic  ulcer,  spastic  colon  (irri- 
table bowel) , biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  contain- 
ing 15  mg.  of  Pro-Banthine  (brand  of  pro- 
pantheline bromide)  and  5 mg.  of  Dartal 
(brand  of  thiopropazate  dihydrochloride). 

G.  D.  SEARLE  & CO.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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BUY 
QUALITY 
IN  YOUR 
PRINTING 


An  old  adage  says  "Clothes  make  the  man."  Per- 
haps this  is  not  true  in  a very  strict  sense,  but 
nevertheless  a well-groomed  man  makes  a better 
impression  than  one  who  is  not.  This  same  reason- 
ing may  well  apply  to  the  printed  forms  which 
leave  your  office.  A dignified,  well-printed  state- 
ment or  envelope  can  lend  a great  deal  of  prestige 
to  your  practice.  It  costs  no  more  to  get  QUALITY 
printing  than  poor  printing. 

We've  had  many  years  of  printing  experience  and 
would  like  to  help  you  with  your  printing  require- 
ments. 


MIDWEST-BEACH  COMPANY 

222  South  Phillips  Ave.  • Sioux  Foils,  S.  Dok. 


'(jHukal 

INSURANCE  COMPANY  OF  IOWA 


Yes,  It's  EARLY  To  Say: 

jHerrp 
Cfjristmas 


But  Not  Too  Early  to 

Remind  Drug  Store  Owners  of  The  Need  for  Extra  Insurance 
Protection  on  Incoming  Holiday  Merchandise 

A happy  holiday  season  of  good  business  requires  plenty  of  sparkling  gift  merchandise,  a 
great  deal  of  which  gets  to  your  store  early. 

Take  the  precaution  early  also  to  see  that  this  heavy  inventory  increase  is  fully  protected 
by  extra  insurance  coverage. 

On  your  call  or  communication,  Druggists'  Mutual  will  see  that  your  requirements  are 
speedily  and  efficiently  met. 


HOME  OFFICES 
ALGONA,  IOWA 


All  Policies  Non-Assessoble 
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Neo-Synephrine  now  has  three  complementary  compounds  added  to  its  own  depend- 
able, decongestlve  action  for  more  complete  control  of  the  common  cold  syndrome. 

The  "syndromatic'^  action  of  Neo-Synephrine  Compound  Cold  Tablets  brings  new  and 
greater  effectiveness  to  the  treatment  of  the  common  cold  syndrome. 


protection..  .through  the  fu!l  range  of  common  cold  symptoms 


Each  tablet  contains: 


h 

h 

h 


MASAL  STUFFINESS,  TIGHTNESS,  RHINORRHEA 


NEO-SYNiPHRINE  HCI  5 mg First  choice  in  decongestants  for  its  mild  but  durable 

action  and  excellent  tolerance. 


ACHES.  CHILLi.  FiVIR 


ACETAMINOPHEN  1 50  mg.  ...........  Dependable  analgesic  and  antipyretic 


RHiNORRHEA,  AUEROtC  MANfFESTATIONS 


THINFADIL®  HC!  7,5  mg.  .............  Effective  antihistaminic  to  relieve  rhinorrhea  and 

enhance  mucosal  resistance  to  allergic  complications. 


LASSITUDE,  MALAliE,  MENTAL  DEPRiSSION 


CAFFEINE  IS  mg. 


DOSE:  Adults:  2 tablets  three  times  daily. 

Children  6 to  12  years:  1 tablet  three  times  daily. 


Bottles  of  20  and  100  tablets. 


■ Cbrond  i0  ' 

^ Iradeniwfks  II.S.  tot.  Otf.':' ' , ' ’ ' 


USE  THIS  COUPON  for  youT  convenience  in  ordering : 


Medical  Department 

Corn  Products  Refining  Company 

17  Battery  Place,  New  York  4,  New  York 


Please  send  me  a free  copy  of  your  latest  reference, 
"Unsaturated  Fats  and  Serum  Cholesterol.” 


NAME- 


NEW  BOOK!^ 

Just  off  the 
press  . . . send 
now  for  your 
FREE  copy  i 


ADDRESS- 

CITY — 


-ZONE. 


-STATE- 


‘‘Unsaturated  Fats  and 
Serum  Cholesterol” 

...a  review  of  the  latest  Concepts  and 
Results  of  Current  Research 


Now  ready  for  distribution  to  physicians  as  a 
special  service  by  Corn  Products  Refining 
Company,  this  book  supplements  and  super- 
sedes the  1957  monograph  “Vegetable  Oils  in 
Nutrition”  and  provides  a broader  coverage 
of  this  important  subject. 

This  new  book  is  the  most  up-to-date  anno- 
tated bibliography  on  current  research  per- 
taining to: 


1.  The  origin  and  behavior  of  cho- 
lesterol in  the  human  body; 

2.  The  effect  of  different  dietary 
fats  on  serum  cholesterol  levels; 

3.  The  nature  of  the  active  com- 
ponents in  vegetable  oils; 

4.  Suggestions  for  practical  diets. 


As  a regular  part  of  daily  meals 
Mazola®  Corn  Oil  can  be  used  for 
control  of  serum  cholesterol  levels 


MAZOLA  CORN  OIL,  a natural  food 
and  a superior  salad  and  cooking  oil, 
used  as  part  of  the  daily  diet,  can  be 
helpful  in  the  control  of  serum  cho- 
lesterol levels. 

Extensive  clinical  findings  now 
show  that  serum  cholesterol  levels 
tend  to  be  lower  when  an  adequate 
amount  of  MAZOLA  CORN  OIL  is 
part  of  the  daily  meals . . . high  levels 
are  lowered,  normal  levels  remain 
normal. 

MAZOLA . . .the  only  readily  avail- 
able vegetable  oil  made  from  golden 
corn  oil . . . is  rich  in  the  important 
unsaturated  fatty  acids.  85%  of  all 
the  fatty  acids  in  MAZOLA  are  un- 
saturated and  56%  of  the  fatty  acid 
content  is  linoleic. 

As  a result,  MAZOLA  CORN  OIL 
is  unusually  well  suited  for  helping 
achieve  dietary  adjustments  com- 


monly recommended  by  authorities 
on  nutrition— that  from  one- third  to 
one-half  of  the  total  fat  in-take  should 
be  of  the  unsaturated  type  when 
serum  cholesterol  control  is  a problem. 

Being  a natural  food,  MAZOLA 
CORN  OIL  can  be  included  as  part 
of  the  every  day  meals— simply  and 
without  disturbing  the  patient’s  usual 
eating  habits. 

Each  Tablespoonful  of  Mazola^ 

Corn  Oil  Provides  Approximately 
126  Calories  — and : 

Linoleic  Acid 7.4  Gm. 

Sitosterols  130  mg. 

Natural  Tocopherols  ....  15  mg. 

Typical  Amounts  Per  Diet 
For  a 3600  calorie  diet 

3 tablespoonsful 
For  a 3000  calorie  diet 

2.5  tablespoonsful 
For  a 2000  calorie  diet 

1.5  tablespoonsful 

*Reg.  U.  S,  Pal.  Off. 


CORN  PRODUCTS  REFINING  COMPANY 
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PRESTIGE 

PRESCRIPTION 

PRODUCTS 


WE  ARE  A 


DISTRIBUTOR 


eie-gant 

is  thg  word  for  it 

Lilly’s  Elixir  °Terpin  Hydrate  and  Codeine,  N.F.,  is  a 
prime  example  of  pharmaceutical  elegance.  Its  excep- 
tionally smooth  flavor  and  sparkling  clarity  are  achieved 
by  meticulous  care  in  each  step  of  manufacture,  which 
includes  proper  aging. 

For  pharmaceuticals  that  never  vary  in  taste,  appear- 
ance, or  therapeutic  effect,  feature  Lilly  Products  in 
your  prescription  department.  For  competent  service, 
route  your  turnover  orders  through  us. 

“Federal  record  of  sale  required. 

BROWN  DRUG  COMPANY 


Sioux  Falls,  South  Dakota 


in  spasticity  of  the  Gl  tract 


S.DJ.O.M.  SEPTEMBER  1958  - ADV. 


23 


HYCOMINE 


cough  sedative  / antihistamine  / expectorant 


relieves  cough  and  related  symptoms  in  15-20  minutes 
effective  for  6 hours  or  longer  • promotes  expectoration 
rarely  constipates  • cherry-flavored 


Each  teaspoonful  (5  cc.)  contains: 


Hycodan® 

Dihydrocodeinone  Bitartrate  .........  5 mg. 3 

(Wamiiig:  May  be  habit-forming)  > 6.5  mg, 

Homatropine  Methylbromide  ........  1.5  mg.j 

Pyrilamine  Maleate  12.5  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate  .............................  85  mg. 


Adult  Dosage:  one  teaspoonful  q.  6 h.May  be  habit-formini. 
Federal  law  permits  oral  prescription. 


Literature  on  request 

ENDO  LABORATORIES 

Riohmond  Hill  IB,  New  York 
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offers  this 
efficient,  simple, 
easy  to  use 


Head  Halter 


• Expertly  designed 
and  snug  fitting 

• Efficient,  simple,  easy 
to  use 

• Reasonably  priced  and 
complete  as  a kit 


This  Head  Halter  may  be  used 
for  many  kinds  of  traction  . . . 
cervical  fractures,  spasm  of  neck 
muscles,  certain  types  of  head- 
aches, arm  pains,  types  of  spinal 
TB  and  many  other  uses.  Each 
kit  contains:  bracket  unit  with 
rope,  pulleys,  sand  bag  and 
protective  door  pads;  a head 
halter  unit  and  a notched 
spreader  bar  unit.  Available  in 
adult  or  child  size. 


Ask  your  P & H Representative 
for  complete  information  or  write 
for  brochure  . . . SD-958 


Physicians  & Hospitals  Supply  Co. 

1400  Harmon  Place  Minneapolis  3,  Minn. 


“No  patient  failed  to  improve.”* 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
“ far  excelled . . . results  with  the  many 
measures  usually  advocated.”^ 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.  T.:  GP  14:86,  Nov.,  1956. 


pHisoHex 

* nonalkaline 

antibacterial  (Ill'-tLi.  L 
detergent-  vll/UUlt/lOp  laboratories 

nonirritating,  |/V  I New  York  18.  N.Y. 

hypoallergenic. 

Contains  3% 
hexachlorophene. 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIN’. . . 


CORTISPORIN 


brand  OINTMENT 


Combines  the  anti- 
inflammatory effect 
of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Ointment;  Tubes  of  K oz.  and  Yi  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


Ointment;  Tubes  of  and  1 oz.  and  tubes  of  Y oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  ; Bottles  of  10  cc.  with  sterile  dropper. 

N FU/  i Lotion  : Plastic  squeeze  bottles  of  20  cc. 

N tW  ^ Powder  : Shaker-top  bottles  of  10  Gm. 


Ointment;  Tubes  of  Y oz.,  1 oz.  and  Y oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


1 oral  solution  of  potassium  penicillin  V 


S091St 


US  the  higher  blood  levels  of  potassium  penicillin  V 


[]om 


POTASSIUM  PENICILLIN  V 


pocilliriVfe. 


w,  for  oral  administration,  Compocillin-VK 
mules  offer  you  a solution  of  potassium  pen- 
tin  V,  Developed  by  Abbott  Laboratories, 
granules  are  dry  and  easily  reconstituted 
h water. 

Phe  clear,  red  solution  has  a fresh,  cherry 
/or,  is  taste-tested  and  is  well-accepted  by 
:ients.  And  they’ll  get  those  high  potassium 
licillin  V blood  levels  (note  chart). 
Jompocillin-VK  is  indicated  for  all  infec- 
ns  susceptible  to  oral  penicillin  therapy.  Also, 
treating  recurring  rheumatic  fever  and  in 
naging  rheumatic  carditis.  Compocillin-VK 
y be  used  in  counteracting  complications 
m severe  viral  attacks. 


The  initial  recommended  dose:  In  acute  infec- 
tions, the  range  is  from  125  mg.  (200,000  units) 
three  times  daily  to  250  mg.  (400,000  units) 
every  four  hours.  For  young  children,  the  adult 
dose  may  be  reduced  in  proportion  to  age  and 
weight.  For  prophylactic  use,  125  mg.  (200,000 
units)  may  be  administered  once  or  twice  daily. 

Compocillin-VK  Granules  for  Oral  Solution 
come  in  40-cc.  and  SO-cc.  bottles.  Each  5-cc. 
teaspoon  of  the  reconstituted  solution  repre- 
sents 125  mg.  (200,000  units)  of  potassium  peni- 
cillin V.  The  dry  granules  stay  stable  under  or- 
dinary room  temperatures.  When  reconstituted, 
the  solution  will  remain  potent 
for  two  weeks  under  refrigeration.  IXuiTOtt 


Why  risk 
trial-and-erron 
therapy 
in  potentiaii^ 
serious 
infections? 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 
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THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

300  First  National  Bank  Sioux  Falls,  S.  D. 

Subscription  $2.00  per  year  20c  per  copy 

CONTRIBUTORS 

MANUSCRIPTS:  Material  appearing  in  all  publi- 
cations of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not 
the  carbon  should  be  submitted.  Footnotes  should 
conform  with  this  request  as  well  as  the  name  of 
author,  title  of  article  and  the  location  of  the  author 
when  manuscript  was  submitted.  The  used  manu- 
script is  not  returned  but  every  effort  will  be  used 


to  return  manuscripts  not  accepted  or  published 
by  the  Journal  of  Medicine. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings 
will  be  furnished  by  The  South  Dakota  Journal  of 
Medicine  when  satisfactory  photographs  or  draw- 
ings are  supplied  by  the  author.  Each  illustration, 
table,  etc.,  should  bear  the  author’s  name  on  the 
back.  Photographs  should  be  clear  and  distinct. 
Drawings  should  be  made  in  black  India  ink  on 
white  paper.  Used  illustrations  are  returned  after 
publication,  if  requested. 

REPRINTS:  Reprints  should  be  ordered  when 
galley  proofs  are  submitted  to  the  authors.  Type 
left  standing  over  30  days  will  be  destroyed  and 
no  reprint  orders  will  be  taken.  All  reprint  orders 
should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  300  First  Nat’l  Bank,  Sioux 
Falls,  South  Dakota. 
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with  new 


O FEITlSr  + 

(peNTAEHYTHRITOL  TETRANITHATe)  (sRANO  OF  HYOROXYZINe) 


why  PETN? 


For  cardiac  effect;  petn  is  . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.’”^  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two  ? 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


•Trademark 


For  greater  therapeutic  success:  In  clinical  trials,  CARTRAX 
■was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 

1.  Russek,  H.  I.:  Postgrad.  Med.  79:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  cartrax  “10” 
tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  cartrax 
“20”  tablets  (20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience, 
write  “CARTRAX  10”  or  “cartrax  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  PETN  preparations  with  caution 
in  glaucoma. 
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For  Speedier  Return  to  Normal  Nutrition 


in  Inflammatory  Conditions 
of  the  Colon 

he  physiologic  depletion  accompanying  acute  infectious 

and  inflammatory  conditions  of  the  bowel  makes  replacement 
therapy  the  key  to  nutritional  rehabilitation. 

In  addition  to  the  loss  of  important  electrolytes,  such  as 
potassium  and  sodium,  large  amounts  of  protein  are  lost  in 
the  fluid,  blood  and  exudate  from  the  bowel.  In  the  acute 
state  of  such  affections,  utilization  of  what  protein  can  be 
ingested  is  further  affected  by  increased  protein  catabolism 
and  by  impairment  of  certain  hepatic  functions. 

Dietary  rehabilitation  must  be  carried  out  within  the 
framework  of  a diet  restricted  in  fiber  and  in  irritating  sub- 
stances. Foods  allowed  must  be  easily  digested  and  appetiz- 
ingly  and  attractively  prepared  to  encourage  eating. 

Tender  lean  meats — finely  ground  in  the  initial  diet  and 
later  served  in  a wide  variety  of  appealing  ways — can  be  an 
important  source  of  the  protein  and  minerals  required  by  the 
convalescing  patient. 

Meat  fits  admirably  into  the  requirements  of  the  per- 
mitted diet  not  only  because  of  its  taste,  digestibility,  and 
physical  characteristics,  but  also  because  of  its  contribution 
of  high  quality  protein,  the  minerals  potassium,  iron,  phos- 
phorous, sodium,  and  magnesium,  and  all  the  known  B 
vitamins. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 
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new  3 -way 
build-up  for 
the  under  par 
child . . . 


improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — B,,  Bg,  Bi^. 


strengthen  bodies  with  needed  protein 
Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
.■<  rn  'Ximum  growth  potential. 


discourage  nutritional  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate. ..plus  sorbitol  for 
enhanced  absorption  of  both  iron  and  8,2. 


new 


WITH  IRON  SYRUP 


delicious 
cherry  flavor— 
no  unpleasant 
aftertaste 


Average  dosage  is  1 teaspoonful  dally.  Available  In  bottles  of  4 and  16  fl.  oz. 
Eaoh  teaspoonful  (6  ee.)  contains: 


1-Lysine  HG1  SOO  mg. 

Vitamin  B12  Crystalline  . . , 25  mcgm. 

Thiamine  HC1  (Bi) lo  mg. 

Pyridoxine  HC1  (Be) 6 mg. 

Ferric  Pyrophosphate  (Soluble)  2S0  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol, s.e  Qm. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Reg.  U.  S.  Pat.  Off. 


t 
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HELP  US 

KEEP  THE  THINGS 
WORTH  KEEPING 

One  of  the  most  pre- 
cious American  Heri- 
tages is  the  right  to 
worship  as  you  please. 

But  protecting  our 
American  heritages 
costs  money — because 
peace  costs  money. 

It  takes  money  for 
strength  to  keep  the 
peace.  Money  for  sci- 
ence and  education  to 
help  make  peace  last- 
ing. And  money  saved 
by  individuals. 

Your  Savings  Bonds, 
as  a direct  investment  in 
your  country,  make  you 
a Partner  in  strength- 
ening America’s  Peace 
Power. 

The  Bonds  you  buy 
win  earn  money  for  you. 

But  the  most  important 
thing  they  earn  is  peace. 

They  help  us  keep  the 
things  worth  keeping. 

Think  it  over.  Are 
you  buying  as  many 
Bonds  as  you  might! 


HELP  STRENGTHEN  AMERICA'S  PEACE  POWER 


BUY  U.  S.  SAVINGS  BONDS 


The  XJ.S.  Government  does  not  pay  for  this  advertising.  The  Treasury  Department  thanks, 
for  their  patriotic  donation.  The  Advertising  Council  and  this  magazine. 


5 1-2  X 8 in.  100  Screen  SBD-GM-4 


Raise  the  Pain  Threshold 


Three  Strengths  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  V4  gr.  (16.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  V2  gr.  (32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 
Also  — 

PHENAPHEN  In  each  capsule 

Acetylsalicylic  Acid  2%  gr.  . (162  mg.) 

Phenacetin  3 gr. (194  mg.) 

Phenobarbital  % gr (16.2  mg.) 

Hyoscyamine  sulfate (0.031  mg.) 


rhenaphen  with  Uodeme  provides 
intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpoi 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


^ins 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
Eihical  Pharmaceuticals  of  Merit  since  1878 
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Doctors,  too, 


like  “Premarin’' 


The  reasons  are  fairly  simple.  Doctors 
like  “Premarin,”  in  the  first  place,  be- 
cause it  really  relieves  the  symptoms  of 
the  menopause.  It  doesn’t  just  mask  them 
— it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

Furthermore,  if  the  patient  is  suffer- 
ing from  headache,  insomnia,  and  arth- 
ritic-like symptoms  before  the  menopause 


and  even  after,  “Premarin”  takes  care 
of  that,  too. 

Women,  of  course,  like  “Premarin,” 
too,  because  it  quickly  relieves  their 
symptoms  and  gives  them  a “sense  of 
well-being.” 

“PREMARINr 

conjugated  estrogens  (equine) 


Ayerst  Laboratories  • New  York  16,  New  York  • Montreal,  Canada 

5341 


SAFETY  COMMITTEE  MEETS  IN  HURON 

The  Traffic  Safety  Committee  of  the  South 
Dakota  State  Medical  Association  met  in 
Huron  on  August  20.  Present  at  the  meeting 
were  Dr.  John  J.  Stransky,  Watertown;  Dr. 
Richard  Lillard,  Madison;  and  Dr.  H.  L.  Say- 
lor, Jr.,  Huron;  and  Executive  Secretary 
Foster. 

The  committee  discussed  the  proposed 
drivers  license  law  for  the  next  session  of 
the  legislature,  with  the  implied  consent  to 
chemical  tests  on  drunk  driving;  also  for 
changes  in  the  age  of  persons  driving;  and 
required  driver  training.  They  also  discussed 
the  inauguration  of  an  educational  program 
which  would  utilize  local  medical  society 
traffic  safety  committees  to  cooperate  with 
local  safety  groups  and  to  help  in  the  local 
programs  of  education.  They  also  discussed 
the  possibilities  of  certain  health  standards 


being  established  as  an  advisory  type  of 
program  for  the  State  authorities  responsible 
for  licensure. 


INDIGENT  CARE 

A uniform  program  of  Indigent  Care  for 
South  Dakota  moved  one  step  nearer  reality 
when  the  legislation  research  sub-committee 
on  medical  care  recommended  that  such  a 
program  begin.  The  sub-committee  met  in 
Pierre  August  27th  to  discuss  final  recom- 
mendations from  representatives  of  the  pro- 
fessions affected  by  the  program. 

Dr.  H.  P.  Adams  represented  the  Medical 
Association  at  the  meeting.  As  plans  now 
stand  the  recommendations  would  be  that 
counties  and  the  State  would  provide  funds  to 
match  Federal  funds  for  the  care  of  the  In- 
digent. 
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A few  suggestions  on  how  to  give  your 
patient  a diet  he  can  “stick,  to” 

Low-Purine  Diet 


— and  a glass 
of  beer,  with 
your  consent, 
^or  a morale- 
booster 


• A tasty  casserole  of  eggplant  and  tomato 
layered  alternately  with  cottage  cheese  makes  a 
satisfying  entree.  Fresh  vegetables  like  string 
beans  and  beets  may  be  served  with  a subtle 
dash  of  lemon  juice.  Oyster  stew  can  be  creamy 
without  cream  when  milk  is  bolstered  with  dry 
skim  milk  powder. 

Tuna-burgers  nestle  nicely  in  a nest  of  noodles. 


Ham  ’n  egg  rolls  come  hot  with  scrambled  eggs, 
cold  with  egg  salad.  Fruits  and  gelatins  make  ex- 
cellent desserts  and  are  easy  to  prepare.  Corn 
or  rice  flakes  do  just  as  well. 

And  with  a glass  of  beer*  — at  your  discretion 
— your  patient  will  find  his  diet  interesting  and 
ample  without  straying  from  your  instructions. 

*pH — 4.3  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 


I f you'd  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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Protection  against  loss  of  income  from  acci- 
dent & sickness  as  well  as  hospital  expense 
benefits  for  you  and  all  your  eligible  depend- 
ents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 


Doctors 

Pheasant  Hunters 

Plan  to  Attend  the 
South  Dakota  State  Medical 
Association's  Second  Annual 
Fall  Seminar  at  Mitchell,  S.  Dak. 
October  18th  thru  22nd 


'flavor -timed”  dual-action 

CORONARY  VASODILATOR 


ORAL  (tablet  swallowed  whole) 

for  dependable  prophylaxis 

SUBLINGUAL.ORAL 

for  immediate  and 

sustained  relief 


TRADIMARK 


of  ANGINA  PECTORIS 


NITROGLYCERIN - 

0.4  mg.  (1/150  grain) — acts  quickly 

CITRUS  "FLAVOR-TIMER"  — 

signals  patient  when  to  swallow 

PENTAERYTHRITOL  TETRANITRATE  — 

15  mg.  (1/4  grain)  — prolongs  action 


For  continuing  prophylaxis  patient  swallows 
the  entire  Dilcoron  tablet. 

Average  prophylactic  dose: 

1 tablet  four  times  daily. , 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 

Bottles  of  100. 


Cjljtatlvioj) 


LABCRATORIES  Nfw  YORK  tt.  H.  v. 
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SUPPLIED: 

i CAPSULES  ^contain  250  mg.  tetracycline  HC1 
equivalent  (phosphate-buffered)  and  250,000  units 
Nystatin.  ORAL  SUSPENSION  (cherry-mint  fla- 
vored) Each  5 cc.  teaspoonful  contains  125  mg. 
tetracycline  HCI  equivalent  (phosphate-buffered) 

C and  125,000  units  Nystatin. 

DOSAGE: 

Basic  oral  dosage  (6-7  mg.  per  lb.  body  weight  per 
day)  in  the  average  adult  is  4 capsules  or  8 tsp. 
of  ACHROSTATIN  V per  day,  equivalent  to  1 Gm. 
of  ACHROMYCIN  V. 

*Trademark  tReg.  U.  S.  Pat.  Off. 

LEDERLE  LABORATORIES  Division,  AMERICAN 


Combines  Achromycin  V with  Nystatin 

Achrostatin  V combines  AcHROMYCiNt  V...the 
new  rapid-acting  oral  form  of  AcHROMYCiNt  Tetra- 
cycline... noted  for  its  outstanding  effectiveness 
against  more  than  50  different  infections... and 
Nystatin... the  antifungal  specific.  Achrostatin 
V provides  particularly  effective  therapy  for  those 
s '-patients  who  are  prone  to  monilial  overgrowth 
during  a protracted  course  of  antibiotic  treatment. 

CYANAMID  COMPANY,  Pearl  River,  New  York  i 
(g 
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the  chill 

the  cough 

the  aching  muscles 


the  fever 


Viral  upper  respiratory  infection. . . . For  this  patient,  your  management  will  be  twofold — 
prompt  symptomatic  relief  plus  the  prevention  and  treatment  of  bacterial  complications. 
PEN*VEE«Ctdw  backs  your  attack  by  broad,  multiple  action.  It  relieves  aches  and  pains,  and 
reduces  fever.  It  counters  depression  and  fatigue.  It  alleviates  cough.  It  calms  the  emotional 
unrest.  And  it  dependably  combats  bacterial  invasion  because  it  is  the  only  preparation  of  its 
kind  to  contain  penicillin  V. 


This  advertisement  con- 
forms to  the  Code  for 
Advertising  of  the  Physi- 
cians' Council  for  Infor- 
mation on  Child  Health. 


SUPPLIED;  Capsules,  bottles  of  36.  Each  capsule  contains  62.5  mg.  1100,000  units)  of  penicillin  V,  194  mg.  of 
salicylamide,  6.25  mg.  of  promethazine  hydrochloride,  130  mg.  of  phenacetin,  and  3 mg.  of  mephentermine  sulfate. 


Pen  -Vee  • Cidin 


Penicillin  V with  Salicylamide,  Promethazine  Hydrochloride,  Phenacetin,  and  Mephentermine  Sulfate,  Wyeth  Philadelphia  1,  Pa. 


COSA  COSA  COSA  COSA 

COSA  COSA  COSA  COSA  COSA 

COSA  COSA  _ COSA  COSA 

COSA___ „ COSA__^  ^ COSA___  ^ COSA  COSA 

COSA  COSA  COSA  COSA 

COSA  COSA  COSA  COSA  COSA 

C 


mSX^^^AcosACOSA^Q3^COSA^^^^COSA 

COSA  COSA  COSA  COSA  COSA 

COSA  COSA  COSA  COSA 

COSA  COSA  COSA  COSA  COSA 


IN  RESEARCH 


1.  HIGHEST  TETRACYCLINE  SERUM  LEVELS* ' 

2.  MOST  CONSISTENTLY  ELEVATED  SERUM  LEVELS* 

3.  SAFE  PHYSIOLOGIC  POTENTIATION  WITH  A NATURAL  HUMAN  METABOLITE' 


AND  NOW  IN  PRACTICE 

4.  MORE  RAPID  CLINICAL  RESPONSE'  * ' 

5.  UNEXCELLED  TOLERATION"  ' * ‘ 


COSA  COSA  COSA  COSA_ 

COSA  COSA  COSA  COSA  COSA 


COSA-TETRACYN* 

glucosamine  potentlatefl  tetracyclif 
CAPSULES  (black  and  white) 


COSA-TETRASTATIN' 


COSA-TETRACYblN’' 


glucosamine  potentiated  tetracycline 
with  nystatin 


giucosamine  potentiated  tetracyciine- 
anaigesic-antihistamine  compound 


250  mg.,  125  mg. 


ORAL  SUSPENSION  (Orange  fiavored) 
2 oz.  bottie,  125  mg.  per  tsp.  (5  cc.) 


PEDIATRIC  DROPS  (orange  flavored) 

10  cc.,  5 mg.  per  drop  (100  mg.  per  cc.) 
Calibrated  dropper 


CAPSULES  .(black  and  pink) 

250  mg.  Cosa-Tetracyn  (with  250,000 
u.  nystatin) 

ORAL  SUSPENSION  (orange’pineappte 
flavored)  2 oz.  bottle,  125  mg. 
Cosa-Tetracyn  (with  125,000  u. 
nystatin)  per  tsp.  (5  cc.) 


CAPSULES  (black  and  orange) 
each  capsule  contains; 
Cosa-Tetracyn  125  mg. 


For  patients  susceptible  to 
monilial  superinfection. 


Phenacetin 
Caffeine 
Salicylamide 
Buclizine  HCt 

• Antibiotic 

• Analgesic 

• Antihistamine 


120  mg. 
30  mg. 
150  mg. 
15  mg. 


Science  for  the  world’s  well-being 


PFIZER  UARORATORlEa 


&ivteion,  ChAa,  Pfizer  *!  06.,  Ino,,  Elrooklyn  ®,  New  York 


REFERENCES:  1.  Carlozzi,  M.:  Ant.  Med.  & Clip.  Therapy  5:146  (Feb.)  1058.  2.  Welch,  H.;  Wright,  W.  W.,  and  Staffa,  A.  W.:  Ant.  Med.  & Clin.  Therap: 
5:52  (Jan.)  1958.  3.  Walch,  E.:  Dent.  Med.  Wschr.  (April)  1956.  4.  Shalowitz,  M.;  Clin.  Rev.  1:25  (April)  1958.  5.  Nathan,  L.  A.:  Arch.  Pediat.  75:25 
(June)  1958.  6.  Cornbfeet,  T.;  Chesrow,  E.,  and  Barsky,  S.:  Ant.  Med.  & Clin.  Therapy  5:328  (May)  1958.  7.  Stone,  M.  L.;  Sedlis,  A.,  Bamford,  J.,  an^ 
Bradley,  W.:  Ant.  Med.  & Clin.  Therapy  5:322  (May)  1958.  8.  Harris,  H.:  Clin.  Rev.  1:15  (July)  1958. 


D 


(CHLOROTHIAZII 


FORD,  R.  V.,  Rochelle,  J.B.III,  Handley,  C.  A.,  Moyer,  J.  H.  and  Spurr,  C.  L: 
J.A.M.A.  166:129,  Jan.  11,  1958. 

. . in  premenstrual  edema,  convenience  of  therapy  points  to  the  selection  of 
chlorothiazide,  since  it  is  both  potent  and  free  from  adverse  electrolyte 
actions.”  In  the  vast  majority  of  patients,  'DIURIL’  relieves  or  prevents  the  fluid 
“build-up”  of  the  premenstrual  syndrome.  The  onset  of  relief  often  occurs 
within  two  hours  following  convenient,  oral,  once-a-day  dosage.  'DIURIL'  is  well 
tolerated,  does  not  interfere  with  hormonal  balance  and  is  continuously 
effective-even  on  continued  daily  administration. 

DOSAGE:  one  500  mg.  tablet  'DIURIL'  daily-beginning  the  first  morning  of 
symptoms  and  continuing  until  after  onset  of  menses.  For  optima!  therapy, 
dosage  schedule  should  be  adjusted  to  meet  the  needs  of  the  individual  patient. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL'  (chlorothiazide); 
bottles  of  100  and  1,000. 

Diuril  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  iNC.,  Philadelphia  1,  Pa. 


luickly  relieves 
listress 
listention 
liscomfort 


ANY  INDICATION  FOR  DIURESIS  IS  AN  INDICATION 


FOR  'OIURIU 


(EDEMA) 


PATHIE 


•Trademark 

©Registered  Trademark  for  Tridibexetf^yl  Iodide  Lederle 


calms  tensio. 
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S.  D.  MEDICAL 
ASSISTANTS  HOLD 
SEPT.  WORKSHOP 

The  South  Dakota  Medical 
Assistants  will  hold  their 
September  workshop  on  Sep- 
tember 20th  in  Sioux  Falls  at 
the  Chamber  of  Commerce 
rooms.  There  will  be  special 
talks  on  the  following  sub- 
jects: 

Medical-Legal  Ethics — 

A Lawyer  from  the  firm 


of  Davenport,  Evans, 
Hurewitz  and  Smith 
Insurance  Forms — 

A representative  from 
Mutual  Benefit  Health 
and  Accident  Association 
Medicine  in  Foreign 
Countries — 

An  Intern  from  the 
Philipines 

Laboratory  Procedures — 
Mr.  Harry  Falconer 
Filing  Systems — ■ 

A representative  from 


Remington-Rand  Cor- 
poration 

The  Patient  is  Human — 
Wilfred  Hage,  M.D. 

Collecting  Bills — 

Mr.  Ed  Gerloff 

New  Medical  Supplies — 

A representative  from 
Kreisers  Company 

There  will  also  be  a style 
show  during  the  afternoon 
coke  break.  If  you  plan  to 
attend,  so  that  accommoda- 
tions may  be  made  for  each 
Medical  Assistant,  please 
write: 

Betty  Lou  Cassutt 

1612  South  10th  Avenue 

Sioux  Falls,  S.  Dak. 


AMA  PLANS  CIVIL 
DEFENSE  CONFERENCE 
IN  NOVEMBER 

More  than  175  physicians 
and  others  interested  in  civil 
defense  will  gather  Novem- 
ber 8-9  in  Chicago  for  the 
ninth  annual  County  Medical 
Societies  Civil  Defense  Con- 
ference. The  two-day  meet- 
ing at  the  Morrison  Hotel, 
Chicago,  is  being  planned  by 
the  AMA’s  Council  on  Na- 
tional Defense.  Dr.  F.  J.  L. 
Blasingame,  executive  vice- 
president,  will  welcome  the 
conferees  on  behalf  of  the 
American  Medical  Associa- 
tion, and  Dr.  Gunnar  Gun- 
dersen,  AMA  president,  will 
speak  on  “The  Profession’s 
Responsibilities  in  Civil  De- 
fense.” Officials  of  the  newly- 
created  Office  of  Civil  and 
Defense  Mobilization  will  re- 
port on  the  expanding  role  of 
the  federal  government’s  de- 
fense program  and  the  med- 
ical and  health  aspects  of 
civil  defense  as  they  pertain 
to  the  new  program. 
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KREISER  SURGICAL  Inc. 


Sioux  Falls,  S.  D. 
1220  S.  Minnesota 


Rapid  City,  S.  D. 

528  Kansas  City  St. 
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CLINICAL. 

RESULTS 

Cuted 

litiRrovcd 

'Tailufd 


adults 
172  (80%) 
28  (13%) 
17(7%) 


cMidrert 
148  (89%) 
8(5%) 
11  (6%) 


alt  Staph 
Inactions 
71  (88%) 
7(9%) 
3(3%) 


Types  of  infecting  oiganisms;  The  majoril^  of 
Identified  etioiogic  microorganisms  were  Staph, 
aureus  and  Staph,  albus.  Tao  has  its  greats 
usefulness  against  organisms  such  as:  staphy- 
lococci (including  strains  resistant  to  other  anti- 
biotics), streptococci  (beta-hemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu- 
mococci, gonococci,  Hemophiius  influenzae. 


Per  cent  of  “antibiotic-resistant”  epidemic 
staphyfococci  cultures  susCTptibie  to  Tao,  ery- 
thromycin, penicillin  and  chlorSmphenIcol.i 


•2  m 


« m 


im 


Tao 


cMloffimohenicol 


REACTIONS: 

(a)  adutte  (b)  children 

Totat-9.2%  Total -0.6% 

(20  out  of  217)  (lout  of  167) 

Skin  rash — 1,4%  Skin  rash  - norse 

(3  out  of  217)  (Sastrointestlnal — 

Castrointestinal—  0,6%  (I  out  of  167) 

7.8%  (17  out  of  217) 

There  was  complete  freedom  from  adverse 
reactions  in  94,5%  of  all. patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


stability  in  gastric  acid  • rapid,  high  and  sus- 
tained blood  levels  • high  urinary  concentrations 
• outstanding  palatability  in  a liquid  preparation 

’Dosage  and  Administration:  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.;  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied:  Tao  Capsules— 250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  — 1.5  Cm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride,  T.  J.:  Antibiotics'®;  Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.;  Antibiotic  IMed.  & Clin.  Therapy  (Aug.) 
1958.  4.  Celmer,  W.  D.,  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,,  inc.,  1958,  p.  476. 
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Relief  in  minutes... lasts  for  hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction." 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

•Morrison,  L.  F.;  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 
Each  timed-release  triaminic  Tablet  contains: 
Phenylpropanolamine  hydrochloride  50  mg. 


Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  mid- 
afternoon, and  in  the  evening,  if  needed.  To 
be  swallowed  whole  to  preserve  the  timed- 
release  feature. 


Each  timed-release  tablet 
keeps  the  nasal  passages  clear 
for  6 to  8 hours  — 
provides  ‘ ‘around-  the-clock^* 
freedom  from  congestion 
on  fust  three  tablets  a day 

first-the  outer  layer  dissolves 


disintegrates  to  give  3 to  4 
more  hours  of  relief 


Also  available:  Triaminic  Juvelets, 
timed-release,  half-dosage  tablets; 
Triaminic  Syrup,  for  children  and  those 
adults  who  prefer  a liquid  medication. 


Ml  9111 1 DIG 


SMITH-DORSEY  • a division  of  The  Wander  Company  * Llneoln,  Nebraska  • Peterborough,  Canada 
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Supp-hose* 


FOR  LEQ  FATI0UE  AND  MILD  VARICOSITIES 


Recent  clinical  research  demonstrated  the  excel- 
lent value  of  Supp-hose  for  leg  fatigue,  and  mild 
disorders  where  heavy  surgical  stockings  are 
not  prescribed.  The  advantage  of  Supp-hose  is 
that  it  looks  just  like  any  sheer  nylon  stocking, 
thus  it  overcomes  one  of  the  main  objections  of 
the  patient  concerned  about  her  appearance. 

SO  MAII¥  WOMEN  COMPUUN  ABOUT  LEO  FATIOUE! 

As  you  know,  expectant  mothers,  housewives, 
working  women,  and  women  with  mild  varico- 
sities all  complain  about  discomfort  of  the 
extremities.  Supp-hose  eases  this  leg  fatigue  and 

KAYSER-ROTH  HOSIERY  COMPANY.  Inc., 


gives  gentle  support  all  day  long.  Yet  Supp-hose 
contains  no  rubber!  Every  stitch  is  fine  nylon 
with  a special  twist  that  provides  an  elastic 
quality. 

A VERY  ECONOMICAL  STOCKINO! 

Patented  Supp-hose  costs  a woman  just  one- 
third  what  she  usually  pays  for  heavier  surgical 
stockings.  And  wear  tests  indicate  Supp-hose 
should  give  five  times  the  wear  of  ordinary 
nylons.  Supp-hose  is  available  in  proportioned 
sizes  in  beige,  natural  and  white.  At  drug  and 
department  stores. 

B Madison  Avenue,  N.  Y.  16.  N.  Y.  Sold  in  Canada. 
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MEDICINE'S  SHIELD  OF  SECURITY 

What  are  the  prospects  for  the  independent, 
private  practice  of  medicine  in  the  United 
States? 

Any  realistic  attempt  to  answer  this  ques- 
tion must  take  account  of  many  factors,  some 
of  them  ominous  indeed.  In  a letter  to  the 
Editor  of  the  New  England  Journal  of  Med- 
icine for  April  3,  1958,  Dr.  Charles  H.  Brad- 
ford, a Boston  physician  assesses  the  medical 
profession’s  basic  socio-economic  problems  in 
clear  and  candid  terms. 

“On  one  side,”  he  points  out,  “we  find  our- 
selves threatened  by  state  and  federal  pro- 
grams, already  operating  on  a large  scale  and 
eagerly  seeking  further  enlargement.  On  the 
other  side,  we  contemplate  the  ugly  possi- 


bility of  domination  by  pressure  groups  . . . 
In  front  of  us  we  face  the  inescapable  and 
insurmountable  wall  of  rising  costs,  in  which 
doctors’  fees  play  only  an  insignificant  part 
as  compared  to  the  staggering  costs  of  hos- 
pitalization. Behind  us  we  hear  the  rue  and 
cry  of  an  increasingly  hostile  public  opinion, 
unleashed  and  led  on  by  demagogues  who 
clamor  for  the  priceless  gifts  of  life  and 
health  at  bargain  rates  and  at  the  taxpayers’ 
expense  . . .” 

To  give  us  arms  against  this  sea  of  troubles. 
Dr.  Bradford  points  to  Blue  Shield,  “one  of 
the  few  constructive  forward  steps  taken  by 
the  medical  profession  in  the  last  twenty 
years  ...”  which,  he  believes  “may  represent 
one  of  our  few  hopes  for  survival  as  a self- 
determining  profession.” 


TAKE  A NEW  LOOK 
AT  FOOD  ALLERGENS 
TAKE  A LOOK  AT 
NEW  DIMETANE 


DIMETANE  Extentabs  (12  mg.  each,  coated)  provide  antihista- 
mine effects  daylong  or  nightlong  for  10-1 2 hours.  Tablets  (4  mg. 
each,  scored)  or  pleasant-tasting  Elixir  (2-  mg./5  cc.)  may  be 
prescribed  t.i.d.  or  q.i.d.,  or  as  supplementary  dosage  to  Ex- 
tentabs in  acute  allergic  situations.  A.  h.  robins  co.,  inc.,  Rich- 
mond 20,  Virginia.  Ethical  Pharmaceuticals  of  Merit  Since  1878. 


•Sea  food-source  of  highly  potent  allergens.  Typical  are:  lobster;  tuna;  sturgeon  roe;  fish  oil  used  to  prepare 
leather*  chamois*  soaps;  cuttlefish  bone  for  polishing  material  and  tooth  powder;  glues  made  from  fish  products* 
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Blue  Shield,  the  doctor  asserts,  has  fulfilled 
its  original  purpose,  namely,  “to  convert  a 
system  of  postponed  payment  . . . into  a 
streamlined  system  of  prepayment . . to  the 
benefit  of  both  the  people  and  the  profession. 
But  now,  he  suggests,  Blue  Shield  is  fulfilling 
an  even  more  important  function.  It  has 
given  us  “what  we  as  a profession  never  pos- 
sessed before  ...  an  intelligently  coordinated 
and  professionally  controlled  corporate  body 
through  which  we  can  bargain  with  the  pub- 
lic and  they  with  us.” 

Dr.  Bradford  feels  that  “if  we  continue  to 
administer  Blue  Shield  wisely,  it  may  be  all 
that  we  need  to  retain  our  professional  in- 
dependence.” But  to  do  so,  he  warns,  “we 
must  be  willing  to  give  as  well  as  to  receive — 
to  regulate  our  practice  and  our  fees  so  as 


to  preserve  our  freedom  from  being  reg- 
ulated, and  to  grant  the  public  as  many  bene- 
fits as  we  hope  to  assure  for  ourselves.” 

“.  . . We,  as  doctors  and  as  members  of  the 
medical  society,  are  the  managers  of  Blue 
Shield.  Its  success  depends  on  us.  Its  failures 
remain  our  responsibility.” 

And,  the  doctor  concludes:  “We  must  grasp 
the  larger  significance  of  the  splendid  organ- 
ization that  we  have  built  . . . We  must  stand 
behind  it  . . . not  for  selfish  gain,  but  to  share 
with  the  public  a mutual  service  and  benefit. 
In  this  way,  and  in  no  other,  can  the  medical 
profession  preserve  its  time-honored  status  as 
an  altrustic  body  of  men,  free  from  the  sordid 
controls  of  politics  or  commerce,  devoting  it- 
self wholeheartedly  to  scientific  and  humani- 
tarian tasks.” 


In  a recent  140-patient  study^  DIMETANE 
gave  “more  relief  or  was  superior  to 
other  antihistamines,”  in  63,  or  45%  of 
a group  manifesting  a variety  of  allergic 
conditions.  Gave  good  to  excellent  re- 
sults in  87%.  Was  well  tolerated  in  92%. 
Only  11  patients  (8%)  experienced  any 
side  reactions  and  5 of  these  could  not 
tolerate  any  antihistamines. 

mm. 


1.  Thomas,  J.  W.:  Ann.  Allergy  16:128,  1958 


(PARABROMDYUMINE  MALEATE) 


EXTENTABS®  • ELIXIR  • TABLETS 
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Symptomatic 


relief 
. . . plus! 


TETRACYCLINE-ANTIHiSTAMINE’ANAUGESlC  COMPOUND  LEDERLE 


pneumonitis 

adenitis 

sinusitis 

otitis 

bronchitis 


COMBINES : Traditional  components  for  re- 
lief of  the  annoying  symptoms  of  early  upper 
respiratory  infections . . . 

PLU  S : Protection  against  bacterial  compli- 
cations often  associated  with  such  conditions. 


TABLETS  (sugar  coated) 

Each  contains: 

ACHROMYCIN*  Tetracycline  125  mg. 

Phenacetin 120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate 25  mg. 


Bottles  of  24  and  100. 

SYRUP  (lemon-lime  flavored,  caffeine-free) 
Each  5 cc.  teaspoonful  contains: 
ACHROMYCIN*  Tetracycline  equivalent  to 


Tetracycline  HCl  125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate 15  mg. 

Methylparaben  4 mg. 

Propylparaben 1 mg. 

Bottle  of  4 fl.  oz. 


Adult  dosage  for  ACHROCIDIN  Tablets 
and  new  caffeine-free  Syrup  is  two  tablets 
or  teaspoonfuls  of  syrup  three  or  four  times 
daily.  Dosage  for  children  adjusted  accord- 
ing to  age  and  weight. 

Available  on  prescription  only. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Reg.  U.S.  Pat.  Off. 


CHLOROTHIAZI 


BECKER,  IVI.  C.,  Simon,  F.  and  Bernstein,  A.:  J.  Newark  Beth  Israel  Hosp. 

9:58  (January)  1958. 

“On  chlorothiazide  the  response  was  striking  with  . . . improvement  in  cardiac 

status  and  loss  of  toxic  symptomatology One  of  the  most  important  effects 

of  the  potent  oral  diuretic  was  the  smooth  continuous  diuresis.  There  was  less 
fluctuation  in  the  weight . . . marked  diminution  in  the  number  of  acute 
episodes  of  congestive  heart  failure  such  as  paroxysmal  dyspnea  and 

pulmonary  edema [DIURIL]  appeared  as  potent  a diuretic  as  parenteral 

mercurials  and  Indeed  in  some  patients  it  was  effective  when  parenteral 

mercurials  failed We  have  encountered  no  patient  who  once  responsive  to 

chlorothiazide  later  developed  resistance  to  it.” 

DOSAGE:  one  or  two  500  mg.  tablets  diuril  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  l,  Pa.  (S 
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• postoperatively 

• in  pregnancy  when 

vomiting  is  persistent 

• following  neurosurgical 

diagnostic  procedures 

• in  infections,  intra-abdomina! 

disease,  and  carcinomatosis 

• after  nitrogen  mustard  therapy 


for 
nausea 
and  vomiting 


Squibb  Triflupromazine 


• provides  prompt,  potent,  and  long-lasting  control 

• capable  of  depressing  the  gag  reflex 

• effective  in  cases  refractory  to  other  potent  antiemetic  agents 

• may  be  given  intravenously,  intramuscularly  and  orally 

• no  pain  or  irritation  on  injection 


ANTIEMETrC  DOSASE: 

Intravenous : 8 mg.  average  single  dose 
Dosage  range  2-10  mg. 

Intramuscular : 15  mg.  average  single  dose 
Dosage  range  5-15  mg. 

If  subsequent  parenteral  dose  is  needed, 
one-half  the  original  dose  will  usually  suffice 
Oral:  10-20  mg.  initially;  then  10  mg.  t.i.d. 

SUPPLY; 

Parenteral  solution  — 1 cc.  ampuls  (20mg./cc.) 
Oral  tablets  — 10  mg.,  25  mg.,  50  mg., 
in  bottles  of  50  and  500 


Squibb 


Squibb  Quality  — The  Priceless  Ingredient 


'VCSPNIN'®  <t  * IQUItt  TKAOCHARK 


NEW  styling 

for  known  standard 

To  diabetics  and  their  physicians,  Clinitest  means  rapid  and  reliable  urine-sugar  testing- 
standardized  for  accurate  results  every  time.  And  now,  the  new  streamlined  model  (No.  2105) 
gives  your  diabetics  this  standard  test  in  the  best  looking,  most  efficient  form. 

CLINITEST 

BRAND 

uriiie-sygar  analysis  set 


■ functional:  full-view  test  tube 

always  in  place 

• refillable;  takes  either  bottle 

of  36  or  sealed-in-foil  Clinitest 
reagent  tablets 

• attractive:  two-tone,  neutral 

gray  plastic  case 

Model  No.  2105  Clinitest  Urine- 
Sugar  Analysis  Set  contains  everything 
needed  for  accurate  standardized 
testing:  bottle  of  36  Clinitest  Reagent 
Tablets,  test  tube,  unbreakable  dropper, 
color  scale —instruction  sheet,  analysis 
record,  diabetic’s  identification  card 


MODEL  NO.  2105 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


5@7BS 


A desk  is  not  for  sleeping 

That’s  why  so  many  physicians  prescribe 
COMPAZINE^  for  working  patients  and 
others  who  require  a tranquilizing  agent 
which  won’t  impair  their  capacity  to  think 
clearly  and  function  normally. 

For  all-day  (or  all-night)  therapeutic  effect  with  a single  oral  dose:  ‘Compazine’ 
Spansulet  capsules.  Also  available:  Tablets,  Ampuls,  Multiple  dose  vials.  Syrup 
and  Suppositories. 

Smith  Kline  & French  Laboratories,  Philadelphia 

pioneers  in  psychopharmacology 


*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
fT.M.  Reg.  U.S.  Par.  Off.  for  sustained  release  capsules,  S.K.F. 


TRINSICON' 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 


assures  complete  anemia  therapy 

. . . because  it  provides  therapeutic  quantities  of 
all  known  hematinic  factors 


JUST  TWO  PULVULES®  TRINSICON  (DAILY  DOSE)  PROVIDE: 

Special  Liver-Stomach  Concentrate,  Lilly  (containing  Intrinsic  Factor)  . . 300  mg. 

Vitamin  Bu  with  Intrinsic  Factor  Concentrate,  U.S.P 1 U.S.P.  unit(oral) 

Vitamin  Bu  Activity  Concentrate,  N.F 15  meg. 

Ferrous  Sulfate,  Anhydrous 600  mg. 

Ascorbic  Acid  150  mg. 

Folic  Acid 2 mg. 


819063 


HIGHLY  EFFECTIVE  CYCLIC  THERAP\I 


N RLUTIN 

(norethindrone,  Parke-Davis) 

In  gynecological  disorders  amenable  to  progestational  therapy,  clinical 
effects  of  injected  progesterone  can  now  be  produced  by  small  oral  doses 
of  NORLUTIN.  In  amenorrhea,  for  example,  10-20  mg.  daily  for  5 days— 
after  estrogen  priming— will  induce  “...a  prompt  temperature  rise  and 
withdrawal  bleeding  24-72  hours  after  medication  is  stopped.”^ 

CASE  SUMMARY^  Amenorrhea  of  four  years’  duration  in  a 24-year-old  married 
woman.  A course  of  10  mg.  NORLUTIN,  twice  daily  for  five  days,  was  followed 
after  three  days  by  menses.  When  no  spontaneous  menstruation  occurred  during 
the  following  35  days,  this  treatment  was  repeated  and  again  induced  menses. 
U sing  ethisterone,  similar  results  were  unobtainable  in  this  patient. 

INDICATIONS  FOR  NORLUTIN:  Conditions  involving  deficiency  of  progesterone  such 
primary  and  secondary  amenorrhea,  menstrual  irregularity,  functional  uterine  bleeding 
endocrine  infertility,  habitual  abortion,  threatened  abortion,  premenstrual  tension,  and 
dysmenorrhea. 


PACKAGING:  5-mg.  scored  tablets,  bottles  of  30. 


REFERENCES:  (1)  Greenblatt,  R.  H.,  & Jungck,  E.  C.:  J.A.M.A.  166:1461  {Mar.  22)  1958.  (2)  Hertz,  R.] 
Waite,  J.  H.,  & Thomas,  L.  B.:  Proc.  Soc.  Exper.  Biol.  & Med.  91:418,  1956. 


PARKE,  DAVIS  & COMPANY 


DETROIT  32,  MICHIGAN 


BY  MOUTH 


progestational  agent 
with  unexcelled  potency 
liand  unsurpassed  efficacy 


THE  SOUTH  DAKOTA 


JOURNAL  OF  MEDICINE 

AND 

PHARMACY 


JOURNAL  OF  THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION. 
THE  SOUTH  DAKOTA  PHARMACEUTICAL  ASSOCIATION  AND 
THE  SIOUX  VALLEY  MEDICAL  ASSOCIATION 


Volume  XI 


October  1958 


Number  10 


CONTENTS 


MEDICAL  SECTION 

Rupture  of  the  Liver,  A Case  Report 393 

B.  O.  Lindbloom,  M.D.,  Pierre,  South  Dakota 

Respiratory  Diseases  in  Children . 396 

Joseph  R.  Christian,  M.D.,  Chicago,  Illinois 

The  Diagnostic  Significance  of  Vertigo . 399 

Franz  Altmann,  M.D.,  New  York  City,  New  York 

Traumatic  Dislocation  of  the  Hip:  Problems  in  Treatment 402 

C.  Roger  Sullivan,  M.D.,  Rochester,  Minnesota 

President’s  Page 409 

A.  A.  Lampert,  M.D.,  Rapid  City,  South  Dakota 

Council  Meeting 410 

Editorial  Page 413 

Medical  Library  Bookshelf 414 

This  is  Your  Medical  Association 416 

PHARMACY  SECTION 

A History  of  Pharmacy  at  South  Dakota  State  College 418 

Clark  T.  Eidsmoe,  Brookings,  South  Dakota 

Editorial  Page 426 

Recent  Pharmaceutical  Specialties  432 

Pharmacy  News  436 


Entered  as  second-class  matter  January  22,  1948  at  the  post  office  at  Sioux  Falls,  South  Dakota 

under  the  act  of  August  24,  1912 

Published  monthly  by  the  South  Dakota  Medical  Association,  Publication  Office 
300  First  National  Bank  Building,  Sioux  Falls,  South  Dakota 


S.D.J.O.M.  OCTOBER  1958  - ADV. 


why  all  the  fuss 
over  potassium  ? 


i.. 

Many  physicians  will  recall  when  safe  but 
potent  organomercurials  were  first  intro- 
duced. At  the  time  there  was  considerable 
worry  about  possible  potassium  loss.  Pa- 
tients were  instructed  to  take  foods  rich 
in  this  mineral,  and  not  infrequently  potas- 
sium supplements  also  were  advised.  After 
enough  experience  was  gained,  it  became 
evident  that  only  the  exceptional  case  could 
lose  enough  potassium  to  be  concerned 
about.  And  with  oral  organomercurial  diu- 
retics this  was  practically  never  a problem. 

Why  revive  the  subject  now?  Because 
clinical  experience  with  nonmercurial  diuretics  indicates  most  of  them  have  such  a 
specific  effect  on  potassium  that  with  their  use  very  real  problems  must  be  faced.  Enough 
potassium  loss  can  lead  to  digitalis  toxicity  or  to  a classical  overt  hypopotassemia.  Since  a 
fair  percentage  of  cardiacs  who  receive  diuretics  are  also  digitalized,  this  excess  potassium 
excretion  is  clinically  serious.  Clinical  experience  is  still  too  limited  with  some  nonmercurial 
diuretics  to  say  just  how  often  such  loss  will  occur— but  warnings  already  have  been 
sounded  by  some  clinical  investigators  as  to  the  need  for  potassium  supplementation. 

Experience  in  many  patients,  for  many  years,  demonstrates  that  potassium  loss  is  never 
a problem  when  neohydrin®  is  the  oral  diuretic.  And  there  is  no  refractoriness  to  this 
effective  oral  organomercurial. 
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FOR  FLAGELLATE  AND  FUNGAL  VAGINITIS 


Floraquin® 


Destroys  Common  Vaginal  Pathogens; 
Rebuilds  Normal  Bacterial  Barrier 


Whenever  a woman  complains  of  vaginal  dis- 
charge with  pruritus,  a trichomonal  infection^ 
must  be  suspected.  Moniliasis,  the  second  most 
frequent  cause^  of  leukorrhea,  often  occurs®  in 
conjunction  with  diabetes  mellitus,  pregnancy 
and  estrogen  or  broad  spectrum  antibiotic  ther- 
apy. Commonly  used  douches  wash  away  nor- 
mal acid  secretions  and  protective  Doderlein 
bacilli,  thus  tending  to  aggravate  the  problem. 

Floraquin,  containing  Diodoquin®  (diiodo- 
hydroxyquin,  U.S.P.),  eliminates  infection  and 
provides  boric  acid  and  sugar  to  restore  the 
acidic  pH  which  favors  replacement  of  patho- 
gens by  normal  Doderlein  bacilli.  The  danger 
of  recurrence  is  thus  minimized. 

Pitt  reports®  consistently  good  results  after 
daily  vaginal  insufflation  of  Floraquin  powder 
for  three  to  five  days,  followed  by  acid  douches 
and  the  daily  insertion  of  Floraquin  vaginal  tab- 
lets throughout  one  or  two  menstrual  cycles. 


Intravaginal  Applicator  for  Improved 
Treatment  of  Vaginitis-— 

This  smooth,  unbreakable,  plastic  plunger  de- 
vice is  designed  for  simplified  insertion  of  Flora- 
quin tablets  by  the  patient;  it  places  tablets  in 
the  fornices  and  thus  assures  coating  of  the 
entire  vaginal  mucosa  as  the  tablets  disintegrate. 
A Floraquin  applicator  is  supplied  with  each 
box  of  50  tablets. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Re- 
search in  the  Service  of  Medicine. 


1.  Davis,  C.  H.;  Trichomonas  Vaginalis  Infections:  A 
Clinical  and  Experimental  Study,  J.A.M.A.  157:126 
(Jan.  8)  1955. 

2.  Pitt,  M.  B.:  Leukorrhea,  Causes  and  Management, 
J.M.A.  Alabama  25:182  (Feb.)  1956. 

3.  Lang,  W.  R.:  Recent  Advances  in  Vaginitis,  Phila- 
delphia Med.  5i.T494  (June  15)  1956. 
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Dor^  DocM.  - 

"■to  takb  Mom.  uoijJi  oton.  inJldiCM ! 


On  vacation  — at  the  beach  — on  the  golf  course  — or  garden- 
ing in  your  own  back  yard,  sunburn,  insect  bites,  cuts  and 
abrasions  are  all  part  of  the  summer  picture. 

A handy  tube  of  Xylocaine  Ointment  means  prompt  relief  of 
pain,  itching  and  burning  for  your  patients.  After  you’ve  seen 
to  your  patients’  comfort,  remember  that  tube  of  Xylocaine 
Ointment  for  yourself. 

Just  write  "Xylocaine  Ointment’’  on  your  Rx  blank  or  letter- 
head, and  we  will  send  a supply  for  you  and  your  family. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


XYI-OCAINE®  OINTMENT 

(brand  of  lidocaine*) 

2.5%  8e  5% 


SURFACE  ANESTHETIC 


SEE 


U.  S.  Pat.  No.  2,441,498  Made  in  U.  S.  A. 


When 

/ 


the  bronchial  tree 
has  too  much  “bark” 


make  cough  MORE  PRODUCTIVE, 
LESS  DESTRUCTIVE 


“Significantly  superior” 2 cough  therapy  for  “markedly” 
reducing  the  severity  and  frequency  of  coughing, ^ for 
increasing  respiratory  tract  fluid, 1 for  making  sputum 
easier  to  raise, 3 and  for  relieving  respiratory  discomfort.^ 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Efhical  Pharmaceuficals  of  Merit  since  J878 


References: 

1.  Blanchard,  K.,  and  Ford,  R.  A.: 
Clin.  Med.  3:961,  1956.  2.  Cass,  L J., 
and  Frederik,  W.  S.:  2:844,  1951. 
3.  Hayes,  R.  W.,  and  Jacobs,  L.  S.: 
Dis.  Chest  30:441,  1956.  4.  Schwartz, 
E.,  Levin,  L.,  Leibowitz,  M.,  and 
McGinn,  J.  P.:  Am.  Pract.  & Digest 
Treat.  7:585,  1956. 


Glyceryl  guaiacolate  100  mg.  and  desoxyephedrine  hydrochloride  1 mg.  per  5 cc. 


ROBITUSSINA- 


Robitussin  with  Antihistamine  and  Codeine:  Same  formula  as  Robitussin^  plus 
prophenpyridamine  maleate  7.5  mg.  and  codeine  phosphate  10  mg.  per  5 cc.  (Exempt  narcotic) 


DIRECTORY 

THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
Organized  1882  300  First  Nat’l  Bank  Bldg. 

Sioux  Falls,  South  Dakota 
OFFICERS,  1958-1959 
President 

A.  A.  Lampert,  M.D Rapid  City 

President-Elect 

R.  A.  Buchanan,  M.D - Huron 

Secretary-Treasurer 

A.  P.  Reding,  M.D - Marion 

Vice  President 

C.  R.  Stoltz,  M.D - Watertown 

AMA  Delegate 

A.  A.  Lampert,  M.D.  — Rapid  City 

Alternate  Delegate  to  AMA 

A.  P.  Reding,  M.D.  Marion 

Chairman  of  the  Council 

T.  H.  Sattler,  M.D Yankton 

Speaker  of  the  House 

Magnl  Davidson,  M.D Brookings 

Councilor-at-Large 

M.  M.  Morrissey,  M.D.  - — Pierre 

COUNCILORS 
First  District  (Aberdeen) 

P.  V.  McCarthy,  M.D.  (1959)  Aberdeen 

Second  District  (Watertown) 

J.  J.  Stransky,  M.D.  (1959)  — Watertown 

Third  District  (Brookings-Mudison) 

M.  C.  Tank,  M.D.  (1960)  Brookings 

Fourth  District  (Pierre) 

L.  C.  Askwig,  M.D.  (1959)  Pierre 

Fifth  District  (Huron) 

Paul  Hohm,  M.D.  (1960)  .....Huron 

Sixth  District  (Mitchell) 

P.  P.  Brogdon,  M.D.  (1960)  Mitchell 

Seventh  District  (Sioux  Falls) 

C.  J.  McDonald,  M.D.  (1960)  Sioux  Falls 

Eighth  District  (Yankton) 

T.  H.  Sattler,  M.D.  (1959)  Yankton 

Ninth  District  (Black  Hills) 

J.  D.  Bailey,  M.D.  (1961)  Rapid  City 

Tenth  District  (Rosebud) 

R.  H.  Hayes,  M.D.  (1961)  Winner 

Eleventh  District  (Northwest) 

H.  E.  Lowe,  M.D.  (1961)  Mobridge 

Twelfth  District  (Whetstone) 

E.  A.  Johnson,  M.D.  (1961)  Milbank 

STANDING  COMMITTEES  — 1958-1959 
Scientific  Work 

A.  A.  Lampert,  M.D — — Rapid  City 

R.  A.  Buchanan,  M.D — Huron 

A.  P.  Reding,  M.D Marion 

C.  R.  Stoltz,  M.D - Watertown 

Legislation 

H.  Russell  Brown,  M.D.,  Chr.  (1960)  Watertown 

R.  E.  Van  Demark,  M.D.  (1959)  Sioux  Falls 

E.  T.  Ruud,  M.D.  (1959)  Rapid  City 

Paul  Bunker,  M.D.  (1960)  Aberdeen 

C.  L.  Swanson,  M.D.  (1961)  Pierre 

H.  R.  Lewis,  M.D.  (1961)  - Mitchell 

Publications 

R.  E.  Van  Demark,  M.D.,  Chr.  (1961)  Sioux  Falls 

T.  H.  Sattler,  M.D.  (1959)  .Yankton 

Robert  Rank,  M.D.  (1960)  Aberdeen 

Medical  Defense 

A.  P.  Reding,  M.D.,  Chr.  (1961)  Marion 

L.  J.  Pankow,  M.D.  (1959)  Sioux  Falls 

D.  R.  Mabee,  M.D.  (1960)  - ....Mitchell 

Medical  School  Affairs 
Medical  Education  and  Hospitals 

C.  B.  McVay,  M.D.,  Chr.  (1960)  Yankton 

R.  C.  Jahraus,  M.D.  (1960)  Pierre 

Ronald  Price,  M.D.  (1961)  Armour 

Warren  Jones,  M.D.  (1961)  Sioux  Falls 

W.  H.  Saxton,  M.D.  (1959)  Huron 

F.  R.  Williams,  M.D.  (1959)  ....Rapid  City 

Medical  Economics 

M.  Davidson,  M.D.,  Chr.  (1961)  Brookings 

Abner  Willen,  M.D.  (1959)  Clark 

R.  H.  Hayes,  M.D.  (1960)  Winner 

Necrology 

J.  T.  Cowan,  M.D.,  Chr.  (1959)  Pierre 

J.  C.  Murphy,  M.D.  (1960)  Murdo 

L.  L.  Parke,  M.D.  (1961)  Canton 

Public  Health 

R.  K.  Rank,  M.D.,  Chr.  (1959)  

N.  E.  Wessman,  M.D.  (1960)  

T.  E.  Mead,  M.D.  (1961)  

Cancer 

P.  V.  McCarthy,  M.D.,  Chr.  (1960)  

J.  V.  McGreevy,  M.D.  (1959)  

G.  F.  McIntosh,  M.D.  (1961)  

Tuberculosis 

W.  L.  Meyer.  M.D.,  Chr.  (1960)  

Saul  Friefeld,  M.D.  (1959)  

R.  J.  Bareis,  M.D.  

Maternal  & Child  Welfare 
Brooks  Ranney,  M.D.,  Chr.  (1959)  

L.  W.  Tobin,  M.D.  (1961)  

W.  A.  Anderson,  M.D.  (1960)  

Diabetes 

E.  W.  Sanderson,  M.D.,  Chr.  (1961) 

M.  E.  Sanders,  M.D.  (1959)  

Clifford  Gryte,  M.D.  (I960)  


Executive  Committee 

A.  A.  Lampert,  M.D.,  Chr.  Rapid  City 

M.  M.  Morrissey,  M.D.  Pierre 

R.  A.  Buchanan,  M.D.  Huron 

C.  R.  Stoltz,  M.D Watertown 

A.  P.  Reding,  M.D ...Marion 

Magni  Davidson,  M.D Brookings 

Grievance  Committee 

L.  J.  Pankow,  M.D.,  Chr.  (1962)  Sioux  Falls 

D.  A.  Gregory,  M.D.  (1959)  Milbank 

A.  W.  Spiry,  M.D.  (1960)  Mobridge 

D.  S.  Baughman,  M.D.  (1961)  Madison 

A.  P.  Peeke,  M.D.  (1963)  Volga 

Mental  Health 

E.  S.  Watson,  M.D.,  Chr.  (1961)  Brookings 

George  Smith,  M.D.  (1960)  , Sioux  Falls 

R.  C.  Knowles,  M.D.  (1959)  Sioux  Falls 

H.  E.  Davidson,  M.D.  (1959)  Lead 

C.  G.  Baker,  M.D.  (1960)  .Yankton 

R.  E.  Cooper,  M.D.  (1961)  Rapid  City 

Benevolent  Fund 

W.  E.  Donahoe,  M.D.,  Chr.  (1960)  Sioux  Falls 

J.  C.  Hagin,  M.D.  (1961)  ...Miller 

F.  C.  Totten,  M.D.  (1959)  Lemmon 

Rheumatic  Fever  and  Heart  Disease 
J.  Argabrite,  M.D.,  Chr.  (1961)  .t.Watertown 

B.  T.  Lenz,  M.D.  (1959)  Huron 

H.  W.  Farrell,  M.D.  (1960)  ..Sioux  Falls 

SPECIAL  COMMITTEES 
Radio  Broadcasts  and  Telecasts  Committee 

J.  J.  Stransky,  M.D.,  Chr Watertown 

J.  P.  Steele,  M.D Yankton 

J.  C.  Rodine,  M.D.  Aberdeen 

Robert  Olson.  M.D.  Sioux  Falls 

R.  A.  Boyce,  M.D Rapid  City 

F.  D.  Leigh,  M.D Huron 

S.  B.  Simon,  M.D , Pierre 

American  Medical 
Education  Foundation 

A.  P.  Reding,  M.D.,  Chr Marion 

B.  F.  King,  M.D.  Aberdeen 

O.  J.  Mabee,  M.D.  Mitchell 

H.  L.  Saylor,  Jr.,  M.D.  Huron 

S.  F.  Sherrill,  M.D ._....Belle  Fourche 

Editorial 

R.  E.  Van  Demark,  M.D Sioux  Falls 

G.  S.  Paulson,  M.D J Rapid  City 

Harold  Lowe,  M.D Mobridge 

H.  R.  Wold,  M.D Madison 

T.  W.  Reul,  M.D Watertown 

Mary  Price,  M.D Armour 

Amos  Michael,  M.D Vermillion 

H.  B.  Munson,  M.D Rapid  City 

R.  F.  Thompson,  M.D Yankton 

Medical  Licensure 

Magni  Davidson,  M.D.,  Chr Brookings 

D.  L.  Kegaries,  M.D.  ..  Rapid  City 

C.  E.  Kemper,  M.D Viborg 

Veterans  Administration  and  Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr.  Pierre 

M.  R.  Gelber,  M.D Aberdeen 

G.  H.  Steele,  M.D Aberdeen 

T.  J.  Billion,  M.D ...Sioux  Falls 

Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D.  Vermillion 

Prepayment  and  Insurance  Plans 

C.  J.  McDonald,  M.D.,  Chr.  Sioux  Falls 

D.  H.  Breit,  M.D.  Sioux  Falls 

Paul  Hohm,  M.D.  Huron 

E.  A.  Johnson,  M.D Milbank 

A.  A.  Lampert,  M.D.  Rapid  City 

Robert  Monk,  M.D Yankton 

Roscoe  Dean,  M.D Wessington  Springs 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.,  Chr Volga 

G.  J.  Bloemendaal,  M.D.  Ipswich 

E.  F.  Kalda,  M.D ...Platte 

Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr.  Madison 

C.  L.  Vogele,  M.D.  Aberdeen 

D.  J.  Buchanan  ...Huron 

Workmen’s  Compensation 

J.  N.  Hamm,  M.D.,  Chr Sturgis 

H.  R.  Lewis,  M.D Mitchell 

R.  Giebink,  M.D Sioux  Falls 

Clinical  Pathology  Committee 

W.  A.  Geib,  M.D.,  Chr Rapid  City 

R.  L.  Carefoot,  M.D.  Huron 

A.  K.  Myrabo,  M.D.  Sioux  Falls 


Aberdeen 

-Sioux  Falls 
Spearfish 


_...  Aberdeen 
..Sioux  Falls 
Eureka 


Sanator 

.....Brookings 
...Rapid  City 

Yankton 

Mitchell 

..Sioux  Falls 

..Sioux  Falls 

...Redfield 

Huron 


Rehabilitation  Committee 

H.  L.  Ahrlin,  M.D.,  Chr 

R.  E.  Van  Demark,  M.D 

Paul  Bunker,  M.D 

D.  Hillan,  M.D 

Wm.  Church,  M.D. 


Press  Radio  Committee 

Steve  Brzica,  M.D 

F.  D.  Leigh,  M.D 

E.  A.  Rudolph,  M.D 

Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr.  

A.  P.  Peeke,  M.D 

H.  Russell  Brown,  M.D 

R.  A.  Boyce,  M.D.  

P.  V.  McCarthy,  M.D 

E.  J.  Perry,  M.D 

R.  F.  Hubner,  M.D.  

C.  A.  Johnson,  M.D. 


(Continued  on  Page  28) 


- Rapid  City 
..Sioux  Falls 

Aberdeen 

Madison 

-Sioux  Falls 


-Sioux  Falls 

Huron 

Aberdeen 


..Huron 

..Volga 


-Watertown 
-Rapid  City 

Aberdeen 

Redfield 

Yankton 

Lemmon 


remarkable  effectiveness 
against  the  cocci- 
plus  a safety  record 
unmatched  in  systemic 
antibiotic  therapy 


Now,  after  more  than  six  years  of  extensive 
use,  there  has  not  been  a single  serious 
reaction  to  ERYTHROCiN.  Additionally,  the 
often-met  problem  of  resistance  has  re- 
mained unusually  low  with  ERYTHROCIN. 

Therapeutically,  you’ll  find  ERYTHROCIN 
highly  effective  against  the  majority  of  coc- 
ca!  organisms.  Where  severe  viral  attacks 
occur,  ERYTHROCIN  may  well  be  the  wea- 
pon to  counteract  those 
dangerous  complications. 


QMxstt 


the  levels  of 


Now.  IN  BOTH  FiLMTAB  AND  ORAL  SOLUTION,  patients 
get  high  penicillin  V blood  levels  with  Compocillin- 
VK.  Note  the  chart.  Concentrations  are  three  times 
higher  than  an  equivalent  dose  of  potassium  peni- 
cillin G. 

Compocillin-VK  is  indicated  whenever  you  desire 
oral  penicillin  therapy.  In  severe  infections,  oral 
penicillin  should  be  supplemented  by  parenteral 
therapy  to  obtain  the-maximum  therapeutic 
response. 

Indications: 

Against  all  organisms  sensitive  to  oral  penicillin 
therapy.  For  prophylaxis  and  treatment  of  complica- 
tions in  viral  conditions.  And  as  a prophylaxis  in 
rheumatic  fever  and  rheumatic  heart  disease. 

Dosage: 

Depending  on  the  severity  of  the  infection,  the  usuai 
adult  dose  is  125  to  250  mg.  (200,000  to  400,000  units) 


every  four  to  six  hours.  For  children,  dosage  may  be 
reduced  in  proportion  to  body  weight. 

Supplied : 

In  Filmtabs,  representing  125  mg.  (200,000  units)  of 
potassium  penicillin  V,  bottles  of  50  and  100.  In  250 
mg.  (400,000  units),  bottles  of  25  and  100. 

For  Oral  Solution,  Compocillin-VK  comes  in  dry 
granules  for  easy  reconstitution  with  water.  Cherry- 
flavored,  the  granules  come  in  40-cc.  and  80-cc. 
bottles.  Each  5-cc.  teaspoon  of  solution  represents 
125  mg.  (200,000  units)  of  potassium  penicillin  V. 


CoMPOCiLLiN-V®  Oral  Suspension  (Ready-Mixed), 
Hydrabamine  Penicillin  V,  Abbott,  comes  in  40-cc. 
and  80-cc.  bottles.  Each  tasty,  banana-flavored  5-cc. 
teaspoonful  represents  180  mg.  (300,000^  « „ 
units)  of  penicillin  V.  At  ali  pharmacies.  (JJMjott 


indications: 

Against  a wide  range  of  staphylococcal, 
streptococcal,  pneumococcal  and 
enterococcal  infections.  A drug  of  choice 
for  treating  serious  infections  caused  by 
organisms  that  resist  all  other  antibiotics. 

dosage: 

Administered  intravenously.  In  pneumo- 
coccal, streptococcal  and  enterococcal 
infections,  a dosage  of  25  mg. /Kg.  will 
usually  be  adequate.  Majority  of  staphy- 
lococcal infections  will  be  controlled  by 
25  to  50  mg. /Kg.  per  day.  It  is  recom- 
mended thatthedaily  dosages  be  divided 
into  two  or  three  equal  parts  at  eight-or 
12-hour  intervals. 

supplied: 

In  vials  containing  a sterile,  lyophilized 
powder,  representing  500  mg.  of  risto- 
cetin A activity. 


SPONTIN 

(RISTOCETIN,  ABBOTT) 


•09)99 


provides  bactericidal  action 
against  coccai  infections 

provides  successful  short-term  therapy 
against  endocarditis^ 

provides  clinical  effectiveness  against 
resistant  staphylococci  and  enterococci^ 

Now,  after  almost  a year,  SPONTIN  has  proved 
to  be  an  exceptionally  valuable  agent  for  treating 
serious  coccai  infections. 

Some  of  the  outstanding  clinical  responses 
to  SPONTIN  therapy  involved  enterococcal  en- 
docarditis, staphylococcal  pneumonias  and 
staphylococcal  bacteremias.  These  were  patients 
who  were  going  downhill  steadily-— in  spite  of 
treatment  by  other  antibiotics. 

Results,  of  course,  were  not  always  good. 
Sometimes,  the  patient  was  treated  with 
SPONTIN  too  late.  Occasionally,  there  were  side 
effects  and  SPONTIN  had  to  be  withdrawn.  But 
generally,  SPONTIN  proved  extremely  useful  and 
many  times— lifesaving.  Be  sure  Q 0 44. 

your  hospital  has  it  stocked.  vAiJUXMX 

1,  Antibiotics  Annual,  1956* '57,  p.  706, 

2.  Antibiotics  Annual,  1957- '58,  p.  180-7, 


an  important  lifesaving  antibiotic 
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Please  use  this  coupon  for  ordering: 


Medical  Department 

Com  Products  Refining  Company 

17  Battery  Place 

New  York  4,  New  York 

Please  send  me  a free  copy  of  your  latest  refer- 
ence book,  “Unsaturated  Fats  and  Serum 
Cholesterol.” 


NAME- 


ADDRESS. 


CITY. 


.ZONE. 


.STATE. 


Technical  Pannphlet,  "Facts  about  MAZOLA  Corn  Oil," 
also  available.  Provides  technical  information  on  chemi- 
cal and  physical  properties.  Check  here  if  you  wish  a 
copy  of  this  pamphlet...  [~| 


CORN  PRODUCTS  REFINING  COMPANY 


”Unsaturated  Fats 
and 

Serum  Cholesterol” 

A review  of  the  latest  concepts  and 
results  of  current  research 


This  new  book  contains  the  most  up-to-date 
bibliography  of  current  research  on:  1.  The 
origin  and  behavior  of  cholesterol  in  the  human 
body;  2.  The  effect  of  different  dietary  fats  on 
serum  cholesterol  levels;  3.  The  nature  of  the 
active  components  in  vegetable  oils;  and  4.  Sug- 
gestions for  practical  diets. 

Now  ready  for  distribution  to  Physicians  by 
the  makers  of  MAZOLA  Corn  Oil,  this  book 
supplements  the  1957  monograph,  “Vegetable 
Oils  in  Nutrition”  and  provides  a broader  cover- 
age of  this  important  subject. 

As  a regular  part  of  daily  meals 

MAZOLA®  CORN  OIL 

can  be  used  for 

control  of  Serum  Cholesterol  levels 

MAZOLA  CORN  OIL  . . . the  only  leading  oil 
made  from  golden  corn,  is  rich  in  the  important 
unsaturated  fatty  acids— When  an  adequate 
amount  of  Mazola  is  part  of  the  daily  meals, 
elevated  serum  cholesterol  levels  tend  to  be 
lowered  . . . normal  levels  tend  to  stay  level . . . 

MAZOLA  CORN  OIL  is  a natural  food,  and 
cholesterol  free,  can  easily  be  included  as  part 
of  the  every  day  meals  . . . simply  and  without 
seriously  disturbing  the  patient’s  usual  eating 
habits ...  in  salads,  baking  and  other  cooking 
processes. 


Each  TABLESPOONFUL  of 
MAZOLA 

Provides  approximately: 

LINOLEIC  ACID 7.4  Gm. 

Sitosterols 130.0  tng. 

Natural  tocopherols 15.0  mg. 

Cholesterol. 0 

Weight 14  @m.  Calories 126 

Total  unsaturated  Fatty  Acids— 85% 

TYPICAL  AMOUNTS  PER  DIET 

For  a 3600  calorie  diet 3 Tbsp. 

For  a 3000  calorie  diet 2.S  Tbsp. 

For  a 2000  calorie  diet 15  Tbsp. 
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A versatile,  well-balanced  formula  for  treating  common 
upper  respiratory  infections,  particularly  during  respira- 
tory epidemics;  when  bacterial  complications  are  ob- 
served or  are  likely;  when  patient’s  history  is  positive 
for  recurrent  otitic,  pulmonary,  nephritic,  or  rheumatic 
involvement. 


TABLETS  (sugar  coated) 
Each  Tablet  contains: 

Achromycin®  Tetracycline 

Phenacetin 

Caffeine  

Salicylamide  

Chlorothen  Citrate 


125  mg. 
120  mg. 
30  mg. 
150  mg. 
25  mg. 


multifarious  sequelae 


Bottles  of  24  and  100. 


SYRUP  (lemon-lime  flavored) 

Each  teaspoonful  (5  cc.)  contains: 

Achromycin®  Tetracycline 

equivalent  to  tetracycline  HCl 125  mg 

Phenacetin  120  mg 

Salicylamide  150  mg 

Ascorbic  Acid  (C)  25  mg 

Pyrilamine  Maleate  15  mg 

Methylparaben  - 4 mg 

Propylparaben  1 mg 

Bottle  of  4 oz. 


Checks  Symptoms:  Includes  traditional  components  for 
rapid  relief  of  the  traditional  nonspecific  nasopharyn- 
gitis, symptoms  of  malaise,  chilly  sensations,  inconstant 
low-grade  fever,  headache,  muscular  pain,  pharyngeal 
and  nasal  discharge. 


Available  on  prescription  only. 


Adult  dosage  for  Achrocidin  Tablets  and  new  caffeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 


lederle  laboratories,  a cwision  of  American  cyanamid  company,  Pearl  River,  New  York 
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These  flavor  tips  keep  the  taste  in  when 
you  take  the  fat  out  of  your  patient’s  diet 


The  Low-Fat 
Low-Cholesterol  Diet 


—and  with  your 
, . r t consent,  a glass 
of  beer  for  a 
mcrale-booster 


• Cranberry  and  tomato  sauce  pinch-hit  for 
gravy.  Herbs  and  spices  lend  a fine  aroma  to 
meats  and  vegetables.  Chicken  can  be  basted 
with  lemon  or  orange  juice.  Meat  loaf  may  sport 
a gay  cap  of  whole-cranberry  sauce  while  “sur- 
prise” hamburgers  can  hide  a slice  of  pickle  or 
onion  sealed  between  two  thin  patties.  And 
kabobs  can  add  something  different. 


On  green  salads,  cottage  cheese  thinned  with 
lemon  juice  makes  the  dressing.  For  dessert, 
angel  cake  goes  nicely  under  fruits — skim  rmlk 
powder  makes  the  “whipped  cream.” 

And  with  a glass  of  beer* — at  your  discretion 
— your  patient  will  find  his  diet  interesting  and 
ample  without  straying  from  your  instructions. 

*Fat — 0;  Calories  104/8  oz.  glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

If  you'di  ike  reprints  ofthis  and  11  other  dietary  suggestions,  please  write  United  States  Brewer:  Foundation,  535  Filth  Avenue,  New  York  17,  N.  Y. 


Comments  by  investigators  on 


—the  remarkably  efficient  skeletal  muscle  relaxant. 


unique  in  chemical  formulation,  and  outstanding  for 
sustained  action  and  relative  freedom  from  adverse 
side  effects. 


PUBLISHED  REFERENCES:  1.  Carpenter.  E.  B.J  Southern  Medical  Journal  51:627,  1958. 
2.  Forsyth.  H.  F.:  J.A.M.A.  167:163,  1958.  3.  Little,  J.  M.,  and  Truitt,  E.  B..  Jr.s  J.  Pharm. 
& Exper.  Therap.  119:161,  1957.  4,  Morgan,  A.  M..  Truitt,  E.  B..  Jr,,  and  Little,  J.  M.:  J. 
Am.  Pharm.  Assn.,  Scl.  Ed.  46:374,  1957.  S.  O’Doherty,  D.  S.,  and  Shields.  C.  D.:  J.A.M.A. 
167:160,  1968.  6.  Park.  H.  W.:  J.A.M.A.  167:168,  1958,  7.  Truitt,  E.  B.,  Jr.,  and  Patterson, 
R.  B..  Proc.  Soc.  Exper.  Bio.  & Med.  95:422,  1957.  8.  Truitt,  E.  B..  Jr.,  Patterson,  R.  B., 
Morgan,  A.  M.*  and  Little,  J,  M.:  J.  Pharm.  & Exper.  Therap.  119:189,  1957. 

Supply;  Tablets  (white,  scored),  0.5  Gm.,  bottles  of  50  and  500. 


THE  JOURNAL 


"In  the  author's  clinical  experi- 
ence, niethocarbamol  has  af- 
forded greater  relief  of  muscle 
spasm  and  pain  for  a longer 
period  of  time  without  undesir- 
able. side  effects  or  toxic  reac- 
tions than  any  other  commonly 
used  reloxants  . . 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Vo. 

ethical  Pharmaceuticals  of  Merit  since  1B78 


Summary  of  four  new  published  clinical  studies: 

Robaxin  Beneficial  in  95.6%  of  Cases  of  Acute  Skeietal  Muscle  Spasm  « 


CONDITION 

NO.  1 

PATIENTS  1 

RESPON! 

>E 

STUDY  I* 

Skeletal  muscle 
spasm  secondary  ta 

“marked” 

moderate 

slight 

none 

acute  trauma 

STUDY  2^ 

33 

26 

'‘pronounced" 

6 

1 

“ 

Herniated  disc 

39 

25 

13 

— 

1 

Ligamentous  strains 

8 

4 

4 



— 

Torticollis 

3 

3 

— 

— 

Whiplash  injury 
Contusions, 
fractures,  and 
muscle  soreness 

3 

2 

1 

due  to  accidents 

STUDY  3® 

5 

3 

"excellent'' 

2 

— 

— 

Herniated  disc 

8 

6 

2 





Acute  fibromyositis 

8 

8 

- - 

- 

— 

Torticollis 

STUDY  4® 

Pyramidal  tract 
and  acute  myalgic 

1 

“significant'’ 

1 

disorders 

30 

27 

— 

2 

1 ^ 

1 

TOTALS 

138 

104 

(75.3%) 

28 

(20.3%) 

4 

2 

"An  excellent  result,  following 
methocarbamol  administration, 
was  obtained  in  all  patients  with 
acute  skeletal  muscle  spasm. 


"In  no  instance  was  there  any 
significant  reduction  in  voluntary 
strength  or  intensity  of  simple 
reflexes."® 


"This  study  has  demonstrated 
that  methocarbamol  (Robaxin)  Is 
a superior  sketetal  muscle  relax- 
ant in  acute  orthopedic  condi- 
tions."* 
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• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women—especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (SumycinJ  and  Nystatin  (Mycostatln)  Sumycin  plus  Mycostatln 

for  practical  purposes,  Mysteclin-V  is  sodium-free 


for  “built-in"  safety,  Mysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


Cap8itl€8  (250  mg./250.000  u.).  bottles 
of  16  and  100.  Hali-Strength  CapstUeB 
(125  mg./125,000  u.),  bottles  of  16 
and  100.  Suspension  (125  m?./125,000 
u.),  2 oz.  bottles.  Pediatric  Drops  (lOO 
mg./lOO.OOO  u.),  10  cc.  dropper  bottles. 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


25  PATIENTS  ON 

TETRACYCLINE  ALONE 

25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 

Before  therapy 

After  seven  days 
of  therapy 

Before  therapy 

After  seven  days 
of  therapy 

^ # 

4k.  • » ® 9 

m mm  m 

9 9 9 9® 

'■9  mm  ® m 

m mm  m m 

9 9 9 9 9 

9 9 9 9 9 

m mm  m m 

m mm  m m 

3 9 9 9 9 

9 9 9 9 9 

m mm  m ® 

• ••09 

^ 9 - w 9 

9 9999 

9 9 9 9 9 

9 9 9 9 9 

9 9 9 9 9 

Monilial  overgrowth  (rectal  swab)  ^ None  ^ Scanty  ^ Heavy 

Childs,  A.  J.:  British  M.  J.  1:660  1956. 


'MVSTCCLlN.  e 'MrCOSTATIH-,*  At 


TDAOEHARKS 
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now— an  antibiotic  troche  that 


The  cough  control  provided  by  homarylamine  (a  non-narcotic  antitussive) 
approximates  that  of  codeine. 

Three  antibiotics  (bacitracin,  tyrothricin,  neomycin)  act  in  combination 
against  a wide  variety  of  pathogens— with  little  danger  of  side  reactions. 

The  anesthetic-analgesic  effect  of  benzocaine  brings  soothing  relief  to  in- 
flamed tissues  of  mouth  and  throat. 

Pentazets  now  extend  the  therapeutic  usefulness  of  convenient  troche 
medication.  Each  pleasant-tasting  Pentazets  troche  acts  promptly  against 
the  most  bothersome  aspects  of  mouth  and  throat  irritations. 

PRESCRIBE 

jPentazets 

antitussive— antibiotic  -anesthetic-analgesic  troches 


Dosage:  Three  to  5 troches  daily  for  3 to  6 days. 
Supplied:  In  vials  of  12. 

Pentazets  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

division  of  MERCK  & CO..  Inc.,  PHILADELPHIA  1,  PA. 
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PREVENT 

both  cause  and  fear  of 

ANGINA 

Miltrate’ 

NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 

prolonged  relief  from  sustained  coronary 

anxiety  and  tension  with  vasodilation  with 

MILTOWN^  4* 

The  original  meprobamate,  pentaerythritol  tetranitrate 

discovered  and  introduced  a leading, 

by  Wallace  Laboratories  long-acting  nitrate 

“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously,”^ 

The  addition  of  Miltown  to  PETN,  as  in  Miltrate, . .appears  to  be  more  effective 
than  [petn]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”^ 

Miltrate  is  recommended  for  prevention  of  angina  attacks,  not  Jor  relief  of  acute  attacks. 
Supplied;  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg,  Miltown  -f  10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  and  literature,  write  Dept.  56A 

1. Friedlander,  H,  S.:  The  role  of  ataraxics  in  cardiology.  Am.  J.  Card.  \:395,  March  1958. 

2.  Shapiro,  S,:  Observations  on  the  use  of  meprobamate  in  cardiovascular  disorders.  Angiology  8;504»  Dec.  2957. 

lS>^WALLACE  LABORATORIES,  New  Brunswick.  N.  J. 


proven 

safety 

for 

long-term 

use 
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NOW!  THE  SHEER  ALL-NYLON  STOCKING 
THAT  SUPPORTS  WITHOUT  USING  RUBBER! 


Recent  clinical  research  demonstrated  the  excel- 
lent value  of  Supp-hose  for  leg  fatigue,  and  mild 
disorders  where  heavy  surgical  stockings  are 
not  prescribed.  The  advantage  of  Supp-hose  is 
that  it  looks  just  like  any  sheer  nylon  stocking, 
thus  it  overcomes  one  of  the  main  objections  of 
the  patient  concerned  about  her  appearance. 

so  MANY  WOMEN  COMPLAIN  ABOUT  LEG  FATIGUE! 

As  you  know,  expectant  mothers,  housewives, 
working  women,  and  women  with  mild  varico- 
sities all  complain  about  discomfort  of  the 
extremities.  Supp-hose  eases  this  leg  fatigue  and 


gives  gentle  suppoi't  all  day  long.  Yet  Supp-hose 
contains  no  rubber!  Every  stitch  is  fine  nylon 
with  a special  twist  that  provides  an  elastic 
quality. 

A VERY  ECONOMICAL  STOCKING! 

Patented  Supp-hose  costs  a woman  just  one- 
third  what  she  usually  pays  for  heavier  surgical 
stockings.  And  wear  tests  indicate  Supp-hose 
should  give  five  times  the  wear  of  ordinary 
nylons.  Supp-hose  is  available  in  proportioned 
sizes  in  beige,  natural  and  white.  At  drug  and 
department  stores. 


KAYSER-ROTH  HOSIERY  COMPANY.  Inc.,  200  Madison  Avenue.  N.  Y.  16,  N.  Y.  Sold  in  Canada, 


s 


I- 

i;- 

fc; 


I- 


r. 


essential  ally  of  the  doctor 
in  relieving  anxiety,  tension 


‘Trilaf 


an  agent  of  choice  in  treating  tension  an^rycr^‘ 


• effective  without  somnolence 

• allows  the  patient  to  continue  his  normal  activities 

Trilafon  Tablets  — ! mg.  and  4 mg.;  bottles  of  50  and  500. 

Trilafon  Repetabs,®  4 mg.  for  prompt  effect 

in  the  outer  layer  and  4 mg.  for  prolonged  action  in  the 

timed-action  inner  core;  bottles  of  30  and  100. 

For  complete  details  on  Trilafon  consult  Sobering  literature 

(1)  Marangoni,  B.  A.:  Am.  Pract.  & Digest  Treat.  S;1959,  1957. 


SCHERING  CORPORATION  * BLOOMFIELD,  NEW  JERSEY 


perphenazine 


Tft.J-2698 
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. . . without  the  necessity  of  dietary  restrictions 


'Cytellin’  provides  the  most  rational 
and  practical  therapy  available. 
Without  any  dietary  adjustments, 
it  lowers  elevated  serum  cholesterol 
concentrations  in  most  patients. 

In  a number  of  studies,  every 
patient  who  co-operated  obtained 
good  results  from  'Cytellin’  ther- 
apy. On  the  average,  a 34  percent 
reduction  of  excess  serum  choles- 


*‘Cytellin'  (Sitosterols,  Lilly) 


ELI  LILLY  AND  COMPANY 


terol  (over  150  mg.  percent)  has 
been  experienced. 

In  addition  to  lowering 
cholesteremia,  'CyteUin’ 
reported  to  effect  redu^ 
ratio,  SflO-100  anc 
proteins,  "athe^ 
lipoproteins^, 

May  we  se 
mation  and  bil 


NDIANAPOLI 


RUPTURE  OF  THE  LIVER 
A CASE  REPORT 
B.  O.  Lindbloom.  M.D.* 
Pierre,  S.  Dak. 


The  purpose  of  this  paper  is  to  report  a case 
of  traumatic  nonpenatrating  rupture  of  the 
liver  which  was  recently  seen  and  treated  at 
St.  Mary’s  Hospital,  Pierre,  South  Dakota.  It 
was  felt  that  the  case  presented  some  rather 
unusual  aspects  and  that  it  would  also  be 
well  to  review  some  of  the  literature  on  the 
subject. 

Incidence 

Subcutaneous  rupture  of  the  liver  is  prob- 
ably not  as  infrequent  as  one  would  suspect. 
Wright,  Prigot,  and  HilP  report  27  cases  in 
34,000  admissions  to  the  Traumatic  Service  of 
Harlem  Hospital  during  the  period  of  Jan- 
uary 1,  1935  to  January  1,  1946.  Of  100  con- 
secutive cases  of  liver  injury  admitted  to 
Parkland  Hospital,  Dallas,  Texas  between 
January  1,  1946  to  Sept.  15,  1953  eight  non- 
penetrating wounds  of  the  liver  were  ob- 
served. 2 Approximately  10  cases  of  ruptured 
liver  are  admitted  to  Boston  City  Hospital 
each  year. 3 
Mortalily 

Mikol  and  Papen^  reported  a series  of  40 
cases  in  which  the  total  mortality  for  sub- 
cutaneous injured  livers,  regardless  of  the 
treatment  used  was  62.5%  (25  cases).  The 
mortality  of  non-operative  cases  was  81.8% 
(18  cases)  while  the  operative  mortality  was 
38.9%  (7  cases). 

* The  Downtown  Clinic,  Pierre,  S.  D.  Staff  St. 

Mary’s  Hospital,  Pierre,  S.  D. 


This  figure  compares  favorably  with  Thole^ 
who  found  the  overall  operative  mortality  in 
subcutaneous  and  percutaneous  ruptured 
livers  to  be  39%.  In  a series  of  300  consecu- 
tive patients  treated  at  Jefferson  Davis  Hos- 
pital, Houston,  Texas  from  1939-54,  the  over- 
all mortality  of  liver  injuries,  both  per- 
cutaneous and  subcutaneous,  was  20.7%*  It 
is  interesting  to  note  that  in  this  series,  there 
was  a change  in  overall  Mortality  from  64% 
in  1939-40  to  16%  in  1953-54. 

Diagnosis 

The  diagnosis  of  non-penetrating  wounds  of 
the  liver  in  the  uncomplicated  case  is  dif- 
ficult. Symptoms  of  intra-abdominal  injury 
may  not  develop  for  six  hours  or  more.® 
There  are  no  pathognomonic  signs. "7  The  his- 
tory of  injury  to  the  abdomen  or  right  lower 
thorax,  coupled  with  the  findings  of  shock, 
peritoneal  irritation  and  blood  loss  should 
make  one  highly  suspicious.  Diaphragmatic 
irritation  may  be  present  and  the  patient  will 
usually  complain  of  right  upper  abdominal 
pain.  The  abdominal  tap,  although  not  used 
in  the  case  reported,  is  sometimes  a valuable 
diagnostic  tool.  The  tap,  done  with  an  18  or 
20  gauge  spinal  needle  in  all  four  abdominal 
quadrants,  has  proven  to  be  quite  satisfac- 
tory.® Its  use  in  this  case  would  seem  to  have 
been  indicated  as  a means  of  facilitating 
earlier  diagnosis. 
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Treatment 

With  the  advent  of  our  modern  methods  of 
combating  shock,  improved  anesthesia,  and 
the  introduction  of  absorbable  hemostatic 
agents,  the  treatment  of  liver  injuries  has 
been  enhanced 

Initial  treatment,  of  course,  centers  around 
the  institution  of  blood  replacement.  When 
rupture  of  the  liver  is  suspected  the  patient 
should  be  prepared  for  surgery  at  once  unless 
it  is  felt  that  accompanying  injuries  will 
prove  invariably  fatal. ^ 

Active  treatment  of  the  laceration  should 
consist,  if  possible,  of  closure  of  the  wound 
with  chromic  catgut  suture.  In  many  in- 
stances hemostasis  may  be  encouraged  by 
the  use  of  an  absorable  hemostatic  agent 
gelfoam  in  the  wound  and  then  closing  it 
by  suture  over  the  thrombogenic  material,  ic* 
Large  tears  of  the  liver  may  sometimes  be 
packed  successfully  with  muscle i ''  or  omen- 
tum.'•2  In  some  instances  of  especially  large 
liver  wounds,  or  those  in  which  accessability 
precludes  some  of  the  afore  mentioned  pro- 
ceedures,  the  use  of  a gauze  roll  pack  will  be 
indicated.  In  cases  where  debridement  is 
feasible,  it  should  be  carried  out.  If  doubts 
exists  concerning  the  viability  of  a segment, 
it  is  safer  to  remove  it. '’3 

Post  operative  care  entails  supportive  meas- 
ures such  as  fluid  replacement  and  antibiotics. 
Naso-gastric  suction  is  indicated  for  the  first 
24-48  hours  or  longer  if  deemed  necessary. 
Complications  such  as  pneumonitis,  sub- 
diaphragmatic  abcess,  recurrent  hemorrhage, 
biliary  fistula,  hemobilia,  and  abdominal  wall 
abcess  should  be  watched  for  and  treated  ac- 
cordingly. 

Case  Report 

An  eight  year  old  Indian  boy  was  admitted 
to  St.  Mary’s  Hospital  at  8 p.m.  on  December 
21,  1957.  History  revealed  that  on  the  evening 
preceeding  admission  the  patient  fell  off  a 
hay  rack,  a distance  of  some  6-8  feet,  landing 
on  his  right  side.  He  was  found  immediately 
and  he  complained  to  his  parents  of  pain  in 
the  mid-abdomen.  He  was  taken  home  and 
put  to  bed.  He  was  noted  to  appear  pale  and 
sweaty.  He  vomited  once  that  night  and  he 
was  thought  to  have  some  fever.  The  next 
day  he  complained  of  pain  in  the  lower  right 
lateral  thorax  and  stomach  and  was  taken  to 
a local  physician  who  subsequently  referred 
him  to  St.  Mary’s  Hospital. 


When  seen  the  evening  of  admission,  ap- 
proximately 27  hours  after  injury  he  com- 
plained of  pain  in  the  lower  right  rib  cage 
and  right  upper  abdominal  quadrant.  There 
had  been  no  vomiting  on  the  day  of  admis- 
sion, nor  was  there  any  definite  history  of 
fever.  Past  history  was  non-contributory  as 
was  the  family  history  and  the  systemic  re- 
view. Physical  examination  revealed  BP 
100/70,  Pulse  80,  and  temperature  98.2  degrees 
F.  The  patient  appeared  pale  and  his  breath- 
ing was  somewhat  shallow  with  a tendency 
to  splint  the  right  hemi-thorax.  Tenderness 
to  percussion  was  present  over  the  right  lat- 
eral costal  area,  and  the  right  costal-vertebral 
angle.  The  abdomen  was  flat  with  some 
guarding  and  tenderness  in  the  right  upper 
quadrant.  There  was  no  rebound  tenderness. 
Bowel  sounds  were  active.  The  initial  urin- 
alysis was  normal.  The  hemoglobin  was  8.8 
gm.,  hematocrit  28%,  WBC  7450,  and  the  EPA 
of  the  chest  was  within  normal  limits.  The  pa- 
tient was  put  to  bed,  given  IV  fluids  and 
other  supportive  care.  A close  watch  was  kept 
on  the  vital  signs.  At  9 A.M.  the  following 
morning  the  temperature  was  100°  F.  orally. 
Pulse  100,  respirations  20,  and  B.P.  110/70. 
Physical  examination  revealed  exquisite  ten- 
derness over  the  right  CVA  area  with  some 
increase  in  tenderness  in  the  right  upper 
quadrant.  Guarding  was  present,  but  no  re- 
bound. The  bowel  sounds  were  active.  A flat 
plate  of  the  abdomen  revealed  absence  of  the 
right  psoas  shadow.  An  I VP  showed  good 
function  of  both  kidneys,  but  there  was  some 
anterior  displacement  of  the  right  ureter.  The 
hemoglobin  was  7.6  gm,  hematocrit  20%, 
WBC  9600  with  a differential  of  86%  PMN, 
10%  lymphocytes,  1%  eosinophils,  3%  mono- 
cytes. The  urine  was  normal.  The  patient 
was  given  500  cc.  of  whole  blood.  At  4 P.M. 
the  patient  was  again  re-evaluated.  The  tem- 
perature had  risen  to  102.2  degrees  F,  Pulse 
120,  respirations  28.  The  BP  was  130/80. 
There  was  generalized  guarding  over  the  ab- 
domen with  rigidity  and  rebound  tenderness 
in  the  right  upper  quadrant.  The  bowel 
sounds  were  now  greatly  decreased.  A pre- 
sumptive diagnosis  of  ruptured  liver  was 
made  and  the  patient  was  readied  for  sur- 
gery. Pre-operative  medication  consisted  of 
50  mg.  of  demerol  and  1/200  gr.  of  atropine. 

Approximately  48  hours  after  injury  and 
20  hours  after  admission  to  the  hospital  the 
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patient  was  taken  to  surgery.  The  abdomen 
was  opened  through  a right  rectus  incision 
under  general  endotrachael  anesthesia.  Ap- 
proximately 500-800  cc.  of  old  and  new  blood 
was  encountered  in  the  peritoneal  cavity. 
Exploration  of  the  abdomen  revealed  a 6 cm. 
vertical  laceration  on  the  posterior,  inferior 
margin  of  the  right  lobe  of  the  liver  begin- 
ning at  the  reflexion  of  the  peritoneum  from 
the  inferior  margin  of  the  liver  to  the  renal 
area.  A slow  ooze  of  blood  was  coming  from 
the  laceration.  A right  retroperitoneal  hema- 
toma containing  perhaps  200  cc.  of  blood  was 
noted.  The  right  kidney  was  normal  to  pal- 
pation. Since  the  bleeding  from  the  site  of 
injury  was  not  profuse,  it  was  deemed  ad- 
visable not  to  attempt  a suture  repair  which 
could  complicate  a situation  in  a technically 
difficult  site.  Consequently  two  pieces  of 
gelfoam  80  x 125  mm.  in  size  were  placed  into 
the  laceration  and  this  was  held  in  place  by  a 
2 inch  wide,  16  ply  gauze  roll  pack  which  was 
about  41/2  to  5 feet  long.  The  pack  was 
brought  out  through  a stab  wound  in  the 
right  lateral  abdominal  wall.  The  peritoneum 
was  closed  with  a continuous  number  one 
chromic  catgut  suture  and  the  fascia  with  in- 
terrupted number  two  cotton  sutures.  Stay 
sutures  to  peritoneum  were  used.  The  skin 
was  closed  with  interrupted  cotton.  Mattress 
sutures. 

During  the  operative  procedure  the  patient 
received  1000  cc  of  whole  blood  and  this  was 
followed  by  another  500  cc  on  the  ward.  Post- 
operatively  the  patient  received  600,000  units 
of  procaine  penicillin  daily,  naso-gastric  suc- 
tion for  24  hours,  fluid  replacement  plus  other 
supportive  measures  as  indicated.  A repeat 
hemoglobin  the  following  morning  was  12,3 
gm.  and  the  hematocrit  was  39%.  The  gauze 
pack  was  removed  on  the  5th  post-operative 
day  under  general  anesthesia  without  dif- 
ficulty or  further  bleeding.  The  following 
day  the  patient  developed  pneumonitis  in  the 
right  base,  but  this  responded  satisfactorily 
to  treatment  (Penicillin  and  Chloromycetin). 
On  the  7th  post-operative  day  the  skin  sutures 
were  removed  and  on  the  10th  post-operative 
day  the  stay  sutures  were  taken  out  The  pa- 
tient was  discharged  from  the  hospital  four- 
teen days  following  surgery  When  seen  two 
weeks  following  discharge  (one  month  post- 
operatively)  he  was  doing  fine  without  any 
apparent  residual  effect.  He  failed  to  return 


for  further  follow-up. 

Discussion 

It  is  felt  that  this  case  had  many  interesting 
facets  The  48  hour  lapse  between  injury  and 
surgery  is  a bit  unusual  Many  factors  played 
a part  in  this,  prime  of  which  seemed  to  be 
the  nature  of  the  laceration  itself,  small  but 
yet  of  sufficient  degree  to  produce  over  a 
period  of  time  evidence  of  blood  loss  and 
intra-abdominal  injury.  When  first  seen  the 
differential  diagnosis  rested  between  that  of 
right  renal  injury  or  retroperitoneal  injury 
and  injury  to  an  abdominal  viscera.  Initially 
and  for  some  12  hours  following  admission 
the  maximum  tenderness  on  examination 
seemed  to  be  over  the  right  costo-vertebral 
angle.  The  negative  urinalysis  was  some- 
what disconcerting,  but  because  of  the  phys- 
ical findings  it  was  elected  to  do  an  IVP  in  an 
attempt  to  better  localize  the  site  of  injury. 
In  retrospect  it  would  seem  that  the  location 
of  the  laceration  plus  the  presence  of  blood 
retroperitoneally  on  the  right  helped  to  ex- 
plain this  finding.  The  slowness  of  develop- 
ment of  the  signs  of  progressive  peritoneal 
insult  was  interesting.  We  might  postulate 
that  an  initial  hemorrhage  followed  by  more 
active  bleeding  hours  later  accounted  for  the 
mode  of  development  of  the  case. 

SUMMARY 

A case  of  traumatic  non-penetrating  rup- 
ture of  the  liver  is  presented.  Mention  is 
made  of  the  incidence,  mortality,  diagnosis, 
and  treatment  of  this  condition. 

Acknowledgement:  To  Drs.  C.  L.  Swanson 
and  R.  C.  Jahraus  for  their  valuable  help  in 
this  case. 
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The  most  common  problem  facing  the  prac- 
titioner today  is  the  management  of  the  com- 
mon cold  and  its  complications.  This  is 
equally  true  in  the  pediatric  age  groups  as 
well  as  in  adults. 

Coryza,  cough,  irritability,  anorexia,  fever, 
dyspnea,  cyanosis,  and  hoarseness  are  the 
presenting  signs  and  symptoms  of  respiratory 
infections  in  their  order  of  frequency  of  oc- 
currence. The  physiologic  and  anatomic 
characteristics  of  the  infant  and  child  are 
such  that  a bedside  differential  diagnosis  of 
the  signs  and  symptoms  can  be  made  with 
relative  ease. 

During  the  first  six  months  of  life  the  res- 
piratory movements  are  primarily  abdominal. 
This  is  followed  by  a transitional  period  dur- 
ing which  respirations  are  a combination  of 
abdominal  and  thoracic  movements.  After 
one  year  of  age  the  respiratory  movements 
are  almost  completely  thoracic. 

Unlike  the  adult,  any  alterations  in  breath 
sounds  are  more  readily  transmitted  through 
the  relatively  thin  thoracic  cage  of  the  infant 
and  child.  Therefore,  palpable  and  ausculta- 
tory changes  in  breath  sounds  are  more  read- 
ily discernible  in  the  pediatric  age  group. 

UNCOMPLICATED  UPPER  RESPIRATORY 
INFECTIONS: 


Coryza  and  cough  are  the  presenting  clin- 
ical findings  of  the  uncomplicated  upper  res- 
piratory infection.  The  fever  ranges  from 
100°  to  104°  rectally  and  is  present  for  two  to 
four  days.  A cough  develops  about  the  sec- 
ond or  third  day  and  persists  for  four  to  six 
days.  The  appetite  is  poor  and  the  patient  is 
usually  extremely  irritable. 

A serous  nasal  discharge  is  copious  at  the 
onset  but  decreases  in  amount  as  it  changes 
to  a mucopurulent  type.  As  the  mucoid  ma- 
terial thickens,  a cough  develops,  which  is 
usually  unproductive. 

There  is  no  evidence  of  rales,  wheezing, 
dyspnea,  hoarseness,  or  retractions.  However, 
course  rhonchi,  produced  by  the  movement  of 
mucoid  material  in  the  posterior  pharynx, 
may  be  heard  and  palpated. 

Simple  management  with  steam,  nasal  as- 
piration, postural  drainage,  aspirin  and  fluids 
will  suffice.  There  is  no  need  for  antibiotics 
or  sulfonamides  in  the  treatment  of  the  un- 
complicated upper  respiratory  infection. 
TONSILLITIS: 

If  the  fever  does  not  respond  to  aspirin  and 
increased  oral  fluids,  or  if  the  clinical  pic- 
ture of  toxicity  increases,  or  if  the  patient 
develops  dysphagia,  vomiting  and/or  ab- 
dominal pain,  an  acute  tonsillitis,  possibly  of 
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streptococcal  origin,  should  be  suspected.  A 
simple  examination  of  the  throat  will  give 
sufficient  information  to  make  a clinical  diag- 
nosis but  not  to  make  a bacteriologic  diag- 
nosis. 

Failure  to  culture  and  identify  a strepto- 
coccal pharyngitis  or  tonsillitis  is  no  excuse 
for  inadequate  treatment.  The  mixed  sapro- 
phytic infection  may  or  may  not  be  treated 
but  the  streptococcal  infection  must  be 
treated  for  a minimum  of  ten  days  with 
penicillin.  There  are  no  streptococci  that  fail 
to  respond  to  penicillin.  The  only  problem  is 
the  patient  who  is  allergic  to  the  drug. 

Accuracy  of  diagnosis  of  bacterial,  viral  or 
even  spirochetal  infections  of  the  tonsils  with- 
out a throat  culture  ranges  from  10  per  cent 
to  80  per  cent  among  generalists  and  pedia- 
tricians alike. 

OTITIS  MEDIA: 

If  the  fever  persists  and  becomes  very  sep- 
tic in  type  and  the  patient  becomes  extremely 
irritable  and  complains  of  pain,  a diagnosis  of 
otitis  media  must  be  considered  A simple 
otoscopic  examination  will  readily  confirm 
the  clinical  impression  A throat  culture  is 
imperative  to  determine  the  organism  and 
medication  of  choice. 

The  incidence  of  mastoiditis  and/or  sub- 
periosteal abscess  has  rapidly  increased  in  the 
past  two  years.  Refractiveness  to  abused 
antibiotics  may  be  the  cause.  However,  be- 
cause of  this  complication,  the  question  of 
myringotomy  should  be  considered. 

If  a patient  with  catarrhal  otitis  media  has 
shown  a drop  in  temperature,  clinical  im- 
provement as  far  as  appetite,  irritability,  etc., 
and  the  white  blood  count  and  polymor- 
phonuclear leucocyte  count  are  dropping 
there  is  no  need  for  myringotomy.  However, 
treatment  should  never  be  terminated  in  less 
than  10  days. 

If  the  reverse  is  true  i.e.  persistence  of 
fever  or  rising  temperature,  no  clinical  im- 
provement and  a rise  in  white  blood  and 
polymorphomuclear  leukocyte  counts,  a my- 
ringotomy is  indicated.  However,  once  a 
myringotomy  is  done,  a staphylococcic  in- 
fection will  be  present  in  addition  to  the  al- 
ready existing  infection.  Addition  or  change 
of  antibiotic  may  be  necessary. 

LARYNGITIS  AND 
LARYNGOTRACHEOBRONCHITIS: 

An  acute  overwhelming  inflammatory  pro- 


cess of  the  supraglottic  or  subglottic  areas  of 
the  lower  respiratory  tract  is  always  pre- 
ceded by  a mild  to  moderately  severe  upper 
respiratory  infection  to  which  the  host  fails 
to  respond.  There  is  a sudden  onset  of  ex- 
treme dyspnea,  suprasternal,  intercostal  and 
infracostal  retractions,  cyanosis  of  varying 
degrees  and  a septic  or  subnormal  tempera- 
ture. A subnormal  temperature  indicates  a 
poor  response  of  the  host  and  an  ultimately 
grave  prognosis. 

If  the  pathologic  involvement  is  suprag- 
lottic it  does  not  interfere  with  the  cough  re- 
flex, voice  or  cry  and  hoarseness  is  not  pres- 
ent, but  laryngeal  obstruction  occurs.  The 
epiglottis  is  edematous  and  hyperemic  and 
has  the  appearance  of  a bright  red  cherry. 
The  organisms  usually  involved  are  hemo- 
philus influenzae  and/or  beta  hemolytic 
streptococcus. 

An  adequate  airway  is  imperative.  Intu- 
bation aggravates  the  problem  but  tracheo- 
tomy produces  immediate  relief.  Steam, 
humidified  oxygen  and  sedation  are  essen- 
tial adjuncts  to  therapy.  Chloramphenicol  is 
the  drug  of  choice. 

If  the  pathologic  involvement  is  subglottic, 
cough  and  hoarseness  are  always  present  in 
addition  to  the  symptoms  and  signs  enumer- 
ated for  supraglottic  involvement.  The  pro- 
cess spreads  rapidly  and  becomes  bronchio- 
litic.  Speed  of  initiation  of  therapy  is  im- 
perative. If  the  process  is  high,  a tracheotomy 
will  be  beneficial  but  if  several  hours  have 
elapsed,  a tracheotomy  will  hasten  death. 

The  toxicity  is  so  overwhelming  and  the 
labored  breathing  so  extrenie  that  cardiac 
failure  rapidly  occurs.  The  first  manifesta- 
tions are  tachycardia  and  changing  heart 
tones.  Whenever  these  two  signs  occur,  rapid 
intravenous  digitalization  should  be  accom- 
plished. 

With  the  exception  of  tracheotomy,  the 
treatment  is  identical  to  that  of  supraglottic 
involvement. 

ACUTE  BRONCHIOLITIS: 

Acute  Bronchiolitis  is  an  inflammatory  pro- 
cess involving  the  smallest  subdivision  of  the 
bronchus.  The  usual  etiologic  agent  is  a virus 
but  streptococcus  MG  and  H influenzae  are 
commonly  responsible  for  this  infection. 

The  infection  is  usually  preceded  by  a mild 
to  moderately  severe  upper  respiratory  in- 
fection. There  is  an  abrupt  change  from  a 
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mild  disease  to  one  of  extreme  proportions 
manifested  by  paroxysmal  coughing,  tachy- 
pnea, extreme  expiratory  dyspnea,  wheezing 
and  cyanosis.  Retractions  are  severe  and  the 
chest  appears  emphysematous  with  crepitant 
rales,  sonorous  rales  and  rhonchi  scattered 
throughout. 

The  toxicity  is  overwhelming  and  the  pa- 
tient may  appear  shocklike.  Clinically  the 
appearance  is  similar  to  that  of  laryngotra- 
cheobronchitis  but  hoarseness  is  absent  and 
wheezing  is  prominent. 

Management  consists  of  general  supportive 
measures  and  control  of  the  infection  similar 
to  that  used  in  laryngotracheobronchitis. 
However,  relief  of  bronchiolar  spasm  is  es- 
sential. 

Adrenalin  in  doses  of  one  to  two  minims 
produces  temporary  relief  during  the  first 
hours  of  the  disease.  Aminophylline  rectally 
produces  the  desired  effect  most  consistently. 
Phenergan®  produces  a desirable  sedative 
effect  and  a mild  bronchodilating  effect. 

PNEUMONIA  AND  ITS  COMPLICATIONS: 

Unlike  adults,  the  infant  and  child  rarely 
develop  lobar  pneumonia.  However,  during 
the  past  two  or  three  years  there  has  been  a 
rising  incidence  of  lobar  involvement  in  the 
younger  age  group.  The  reason  for  this  is 
unexplained. 

A preceding  upper  respiratory  infection  is 
always  present.  The  cough  becomes  increas- 
ingly severe,  the  respiratory  rate  increases 
and  dyspnea  without  wheezing,  retractions 
or  hoarseness  develops.  The  diagnosis  can 
usually  be  made  at  the  bedside  without  the 
aid  of  a stethoscope  or  x-ray  by  inspection 
and  palpation  of  the  chest. 

An  x-ray  of  the  chest  is  only  confirmatory 
evidence  of  the  existence  of  a bronchopneu- 
monia or  lobar  pneumonia.  Its  main  purpose 
is  to  rule  out  complications  such  as  pleural 
effusion,  empyema,  pneuothorax,  etc. 

Treatment  consists  of  an  antibotic  of  choice 
in  adequate  dosage  for  an  adequate  time,  i.e. 
until  all  physicial  findings  have  disappeared. 
Roentgenographic  findings  may  persist  for 
several  days  after  all  physical  finds  are  nor- 
mal. 

If  the  patient  fails  to  respond  to  therapy, 

i.e.  symptoms  persist,  toxicity  increases,  and 
physical  findings  persist  or  increase,  the  pos- 
sibility of  pleural  effusion  or  empyema  must 


be  considered.  Repeat  x-rays  of  the  chest  will 
reveal  localized  interlobar  fluid,  pleural 
thickening  or  pleural  effusion.  A diagnostic 
thoracentesis  is  imperative  to  confirm  the 
diagnosis  and  to  obtain  material  for  culture 
and  sensitivity  studies. 

Antibiotics,  repeated  aspirations  or  closed 
drainage  usually  prove  to  be  adequate  thera- 
peutic measures.  X-ray  evidence  of  distorted 
pulmonary  markings,  fibrosis  and  pleural 
thickenings  persist  for  weeks  and  sometimes 
months  after  the  patient  is  clinically  well. 
However,  within  six  months,  the  x-ray  pic- 
ture usually  returns  to  normal. 

SUMMARY 

1.  The  physiologic  and  anatomic  charac- 
teristics of  the  infant  and  child  are  such  that 
a bedside  differential  diagnosis  of  the  signs 
and  symptoms  of  respiratory  diseases  can  be 
made  with  relative  ease. 

2.  Simple  management  of  the  uncompli- 
cated upper  respiratory  infection,  without  the 
use  of  artibiotics  or  sulfonamides  is  effective. 

3.  The  diagnosis  and  treatment  of  acute 
tonsillitis  cannot  be  accomplished  with  ac- 
curacy without  a throat  culture. 

4.  Myringotomy  may  be  necessary  in  otitis 
media  to  prevent  complications  of  mastoiditis 
and  subperiosteal  abscess. 

5.  Tracheotomy  produces  immediate  relief 
of  supraglottic  laryngeal  obstruction  but  may 
hasten  death  in  subglottic  involvement. 

6.  Acute  Bronchiolitis  presents  an  over- 
whelming shocklike  picture  which  must  be 
treated  immediately  with  bronchodilating 
drugs,  antibiotics  and  general  supportive 
measures. 

7.  Lobar  pneumonia  is  rapidly  increasing 
in  infants  and  children.  Failure  to  respond  to 
usual  therapy  may  indicate  complications 
such  as  pleural  effusion  and/or  empyema. 
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THE  DIAGNOSTIC  SIGNIFICANCE 
OF  VERTIGO 
FRANZ  ALTMANN,  M.D. 

New  York  City 


True  vertigo  can  be  defined  as  a subjec- 
tive sensation  of  movement  in  the  individual 
himself  or  in  the  surrounding  objects.  It  is 
accompanied  by  nystagmus  and  often  but  not 
always  by  accessory  vegetative  phenomena 
such  as  pallor,  nausea,  cold  sweat  and  vomit- 
ing. The  movement  usually  felt  as  the  follow- 
ing angular  acceleration  (spinning  or  whirl- 
ing). There  is  never  an  impairment  or  loss  of 
consciousness. 

It  is  important  to  draw  a clear  line  of  dis- 
tinction between  true  vertigo  and  the  much 
more  frequent  and  manifold  sensations 
which  are  called  dizziness  by  the  patients. 

True  vertigo  is  observed  not  only  in  di- 
seases of  the  vestibular  end-organs  but  also  of 
the  entire  peripheral  vestibular  neuron  and 
the  primary  vestibular  nuclei  in  the  brain- 
stem. The  vertigo  in  “retrolabyrinthine” 
lesions  is  not  always  as  intense  and  well  de- 
fined as  in  lesions  of  the  endorgans. 

In  central  vestibular  lesions  (brainstem  and 
higher  vestibular  pathways)  severe  attacks 
of  true  vertigo  with  nausea  and  vomiting 
might  occur,  but  more  often  these  lesions  are 
accompanied  only  by  a sense  of  unsteadiness 
or  the  feeling  of  blacking  out.  If  spontaneous 
nystagmus  is  present  it  is  often  of  long  dura- 
tion and  not  accompanied  by  vertigo;  it 
sometimes  beats  in  a vertical  or  rotatory  di- 
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rection.  In  other  instances,  direction  chang- 
ing positional  nystagmus  is  present. 

The  fact  that  true  vertigo  is  not  only  the 
result  of  labyrinthine  disease  but  also  of  cer- 
tain retrolabyrinthine  affections  is  often 
neglected.  Many  physicians  automatically 
make  the  diagnosis  of  either  “labyrinthitis” 
or  “Meniere’s  syndrome”  whenever  they  see 
a patient  with  true  vertigo. 

The  term  labyrinthitis  designates,  as  the 
suffix  -itis  implies,  inflammations  within  the 
labyrinthine  cavities.  These  inflammations 
are  invariably  secondary  to  inflammations  in 
the  middle  ear  or  the  meninges.  A hemato- 
genic labyrinthitis  is  theoretically  conceiv- 
able but  so  far  histologically  unproven.  The 
term  toxic  labyrinthitis  should  be  avoided 
as  incorrect  and  confusing.  In  the  majority  of 
cases  not  the  endorgans  but  the  8th  nerve 
fibers  and  the  ganglionic  cells  are  primarily 
affected;  when  the  endorgans  are  affected, 
the  changes  are  purely  degenerative  and  not 
inflammatory.  These  degenerative  changes 
should,  however,  not  be  called  labyrinthitis. 
As  elsewhere  in  pathology,  only  the  inflam- 
matory changes  should  be  called  labyrinthitis 
and  the  degenerative  conditions  labyrintho- 
pathia.  Inflammations  of  the  labyrinth  have 
become  very  rare  since  middle  ear  and  men- 
igeal  infections  are  controlled  with  anti- 
biotics. 
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In  diffuse  purulent  labyrinthitis  there  is  a 
complete  and  permanent  loss  of  hearing  and 
of  the  vestibular  responses  with  severe  ver- 
tigo and  nystagmus  to  the  healthy  side  which 
persists  for  several  days  and  then  gradually 
subsides.  Somewhat  less  severe  forms  with 
at  least  partial  return  of  the  function  are 
called  serous  labyrinthitis. 

The  symptomatology  of  both  conditions  is 
very  impressive  and  nobody  who  has  seen 
even  one  single  case  will  ever  thereafter  use 
the  term  labyrinthitis,  as  it  often  happens, 
for  cases  of  positional  nystagmus  or  other 
relatively  mild  conditions  accompanied  by 
attacks  of  true  vertigo. 

Meniere's  disease,  the  other  so  frequently 
abused  term,  denotes  a clinically  and  his- 
tologically well  characterized  disease  of  the 
inner  ear.  The  main  symptoms  are  a fluc- 
tuating sensory  neurae  hearing  loss,  ringing 
of  varying  intensity  and  attacks  of  true  ver- 
tigo without  loss  of  consciousness,  lasting 
from  several  minutes  to  several  hours.  The 
pathology  of  Meniere’s  disease  consists  in  a 
non-inflammatory  dilatation  of  parts  of  the 
endolymphatic  system. 

The  existing  confusion  about  the  meaning 
of  the  term  Meniere’s  disease  is  very  well 
pointed  out  in  the  following  quotation  from  a 
paper  by  Dix  and  Hallpike.i  “Since  Meniere’s 
time,  it  has  become  costumary  to  mix  to- 
gether with  Meniere’s  disease,  under  the  un- 
discriminating label  of  Meniere’s  syndrome 
or  even  of  Pseudomeniere’s  disease,  other 
types  of  organic  vertigo  which  conform  only 
vaguely  to  the  established  symptomatology 
or  pathology  of  Meniere’s  disease.  In  the  past 
this  has  been  unavoidable,  and  connotes  only 
our  ignorance  of  the  clinical  and  pathological 
features  of  these  disorders  which  would  en- 
able us  to  distinguish  them  from  each  other 
and  from  Meniere’s  disease. 

It  is,  of  course,  the  task  of  otoneurological 
research  to  resolve  this  ignorance.  When 
complete,  it  will  be  possible  to  distinguish 
them  and  call  them  by  names  which  will  an- 
nounce their  clinical  and  pathological  in- 
dividualities. When  that  time  comes,  the 
need  for  the  label  Meniere’s  syndrome  will 
disappear  and  no  more  will  be  heard  from 
that  lexicographical  abomination  “Pseu- 
domeniere’s disease.” 

Although  considerable  progress  has  been 
made  during  the  last  20  years  in  emptying 


the  “wastebasket”  called  Meniere’s  syndrome, 
a great  deal  still  remains  to  be  done. 

Much  more  frequent  than  Meniere’s  disease 
is  vertigo  from  circulatory  disturbances  in 
the  inner  ear.  In  the  absence  of  other  evi- 
dence of  arteriosclerosis,  particularly  in 
younger  individuals,  and  in  patients  suffering 
from  hypertension,  the  vertigo  could  be 
caused  by  vascular  spasms  or  minute  thrombi 
in  small  blood  vessels.  Many  of  the  cases  of 
true  vertigo  of  psychogenic  origin  might  also 
belong  to  this  group.  In  more  advanced  age 
arteriosclerosis  is  an  important  etiologic  fac- 
tor. Here  one  usually  finds  a gradual  high 
tone  loss  without  fluctuations  and  hyperactive 
instead  of  hypoactive  vestibular  responses. 
A well  characterized  disease  is  thrombosis  or 
embolism  of  the  vestibulocochlear  branch  of 
the  internal  auditory  artery  which  supplies 
the  basal  turn  of  the  cochlea  and  large  parts 
of  the  vestibular  system.  Here  the  vertigo  is 
associated  with  a high  tone  loss,  due  to  des- 
truction of  the  organ  of  Corti  in  the  basal 
turn  of  the  cochlea.  Certain  other  conditions 
such  as  hemorrhages  into  the  inner  ear  after 
transverse  fractures  of  the  petrous  pyramid 
or  in  the  course  of  lymphatic  leukemia  can 
relatively  easily  be  diagnosed.  In  many  in- 
stances, however,  is  an  etiological  diagnosis 
at  present  impossible. 

Important  diagnostic  progress  has  recently 
been  made  by  Dix  and  Hallpike  through  es- 
tablishing the  clinical  picture  of  what  they 
call  vestibular  neuronitis.  This  disease  affects 
chiefly  the  age  group  of  30-50  years.  In  con- 
tradistinction to  Meniere’s  disease,  the  hear- 
ing is  always  normal.  The  vertigo  may  con- 
sist of  sudden  paroxysmal  spells  as  in  Men- 
iere’s disease  or  the  disequilibrium  may  take 
the  form  of  “feeling  top  heavy”  or  “off  bal- 
ance,” particularly  when  walking  or  stand- 
ing. The  condition  is,  as  a rule,  aggravated 
by  head  movements.  In  a fairly  high  propor- 
tion of  the  cases  the  onset  of  the  symptoms  is 
associated  with  some  kind  of  febrile  illness 
with  evidence  of  infection  of  the  sinuses,  the 
tonsils  or  the  teeth.  The  disease  was  inter- 
preted by  the  authors  as  due  to  an  organic 
lesion  of  the  vestibular  nervous  pathways 
from  Scarpa’s  ganglion  in  the  internal  auditory 
meatus  up  to  and  including  the  primary  vesti- 
bular nuclei  in  the  brainstem.  The  condition 
responds  well  to  the  treatment  of  focal  in- 
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fection,  if  present,  and  generally  recovery 
eventually  takes  place. 

The  appearance  of  vertigo  or  other  equili- 
bria! disturbances  in  the  course  of  acute  or 
chronic  infections,  such  as  dental  granulomas, 
gastrointestinal  infections,  diseases  of  the 
liver,  biliary  ducts  and  gallbladder,  has  been 
known  for  a long  time.  These  cases  were  as 
a rule  classified  as  meniereiform  syndromes, 
as  focal  toxic  labyrinthitis,  as  labyrinthine 
allergy  or  as  vegetative  dystony  of  the  laby- 
rinth. In  view  of  the  absence  of  hearing  losses 
in  these  cases  the  assumption  of  a peripheral 
labyrinthine  disease  is  in  the  opinion  of 
Pfaltz2  hardly  justified.  He  rather  thinks 
that  they  represent  instances  of  vestibular 
neuronitis. 

In  another  group  of  cases  with  vertigo  fol- 
lowing virus  infections  of  the  upper  respira- 
tory tract  or  other  virus  infections  such  as 
measles,  the  etiologic  factor  is  a postinfec- 
tious  menigo-encephalitis  or  encephalopathia 
with  lesions  in  the  vestibular  nuclear  region 
of  the  brainstem.  The  cerebrospinal  fluid 
shows  pleocytosis  and  increased  protein  con- 
tent but  other  neurological  signs  and  sym- 
ptoms are  usually  absent.  The  hearing  is 
normal. 

A very  often  misunderstood  condition  is 
positional  vertigo,  associated  with  positional 
nystagmus.  It  occurs  after  movement  of  the 
head  into  a certain  position.  The  hearing  is 
normal. 

Two  types  of  the  condition  can  be  distin- 
guished. 

In  the  central  type,  comprising  roughly 
10%  of  the  cases,  the  nystagmus  appears  as 
soon  as  the  head  assumes  the  critical  position 
and  is  non-fatiguable,  beating  at  a steady  rate 
for  as  long  as  the  head  is  held  in  that  position. 
It  also  starts  beating  again  every  time  the 
position  is  resumed.  Frequently  it  appears  in 
more  than  one  position  of  the  head  and  the 
direction  of  the  nystagmus  may  change  with 
the  position  of  the  head.  The  associated  ver- 
tigo is  often,  but  not  invariably,  relatively 
slight. 

In  the  much  more  frequent  peripheral  type 
there  is  a latent  period  from  2-10  seconds  be- 
tween taking  up  the  critical  position  and  the 
onset  of  the  nystagmus.  The  nystagmus  shows 
a horizontal  rotatory  direction  and  a large 
amplitude;  it  usually  lasts  from  5-30  seconds. 
After  bringing  the  patient  into  an  upright 


position,  there  may  be  a return  for  a few 
seconds  of  the  vertigo  and  the  nystagmus  but 
in  the  opposite  direction.  On  assuming  again 
the  critical  position,  the  nystagmus  will  either 
not  reappear  or  come  with  diminished  inten- 
sity. After  it  has  disappeared  it  can  not  be 
elicited  for  a period  of  time  ranging  from 
several  minutes  to  one  half  hour.  The  nystag- 
mus and  vertigo  are  paroxysmal  in  nature. 
They  appear  as  a rule  with  the  head  in  only 
one  position  and  the  nystagmus  if  fatiguable. 
Histological  findings  in  one  such  case  by  Dix 
and  Hallpike^  seem  to  indicate  that  the  peri- 
pheral type  is  due  to  an  utricular  or  saccular 
lesion.  The  conclusiveness  of  the  findings  of 
the  two  authors  has,  however,  not  remained 
undisputed. 

In  the  central  type  of  positional  nystagmus, 
the  vestibular  centers  are  the  most  likely 
site  of  the  lesion  and  a thorough  neurological 
workup  is  indicated  in  every  case. 

Vertigo  of  sudden  onset  but  with  slow  re- 
covery, taking  several  months,  associated 
with  brainstem  symptoms  (dysphagia,  paral- 
ysis of  one  vocal  cord,  hypalgesia  and  hypes- 
thesia  of  one  side  of  the  face  and  of  the  op- 
posite side  of  the  body,  etc.)  characterizes 
thrombosis  or  embolism  of  the  posterior  in- 
ferior cerebellar  artery. 

Similarly,  the  presence  of  other  neurolo- 
gical symptoms  will  permit  the  proper  diag- 
nosis of  the  recurrent  vertiga  in  multiple 
sclerosis,  syringobulbia  and  other  disorders 
of  the  brainstem.  In  some  of  them,  the  cen- 
tral cochlear  pathways  might  become  in- 
volved and  a hearing  loss  of  the  central  type 
might  be  present.  Depending  on  the  site  of 
the  lesion,  it  might  be  bilateral  or  mainly  con- 
tralateral. 

Whereas  in  many  of  these  conditions  the 
establishment  of  the  correct  diagnosis  is 
mainly  of  academic  interest,  early  recognition 
is  of  the  greatest  practical  importance  in 
acoustic  neurinoma.  Progressive  hearing  loss, 
as  a rule  without  fluctuations  and  without  re- 
cruitment, tinnitus  and  reduced  corneal  re- 
flexes are  usually  the  earliest  clearcut  signs 
of  these  tumors.  They  are  followed  as  a rule 
either  by  the  feeling  of  unsteadiness  or  by 
attacks  of  true  vertigo  or  by  a combination  of 
the  two.  The  caloric  responses  are  in  the 
great  majority  of  the  cases  either  markedly 
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With  the  ever-increasing  incidence  of  traf- 
fic accidents  and  the  frequently  associated 
injury  known  as  “dashboard-dislocation”  of 
the  hip,  there  has  been  renewed  interest 
among  orthopedic  surgeons  in  the  proper 
management  of  this  serious  condition. 

Antecedent  Studies 

Two  names  appear  prominently  in  the  early 
writings  on  traumatic  dislocation  of  the  hip. 
They  are  Sir  Astley  Cooper  and  Henry  Jacob 
Bigelow.  Each  of  these  men  wrote  at  length 
on  the  anatomic  aspects  of  the  injury,  the 
classification  as  to  type  of  injury  and  the 
treatment.  Bigelow  in  particular  established 
his  reputation  for  skill  in  the  correction  of 
this  displacement  while  he  was  still  a young 
man  at  the  Massachusetts  General  Hospital.® 
“On  one  occasion  he  reduced  a dislocation  in 
the  Casualty  Department  and,  shortly  there- 
after, having  been  reproved  for  sidetracking 
his  chief’s  cases,  he  obligingly  redislocated 
the  joint  and  sent  the  patient  up  to  the  wards, 
only  to  be  called  on  later  to  reduce  it  once 
again  because  his  chief  had  failed.” 

*Read  at  the  meeting  of  the  South  Dakota  chapter 
of  the  American  College  of  Surgeons,  Huron, 
South  Dakota,  January  17,  1958. 
fThe  Mayo  Foundation,  Rochester,  Minnesota,  is  a 
part  of  the  Graduate  School  of  the  University  of 
Minnesota. 


However,  neither  Cooper  nor  Bigelow,  so 
far  as  can  be  determined,  discussed  the  end 
results  of  their  treatment  of  this  injury. 
Several  stimulating  papers  published  during 
the  past  few  years  have  emphasized  the  im- 
portance of  careful  study  of  end  results. 

In  four  of  the  more  recent  papers  on  trau- 
matic dislocation  of  the  hip  Stewart  and  Mil- 
ford obtained  follow-up  data  on  128  of  193 
patients,  Thompson  and  Epstein  were  able  to 
determine  the  end  results  in  116  of  204  cases, 
Armstrong  studied  the  end  results  in  101  pa- 
tients, and  Paus  was  able  to  follow  the  prog- 
ress of  66  patients.  Pipkin  has  published  an 
interesting  evaluation  of  the  treatment  of  25 
patients  who  had  sustained  grade  4 disloca- 
tions of  the  hip.  He  used  the  term  “grade  IV 
dislocation,”  as  defined  by  Stewart  and  Mil- 
ford, to  mean  dislocation  of  the  hip  associated 
with  a fracture  of  the  femoral  head  or  fem- 
oral neck. 

The  exact  incidence  of  the  three  major  com- 
plications of  traumatic  dislocation  of  the  hip 
— traumatic  arthritis,  aseptic  necrosis  of  the 
femoral  head  and  sciatic  palsy — cannot  be 
determined  by  a review  of  the  foregoing 
papers  because  of  variable  factors  in  each 
report.  For  example,  the  incidence  of  trau- 
matic arthritis  ranged  from  15  to  100  per  cent. 
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depending  on  the  nature  of  the  injury  and 
whether  or  not  fracture  of  the  acetabuliun 
or  head  of  the  femur  was  associated.  Aseptic 
necrosis  of  the  head  of  the  femur,  which  is 
sometimes  difficult  to  determine  on  roent- 
genologic evidence  alone,  varied  from  1.5  to 
23  per  cent,  and  injury  to  the  sciatic  nerve 
ranged  from  0 to  23  per  cent.  A review  of 
these  papers,  and  particularly  those  of 
Stewart  and  Milford  and  Thompson  and  Ep- 
stein, indicates  that  early  reduction  of  the  dis- 
located hip  is  necessary  if  complete  recovery 
is  to  be  obtained.  Stewart  and  Milford  in- 
dicated that  the  total  figures  of  the  cases  re- 
duced by  manipulation  within  the  first 
12  hours  reveal  that  37  of  42  received  an  ex- 
cellent or  good  result  and  five  fair  or  poor. 
In  the  second  12  hours  there  were  11  excellent 
or  good  and  four  fair  or  poor.  After  24  hours 
there  were  33  cases  all  rated  as  fair  or  poor 
regardless  of  the  type  or  grade  of  dislocation. 

The  late  results  among  patients  for  whom 
open  reduction  was  carried  out  were  less 
satisfactory.  In  71.4  per  cent  of  such  cases 
in  Stewart  and  Milford’s  series  traumatic 
arthritis  developed.  Thompson  and  Epstein 
similarly  pointed  out  that  early  reduction  of 
the  dislocation  produces  significantly  better 
results. 

Armstrong’s  study  of  101  traumatic  dis- 
locations was  based  on  an  admittedly  short 
follow-up  period — 2 to  4 years — a period  too 
short  to  permit  determination  of  the  true  in- 
cidence of  traumatic  arthritis  or  aseptic 
necrosis  of  the  femoral  head.  Still,  he  wrote, 
“complete  recovery  as  judged  by  clinical  and 
radiographic  examination,  was  observed  in 
76  per  cent  of  simple  dislocations,  63  per  cent 
of  dislocations  with  fracture  of  the  acetabular 
rim,  and  40  per  cent  of  dislocations  with  frac- 
ture of  the  femoral  head;  in  no  case  of  dis- 
location with  fracture  of  the  acetabular  floor 
was  recovery  complete.”  He  further  wrote, 
“Early  traumatic  arthritis  developed  in  26 
per  cent  of  patients — in  15  per  cent  of  simple 
dislocations,  25  per  cent  of  dislocations  with 
fracture  of  the  acetabular  margin,  60  per  cent 
of  dislocations  with  fracture  of  the  femoral 
head,  and  100  per  cent  of  dislocations  with 
fracture  of  the  acetabular  floor.” 

Urist,  in  1948,  reported  on  27  patients  who 
had  sustained  fracture-dislocation  of  the  hip 
treated  by  open  and  conservative  methods. 
After  a 2-year  follow-up  study  he  concluded: 


“1.  Fractures  of  the  posterosuperior  rim  of 
the  acetabulum  with  displacement  should 
be  repaired  as  carefully  as  any  other  fracture 
of  a weight-bearing  joint. 

“2.  Fractures  of  the  posterior  rim  of  the 
acetabulum,  associated  with  dislocation  of 
the  hip,  should  be  treated  by  cautious  closed 
manipulation,  followed  by  open  reduction  and 
internal  fixation  of  the  fracture  through  a 
posterior  approach. 

“3.  Dislocation  of  the  hip  joint,  associated 
with  comminuted  fracture  of  the  acetabulum, 
should  not  be  subjected  to  closed  manipula- 
tion. The  only  safe  and  efficient  method  of 
treatment  is  primary  open  reduction,  as  soon 
as  the  patient  is  in  fit  condition  for  a major 
procedure.  When  the  goal  of  the  operation  is 
replacement  of  large  fragments  and  explora- 
tion of  the  sciatic  nerve,  the  posterior  ap- 
proach is  required;  when  replacement  of  the 
head  of  the  femur  and  erasion  of  the  joint 
surface  in  preparation  for  fusion  are  in- 
dicated, the  anterior  approach  is  advisable. 

“4.  Fractures  of  the  head  of  the  femur,  ex- 
cept in  cases  in  which  it  is  necessary  to  re- 
duce the  size  of  the  head  or  to  excise  the 
intra-articular  fragments,  are  best  treated  by 
conservative  methods.” 

I am  not  sure  that  Urist  or  others  would 
agree  with  the  latter  statement  today,  since 
primary  cup  arthroplasty  or  arthrodesis  prob- 
ably would  offer  a better  chance  for  recovery 
of  function. 

Present  Study 

Our  own  experience,  which  has  been  pub- 
lished, concerns  73  patients  who  had  sus- 
tained dislocation  or  dislocation  with  fracture 
and  were  seen  at  the  Mayo  Clinic  from  1923 
through  1948.  Twenty-seven  of  these  patients 
received  first  treatment  at  the  clinic,  while 
the  remainder  were  seen  at  the  clinic  at 
varying  intervals  after  their  injuries.  Ob- 
viously, the  condition  of  the  latter  patients 
was  more  complex,  since  it  is  unlikely  that 
as  consulting  orthopedic  surgeons  we  would 
have  been  asked  to  see  a patient  whose  dis- 
location had  been  reduced  uneventfully. 
These  patients,  therefore,  presented  a pro- 
portion of  complications  that  is  higher  than 
in  any  of  the  series  we  have  reviewed. 

Of  our  73  patients  there  were  24  (about  a 
third)  who  had  sciatic  palsy  of  varying  de- 
grees of  severity;  37  had  sustained  fracture  of 
the  acetabulum;  seven  had  sustained  frac- 
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ture  of  the  femoral  head;  two  had  sustained 
fracture  of  the  femoral  neck;  and  two  had 
evidence  of  myositis  ossificans. 

Review  of  the  records  and  follow-up  data 
concerning  these  patients  indicated  that  38 
(more  than  half)  had  some  degree  of  trau- 
matic arthritis,  and  that  10  had  definite 
evidence  of  aseptic  necrosis. 

Follow-up  information  was  available  in 
respect  to  17  of  the  patients  who  received 
their  first  treatment  at  the  clinic,  and  of 
these,  16  were  treated  by  closed  reduction 
and  one  was  treated  by  open  reduction.  The 
last-mentioned  patient  was  a boy  in  whom 
slipping  of  a capital  femoral  epiphysis  de- 
veloped as  a complication.  The  epiphysis  was 
fixed  with  Knowles  pins  and  a good  result 
was  obtained. 

Eight  of  the  17  patients  had  sustained  in- 
jury to  the  sciatic  nerve.  One  of  these  patients 
recovered  completely,  four  were  improved 
and  three  were  unimproved.  Four  of  the  17 
had  pain,  eight  had  a limp  and  nine  had  nor- 
mal movement  of  the  hip.  One  patient  had 
extensive  myositis  ossificans. 

In  the  entire  series  of  patients  the  types  of 
surgical  procedures  carried  out  were  as  fol- 
lows: open  reduction,  with  or  without  ex- 
ploration of  the  sciatic  nerve,  10  cases;  cup 
arthroplasty,  eight  cases;  arthrodesis  of  the 
hip,  six  cases;  osteotomy  and  cheilotomy,  two 
cases. 

Among  the  patients  who  underwent  late 
open  reduction  and  on  whom  satisfactory 
follow-up  data  were  available,  none  had  ob- 
tained a good  result  except  a patient  for 
whom  a shelf  operation  was  done  because  of 
recurrent  dislocation.  This  patient  had  no 
pain  and  a minimal  limp  at  the  time  of 
follow-up  report.  Two  patients  for  whom 
cheilotomy  was  done  had  only  moderate  pain, 
but  did  have  a severe  limp.  One  of  them  used 
crutches  and  the  other  used  a cane. 

In  the  group  of  eight  hips  (seven  patients) 
in  which  vitallium  mold  arthroplasty  was 
done,  satisfactory  results  were  obtained  in 
four.  Another  patient  underwent  bilateral 
arthroplasty  elsewhere,  with  a poor  result, 
and  the  condition  of  two  patients  was  not  fol- 
lowed. Of  the  six  patients  who  were  treated 
by  arthrodesis  of  the  hip,  two  had  no  pain, 
and  were  satisfied  with  the  result,  two  had 
slight  pain  (with  some  question  as  to  whether 


or  not  the  arthrodesis  was  solid),  and  two 
were  not  traced. 

It  seems  clear  from  our  own  observations, 
as  well  as  from  a study  of  the  afore-men- 
tioned papers,  that  in  simple  dislocations  not 
associated  with  fracture,  early  reduction  by 
manipulation  (meaning  within  12  or  at  most 
24  hours)  offers  the  best  opportunity  of  ob- 
taining a good  end  result.  When  a patient 
comes  to  the  surgeon  with  a dislocation  that 
is  unreduced,  open  reduction  must  be  done, 
as  a rule,  but  in  this  instance  a guarded 
prognosis  must  be  given.  When  a patient  has 
a small  fracture  of  the  acetabular  rim,  the 
fragment  of  which  can  be  replaced  satisfac- 
torily, closed  reduction  is  the  preferred  treat- 
ment. If  the  fragment  resulting  from  this 
type  of  injury  is  larger,  open  reduction  prob- 
ably should  be  done  and  the  fragment  should 
be  replaced  accurately  and  fixed  with  a 
screw. 

Stewart  and  Milford  did  not  emphasize  the 
importance  of  open  reduction  and  fixation  of 
fragments,  although  they  did  report  some 
good  results  after  such  treatment.  Their 
comment,  however,  was:  “If  the  patient’s 
general  condition  will  not  permit  an  open  re- 
duction within  twelve  to  twenty-four  hours 
after  injury,  the  dislocation  should  be  re- 
duced by  closed  manipulation  and  maintained 
by  traction.  Surgery  may  be  safely  delayed 
for  a week  or  ten  days.  Reduction  and  release 
of  tension  on  the  capsule,  with  its  inherent 
blood  supply,  is  more  essential  to  the  preser- 
vation of  the  integrity  and  function  of  the 
hip  than  is  the  replacement  of  the  fragments 
of  the  acetabulum.” 

As  for  prevention  of  aseptic  necrosis  of  the 
femoral  head  after  dislocation  of  the  hip, 
there  seems  to  be  agreement  among  these 
writers  that  damage  to  the  blood  supply  of 
the  head  occurs  at  the  time  of  the  accident, 
and  that  prolonged  prevention  of  weight- 
bearing does  not  alter  the  appearance  of  this 
complication.  Myositis  ossificans,  which  is 
thought  to  be  a common  complication  of  dis- 
location of  the  hip,  actually  is  seen  relatively 
infrequently.  No  one  has  offered  a sugges- 
tion for  prevention  of  it. 

Injury  to  the  sciatic  nerve  may  be  over- 
looked easily  unless  careful  examination  of 
the  extremity  is  carried  out.  Not  only  motor 
power  in  the  muscles  of  the  foot  and  knee, 
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but  also  sensation  should  be  tested  for  in 
order  to  determine  the  extent  of  the  injury. 
If  there  is  evidence  of  severe  damage  to  the 
sciatic  nerve,  early  exploration  of  the  nerve 
frequently  is  advisable  for  determination  of 
the  extent  of  the  injury.  Surgical  exploration 
also  will  permit  attempts  at  improvement  of 
function  of  the  nerve  by  relief  of  pressure 
from  impinging  fragments  of  bone.  Injuries 
of  lesser  degree  may  be  watched  for  evidence 
of  improvement.  In  our  own  group  of  cases 
improvement  was  noted  in  half  of  the  pa- 
tients, but  complete  recovery  was  noted  in 
only  one  patient,  and  there  was  no  evidence 
of  improvement  in  three  patients. 

Stewart  and  Milford  reported  variable  de- 
grees of  recovery  in  17  cases;  in  three  cases 
there  was  no  recovery;  in  three  there  was 
complete  recovery;  in  six  there  was  50  per 
cent  recovery;  in  one,  25  per  cent  recovery; 
in  two,  75  per  cent  recovery;  and  two  patients 
were  not  traced. 

The  following  reports  illustrate  some  of 
the  problems  encountered  in  the  treatment  of 
traumatic  dislocation  of  the  hip. 

Four  Illustrative  Cases 

Case  1. — This  case  is  presented  as  an  ex- 
ample of  true  recurrent  dislocation  of  the  hip. 
A portion  of  this  patient’s  history  has  been 
published  elsewhere.  In  that  report  the 
authors  wrote  that  recurrent  dislocation  of 
the  hip  unassociated  with  acetabular  fracture, 
congenital  dysplasia,  sepsis  or  paralysis  is 
rare.  They  were  able  to  find  only  seven  such 
cases  in  the  literature. 

The  patient  was  a 60-year-old  male  dish- 
washer who  first  registered  at  the  Mayo 
Clinic  in  1945.  He  had  first  dislocated  the 
right  hip  in  1937,  when  he  fell  on  an  icy 
street.  Reduction  and  recovery  had  been  un- 
eventful and  he  had  experienced  no  further 
difficulty  with  this  hip.  In  July,  1944,  he  had 
undergone  amputation  at  midthigh  on  the 
right  because  of  a squamous  cell  carcinoma 
which  had  developed  in  an  old  wound  of  the 
right  heel.  After  obtaining  an  artificial  limb, 
he  walked  without  difficulty  until  January, 
1947,  when  he  sustained  a posterior  disloca- 
tion of  the  left  hip  during  a fall  on  an  icy 
street  (fig.  la).  Subsequently,  he  sustained 
five  posterior  dislocations  of  the  left  hip.  The 
cause  in  each  instance  was  a fall  on  the  street 
or  in  his  room  when  he  was  hobbling  about 
without  his  prosthesis.  After  each  dislocation 


Fig.  1.  a.  Recurrent  dislocation  of  the  left  hip  in 
case  1,  as  seen  on  August  5,  1954.  The  configura- 
tions in  this  roentgenogram  are  typical  of  the  ap- 
pearance of  the  hip  in  each  of  the  episodes  of  dis- 
location. 

b.  Roentgenogram  made  on  January  4,  1955,  in 
case  1,  showing  buttress  of  bone  held  in  place  with 
two  vitallium  screws. 

c.  Roentgenogram  made  on  April  26,  1956,  in 
case  1,  showing  dislocation  after  shelf  operation. 
Note  erosion  of  calcar  femorale,  where  the  femoral 
neck  impinges  against  the  acetabular  shelf. 

d.  Roentgenogram  made  on  July  31,  1956,  in 
case  1,  showing  appearance  after  bifurcation  osteo- 
tomy. 

reduction  was  accomplished  easily,  and  at  no 
time  did  he  exhibit  evidence  of  damage  to  the 
sciatic  nerve,  nor  did  roentgenologic  evidence 
of  aseptic  necrosis  of  the  femoral  head  ap- 
pear. 

Because  of  the  increasing  frequency  of  the 
epidsodes  of  dislocation,  a shelf  operation  and 
fascial  reefing  of  the  posterior-superior  por- 
tion of  the  capsule  of  the  left  hip  were  per- 
formed on  November  11,  1954  (fig.  lb).  After 
this  operation  the  patient  regained  excellent 
function  in  the  left  hip.  He  was  not  heard 
from  again  until  April,  1956,  when  he  was 
transferred  to  the  clinic  from  a neighboring 
hospital,  complaining  of  pain  in  the  left  groin. 
The  history  obtained  at  this  time  was  un- 
reliable because  of  the  presence  of  inebriation 
and  he  was  unable  to  say  just  how  long  he 
had  noted  the  symptoms  in  the  hip.  Three 
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to  5 weeks  was  his  guess. 

The  roentgenogram  made  at  the  time  of 
that  examination  (fig.lc)  revealed  posterior- 
superior  dislocation  of  the  hip.  The  femoral 
head  was  displaced  upward  above  the  shelf, 
and  there  was  erosion  of  the  calcar  femorale 
where  the  femoral  neck  rubbed  against  the 
buttress  of  bone  along  the  superior  margin  of 
the  acetabulum. 

Open  reduction  was  attempted  on  May  2, 
1956,  but  proved  impossible  because  of  fi- 
brosis and  contracture  of  muscles  about  the 
hip  joint.  Bifurcation  osteotomy  was  per- 
formed instead  (fig.  Id).  After  immobiliza- 
tion of  the  hip  in  plaster  for  3 months,  the 
patient  gradually  resumed  his  usual  activ- 
ities, although  because  of  his  increasing  years 
(73  at  this  writing),  he  was  committed  to  a 
home  for  the  aged.  When  we  last  saw  him  he 
was  able  to  walk  with  the  aid  of  a cane  or 
crutch  and  he  said  he  had  no  pain  in  the  hip. 


Fig.  2.  a.  Appearance  of  the  left  hip  in  case  2 on 
Janua^  31,  1956,  showing  partial  reduction  of 
posterior  dislocation.  Note  the  large  fragment  of 
femoral  head  rotated  within  the  joint. 

b.  Appearance  of  the  hip  in  case  2 after  cup 
arthroplasty  on  February  8,  1957.  Note  the  short- 
ening of  the  femoral  neck  and  osteoporosis. 

Case  2. — The  patient  in  this  case  sustained 
a posterior  dislocation  of  the  hip  associated 
with  fracture  of  the  femoral  head.  He  is  pre- 
sented because  his  condition  represents  a poor 
result,  and  the  case  illustrates  the  unpre- 
dictability of  the  results  of  cup  arthroplasty 
in  the  treatment  of  the  injury  concerned. 

The  patient,  a 40-year-old  livestock  dealer, 
was  injured  in  a head-on  automobile  collision 
on  January  25,  1956.  After  an  unsuccessful 
attempt  at  closed  reduction  had  been  made, 
the  patient  was  transferred  to  the  clinic  on 


the  fifth  day  after  injury.  A roentgenogram 
of  the  hip  (fig.  2a)  revealed  fracture  of  the 
femoral  head,  with  rotation  of  the  fragment 
within  the  joint  and  evident  blocking  of  re- 
duction. At  operation  on  February  3,  1956, 
the  loose  fragment  of  bone  was  found  to  be 
still  attached  to  the  ligamentum  teres,  and 
the  fragment  comprised  more  than  a third  of 
the  femoral  head.  There  was  marked  shred- 
ding of  tissues  about  the  joint.  The  loose 
fragment  of  bone  was  removed  and  cup 
arthroplasty  (fig.  2b)  was  performed. 

After  the  operation  the  limb  was  main- 
tained in  balanced  traction  for  2 weeks.  The 
daily  use  of  heat  and  massage  and  exercise 
was  then  begun,  but  little  progress  was  made 
because  of  persistent  pain  in  the  hip.  The  pa- 
tient was  unable  to  regain  motion  as  he 
should  have  regained  it.  For  this  reason  the 
hip  was  manipulated  with  the  aid  of  anes- 
thesia on  April  6,  1956.  Only  90  degrees  of 
flexion  was  obtained.  When  the  patient  was 
last  examined  on  January  25,  1958,  he  had 
improved,  but  he  still  complained  of  pain 
after  long  periods  of  standing  or  walking.  He 
was  able  to  return  to  his  former  employment 
with  the  aid  of  a cane  and  a crutch. 


Fig.  3.  a.  Appearance  of  the  left  hip  in  case  3 
on  November  14,  1955,  showing  fracture  of  the 
femoral  head  and  displaced  fragment  from  the 
posterior-superior  aspect  of  the  acetabulum. 

b.  Appearance  in  case  3 on  September  20,  1957, 
showing  cup  arthroplasty  and  two  screws  used  for 
internal  fixation  of  the  acetabular  fracture. 

Case  3. — In  contrast  to  the  patient  just  de- 
scribed, the  patient  in  this  case  was  an  older 
man  who  had  sustained  greater  injury  to  the 
hip  and  underwent  the  same  type  of  opera- 
tion but  who  obtained  a much  better  result. 

A 59-year-old  hardware  dealer  sustained  a 
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posterior  dislocation  of  the  left  hip  in  a head- 
on  automobile  collision  on  November  13,  1955. 
Closed  reduction  had  been  attempted;  the  pa- 
tient was  transferred  to  the  clinic  the  next 
day.  The  roentgenogram  revealed  partial  re- 
duction of  the  hip  (fig.  3a),  but  complete  re- 
duction was  blocked  by  an  intra-articular 
fragment  from  the  fractured  femoral  head. 
In  addition,  a fragment  of  bone  was  knocked 
off  the  posterior  rim  of  the  acetabulum. 

At  operation  on  November  16,  1955,  the 
intra-articular  fragment  was  found  to  com- 
prise about  a third  of  the  femoral  head,  and 
it  involved  a portion  of  the  weight-bearing 
surface.  The  fragment  was  removed  and  cup 
arthroplasty  was  performed.  The  posterior 
rim  of  the  acetabulum  was  accurately  re- 
placed and  held  with  two  screws.  Postopera- 
tively  the  limb  was  maintained  in  skeletal 
traction  by  means  of  a Steinmann  pin  for  6 
weeks.  The  use  of  heat,  massage  and  exer- 
cises was  then  begun,  but  weight-bearing  was 
not  permitted  for  6 months.  When  the  patient 
was  last  seen  in  September,  1957  (fig.  3b),  he 
had  no  pain  in  the  hip,  could  walk  without 
a limp  and  the  extremity  had  almost  a normal 
range  of  motion. 


_ Fig.  4.  a.  Marked  comminuted  fracture-disloca- 
tion of  the  left  hip  in  case  4,  July  14,  1956.  Note 
the  fracture  of  the  acetabulum  extending  upward 
through  the  ilium. 

b.  Roentgenologic  appearance  in  case  4 on  Sep- 
tember 11,  1957,  showing  result  of  internal  fixation 
with  a Moe  plate.  There  is  delayed  union  of  the 
subtrochanteric  fracture  on  the  right. 

Case  4. — This  patient  had  sustained  the 
most  severe  fracture-dislocation  of  the  hip 
which  I have  encountered.  The  satisfactory 
end  result  bears  out  the  ancient  orthopedic 
saw  to  the  effect  that  patients  “do  not  walk 
on  their  x-rays,”  meaning  that  in  spite  of  a 
poor  roentgenologic  appearance,  the  func- 
tional result  was  satisfactory. 

This  patient,  a 34-year-old  farmer,  was 


thrown  off  a truck  on  July  6,  1956.  He  sus- 
tained a subtrochanteric  fracture  of  the  right 
hip  and  a fracture-dislocation  of  the  left  hip. 
Complete  paralysis  of  the  muscles  of  the  right 
lower  extremity  had  been  present  since  an 
episode  of  poliomyelitis  in  1941.  When  the 
patient  was  admitted  to  the  hospital  shortly 
after  the  accident,  roentgenologic  examina- 
tion disclosed  injuries  to  both  hips.  In  ad- 
dition to  the  subtrochanteric  fracture  on  the 
right,  there  was  marked  comminution  of  the 
upper  end  of  the  left  femur  (fig.  4a),  with  dis- 
location of  the  femoral  head  downward  to  the 
level  of  the  lesser  trochanter.  A fracture  of 
the  left  ilium  extended  from  the  acetabulum 
upward  through  the  ilium,  with  displacement 
upward  of  that  side  of  the  pelvis. 

On  July  9,  1956,  with  the  patient  under  the 
influence  of  general  anesthesia,  the  right  hip 
was  reduced  and  internal  fixation  was  se- 
cured by  means  of  a McLaughlin  nail  and 
plate.  At  the  same  time  a Steinmann  pin  was 
placed  through  the  lower  end  of  the  left 
femur  and  skeletal  traction  was  applied,  to 
reduce  the  displacement  of  the  left  side  of 
the  pelvis. 

On  July  18,  1956,  after  satisfactory  position 
of  the  left  side  of  the  pelvis  had  been  ob- 
tained, open  reduction  of  the  fracture-dislo- 
cation of  the  left  hip  was  attempted.  The 
femoral  head  was  found  to  be  lying  com- 
pletely unattached  in  the  soft  tissues  of  the 
thigh  at  the  level  of  the  lesser  trochanter. 
It  was  placed  in  the  acetabulum;  the  frag- 
ments of  the  upper  end  of  the  femur  were 
aligned  as  well  as  possible  and  internal  fixa- 
tion was  obtained  by  means  of  a Moe  plate 
(fig.  4b),  three  wood  screws  being  placed 
through  the  region  of  the  neck  and  greater 
trochanter  into  the  head. 

Postoperatively  severe  iliofemoral  throm- 
bophlebitis of  the  left  lower  extremity  de- 
veloped, but  the  patient  survived,  without 
other  complications,  after  treatment  with 
anticoagulant  agents.  Delayed  union  of  the 
subtrochanteric  fracture  on  the  right  was  ap- 
parent by  January  16,  1957,  and  a single  hip 
spica  cast  was  applied  to  the  right  hip  on  that 
date.  It  was  removed  in  July,  1957,  when 
union  was  shown  to  be  sound.  Weight-bear- 
ing was  begun  gradually.  When  the  patient 
was  last  examined  in  January,  1958,  he  was 
walking  with  the  aid  of  two  crutches  and  was 
able  to  bear  full  weight  without  pain.  He  felt 
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that  the  left  lower  extremity  was  his  stronger 
leg.  There  was  90  degrees  of  flexion  in  the 
left  hip. 

CONCLUSIONS 

On  the  basis  of  review  of  the  literature  and 
our  own  experience  certain  conclusions  can 
be  drawn  in  respect  to  the  treatment  of  trau- 
matic dislocation  of  the  hip. 

1.  Traumatic  dislocation  of  the  hip  is  a true 
emergency,  and  the  earlier  reduction  is 
achieved,  the  better  will  be  the  chance  for  full 
recovery. 

2.  The  decision  as  to  open  or  closed  treat- 
ment in  dislocations  associated  with  fracture 
depends  on  the  size  and  location  of  the  ace- 
tabular fragments  or  fragments  of  the  fem- 
oral head  and  upon  an  estimate  of  the  sub- 
sequent stability  of  the  hip. 

3.  Primary  arthroplasty  may  be  indicated 
in  certain  selected  cases.  Arthrodesis  prob- 
ably should  be  reserved  as  a secondary  pro- 
cedure to  be  performed  at  a later  date. 

4.  Aseptic  necrosis  of  the  femoral  head  is 
a late  complication.  Prolonged  abstention 
from  weight-bearing  seems  to  have  little  or 
no  effect  on  prevention  of  this  condition. 

5.  Some  degree  of  traumatic  arthritis  de- 
velops in  at  least  half  the  cases  of  uncompli- 
cated traumatic  dislocation  of  the  hip,  and  it 
develops  in  most  of  the  cases  in  which  there 
is  an  associated  fracture. 

6.  Sciatic  paralysis  should  be  looked  for, 
and  in  some  instances  exploration  of  the 
sciatric  nerve  should  be  performed. 
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THE  DIAGNOSTIC  SIGNIFICANCE 

OF  VERTIGO— 

(Continued  from  Page  401) 
reduced  or  even  completely  absent  even  in 
cases  of  a relatively  short  duration. 

In  view  of  the  potentially  grave  conse- 
quences of  overlooking  such  tumors  it  is  ad- 
visable to  regard  every  case  of  hearing  loss, 
tinnitus  and  vertigo  or  unsteadiness  as  a pos- 
sible acoustic  neurinoma  which  should  care- 
fully be  ruled  out  before  another  diagnosis 
is  made. 

There  is  a great  difference  of  opinion  con- 
cerning the  occurrence  of  vertigo  in  asso- 
ciation with  lesions  of  the  cerebellum.  It  is 
undoubtedly  far  less  frequent  than  in  lesions 
of  the  brainstem. 

After  head  trauma  without  fracture  of  the 
labyrinth  the  peripheral  as  well  as  the  central 
type  of  vestibular  disturbances  might  be  ob- 
served. The  peripheral  type  results  from  a 
direct  injury  to  the  endorgans  (labyrinthine 
concussion)  and  is  characterized  by  a per- 
sisting tone  hearing  loss  and  transient  attacks 
of  positional  vertigo  with  nystagmus  of  fixed 
direction.  The  central  type  of  vestibular  dis- 
turbances is  most  probably  due  to  alterations 
in  the  vestibular  nuclei  and  the  pathways  in 
the  brainstem.  It  is  not  associated  with  deaf- 
ness unless  the  central  cochlear  pathways  are 
also  involved. 

In  this  short  review  of  the  diagnostic  sig- 
nificance of  true  vertigo  the  main  problems 
confronting  the  otologist  were  discussed.  In 
spite  of  the  considerable  progress  made  in 
the  last  20  years  many  problems  remain  un- 
solved and,  undoubtedly,  many  clinical  en- 
tities still  unrecognized.  The  more  we  realize 
the  limitations  of  our  present  knowledge  and 
the  less  we  become  complacent  through  the 
use  of  meaningless  words,  the  sooner  we  can 
hope  to  make  further  progress  towards  the 
solution  of  these  most  interesting  problems. 
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This  month  I would  like  to  move  from  subjects  of  local  and  state  interest  to  one  of  national 
concern.  The  Forand  Bill,  with  its  proposed  means  of  providing  medical  service  to  the  aged, 
is  a lost  cause  for  this  year  and  many  of  us  in  medicine  breathe  more  easily  as  a result.  It  should 
give  conscientious  physicians  some  food  for  thought  and  possibly  cause  for  concern,  however, 
to  study  the  statement  of  policy  adopted  by  the  delegates  of  American  Hospital  Association  at 
their  meeting  in  Chicago,  in  late  August. 

The  following  statement  supercedes  all  previous  actions  taken  by  the  American  Hospital 
Association.  Their  policy  is  as  follows: 

“1.  The  American  Hospital  Association  is  convinced  that  retired  aged  persons  face  a press- 
ing problem  in  financing  their  hospital  care. 

2.  It  believes  that  Federal  legislation  will  be  necessary  to  solve  the  problem  satisfac- 
torily. It  has,  however,  serious  misgivings  with  respect  to  the  use  of  compulsory  health 
insurance  for  financing  hospital  care  even  for  the  retired  aged. 

3.  It  believes  that  all  possible  solutions  must  be  vigorously  explored,  including  methods 
by  which  the  dangers  inherent  in  this  Social  Security  approach  can  be  avoided. 

4.  It  believes  that  every  realistic  effort  should  be  made  to  meet  the  hospital  needs  of  the 
retired  aged  principally  through  mechanisms  utilizing  existing  systems  of  volimtary 
prepayment.  However,  it  is  conceivable  that  the  use  of  Social  Security  to  provide  the 
mechanisms  to  assist  in  the  solution  of  the  problem  of  financing  these  needs  may  be 
necessary  ultimately. 

5.  It  believes  that  any  legislation  developed  to  provide  for  government  participation  to 
meet  the  hospital  needs  of  the  retired  aged  should  be  so  devised  as  to  strengthen  the 
voluntary  prepayment  systems,  and  should  conform  to  the  following  principles: 

a.  Legislation  designed  to  provide  for  the  hospital  needs  of  the  retired  aged  should 
provide  essential  hospital  services  and  should  exclude  custodial  care  provided  for 
non-medical  reasons. 

b.  Government  participation  should  be  restricted  to  persons  over  65  who  are  not 
regularly  and  substantially  employed.  The  voluntary  system  provides  a satisfactory 
mechanism  for  the  coverage  of  other  persons,  regardless  of  age. 

c.  Any  program  in  which  the  Federal  government  participates  to  meet  the  hospital 
needs  of  the  non-indigent  aged  should  emphasize  individual  responsibility  and  make 
the  application  of  a means  test  unnecessary  for  obtaining  benefits. 

d.  Such  a program  should  be  based  on  the  service  benefit  principle  and  should  pro- 
vide benefits  sufficiently  comprehensive  to  remove  the  major  economic  barriers  to 
hospital  care  for  the  retired  aged. 

e.  Such  a program  should  make  benefits  available  through  non-profit  prepayment 
plans. 

f.  Hospitals  should  be  paid  fully  for  the  cost  of  care  rendered. 

g.  Such  a program  should  not  provide  services  in  facilities  operated  by  the  Federal 
government. 

h.  Such  a program  should  provide  reasonable  criteria  to  determine  the  eligibility 
of  hospitals  to  participate,  but  the  Federal  government  should  be  precluded  from  in- 
terfering in  the  administration  and  operation  of  hospitals  providing  the  services. 

i.  Such  a program  should  maintain  the  free  choice  of  doctor  and  hospital  by  the  re- 
cipient. 

j.  Such  a program  should  permit  and  encourage  continuous  adaptation  to  new 
knowledge  in  the  provision  of  services.” 

It  is  inevitable  in  this  great  family  of  Medicine  of  which  the  Hospital  Association  and  the 
Medical  Association  are  two  major  parts  that  differences  of  opinion  develop.  Means  for  de- 
veloping care  for  the  aged  must  be  developed.  There  are  some  parts  of  the  program  above 
with  which  we  can  agree  and  others  with  which  we  must  take  active  issue.  I would  ask  each 
of  you  to  give  the  above  your  serious  consideration  and  discuss  it  with  your  respective  hospital 
administrators.  They  are  the  ones  in  the  Hospital  Association  for  whom  policy  is  set  just  as  are 
you  the  one  in  the  Medical  Association  for  whom  policy  is  determined. 

Sincerely, 

A.  A.  Lamport,  M.D. 
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COUNCIL  MEETING 
SEPTEMBER  14,  1958 
Marvin  Hughitt  Hotel,  Huron,  S.  Dak. 


SOUTH  DAKOTA 


The  meeting  was  called  to  order  at  12:45 
P.M.  by  Chairman  T.  H.  Sattler,  M.D.,  the 
following  members  being  present:  M.  M. 
Morrissey,  M.D.;  A.  A.  Lampert,  M.D.;  R.  A. 
Buchanan,  M.D.;  A.  P.  Reding,  M.D.;  C.  R. 
Stoltz,  M.D.;  Magni  Davidson,  M.D.;  P.  V. 
McCarthy,  M.D.;  J.  J.  Stransky,  M.D.;  M.  C. 
Tank,  M.D.;  L.  C.  Askwig,  M.D.;  Paul  Hohm, 
M.D.;  P.  P.  Brogdon,  M.D.;  C.  J.  McDonald, 
M.D.;  T.  H.  Sattler,  M.D.;  J.  D.  Bailey,  M.D.; 
R.  H.  Hayes,  M.D.;  H.  Lowe,  M.D.;  and  E.  A. 
Johnson,  M.D.  Mr.  Foster  then  introduced 
the  new  members  of  the  Council  Dr.  Lowe 
and  Dr.  Tank.  Dr.  McCarthy  moved  that  the 
reading  of  the  minutes  of  the  last  meeting  be 
dispensed  with,  as  they  have  been  published 
in  the  Journal.  Dr.  Tank  seconded  the  mo- 
tion and  it  was  carried. 

Dr.  McCarthy  gave  the  report  of  the  special 
committee  of  the  Council  to  investigate  in- 
vestment of  reserves  of  the  Association  and 
for  establishing  a retirement  plan  for  em- 
ployees. Dr.  McCarthy  moved  that  the  excess 
funds  in  the  treasury  of  the  Association  be 
placed  in  various  banks  throughout  the  State 
in  the  form  of  Certificates  of  Deposit  and  that 
any  banks  holding  these  certificates  should 
be  members  of  the  FDIC.  The  banks  utilized 
for  these  deposits  should  be  in  different  parts 
of  the  State,  or  any  specific  place  the  Council 
directs.  Dr.  Stoltz  moved  to  amend  the  mo- 
tion to  include  all  funds  in  reserve  in  the  As- 
sociation. Said  Amendment  carried.  Dr. 
Davidson  seconded  the  motion  as  amended 
and  it  was  carried.  Dr.  McCarthy  reported 
that  the  committee  was  not  prepared  to  sub- 
mit details  on  the  establishment  of  a retire- 
ment plan  at  the  moment,  but  that  they 
would  like  to  be  able  to  continue  this  study 
for  a period  of  time.  Dr.  Stoltz  moved  that 
the  Council  authorize  the  establishment  of 
such  a plan  and  that  the  committee  continue 
its  investigation,  particularly  along  the  lines 
outlined  by  Dr.  McCarthy  in  writing  to  a 
medical  insurance  planning  agency,  to  get  in- 
formation as  to  the  fees  and  how  much  his 
services  will  cost  the  Association.  A plan  shall 
be  presented  to  the  Council  at  its  January 
meeting.  Dr.  Morrissey  seconded  the  motion 
and  it  was  carried. 


Mr.  Foster  explained  the  changes  in  the 
Medicare  Program.  A discussion  on  this  pro- 
gram followed.  Dr.  Lampert  moved  that  the 
Association  continue  the  contract  with  the 
office  of  Dependent  Medical  Care.  Dr.  Tank 
seconded  the  motion  and  it  was  carried.  Mr. 
Foster  read  a proposed  resolution  concerning 
the  Medicare  program. 

The  Council  of  the  South  Dakota  State 
Medical  Association  meeting  in  official  ses- 
sion at  Huron,  South  Dakota,  Sunday,  Sep- 
tember 14,  1958,  adopted  the  following  resolu- 
tion : 

WHEREAS:  The  Dependents  Medical  Care 
Act  was  inaugurated  for  the  avowed  purpose 
of  improving  troop  morale  by  provision  of  so- 
called  industrial  type  “fringe  benefits,”  and 

WHEREAS:  The  original  program,  which 
was  generally  satisfactory  to  patient  and  doc- 
tor alike,  has  been  altered  by  Congressional 
and  Office  of  Dependent  Medical  Care  action 
to  the  point  where  the  basic  tenets  of  the  plan 
have  been  abandoned,  and 

WHEREAS:  The  physicians  of  this  State 
have  given  their  support  and  cooperation  to  a 
proposal  which  some  deemed  to  be  at  var- 
iance with  their  ideals  of  private  enterprise, 
only  to  have  the  program  reduced  to  a con- 
fusing half-entity, 

NOW  THEREFORE  BE  IT  RESOLVED: 
That  the  South  Dakota  State  Medical  Asso- 
ciation assert  its  opposition  to  the  new  “Med- 
icare” program  as  being  unwidely,  unsatis- 
factory, and  far  from  the  original  intent  of 
the  program  and  that  the  following  recom- 
mendations be  considered: 

1:  Complete  eradication  of  the  Medicare 
program. 

2:  Creation  of  a group  insurance  program 
for  military  dependents  allowing  free 
choice  of  military  or  civilian  facilities. 

3:  Return  to  the  original  program  with  ade- 
quate appropriations  for  its  maintenance. 

BE  IT  FURTHER  RESOLVED:  That  copies 
of  this  resolution  be  forwarded  to  the  mem- 
bers of  the  South  Dakota  Congressional  Dele- 
gation, the  Board  of  Trustees  of  the  Amer- 
ican Medical  Association,  and  the  several 
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State  Medical  Associations. 

Dr.  Lamport  moved  the  adoption  of  the 
resolution.  Dr.  McDonald  seconded  the  mo- 
tion and  it  was  carried. 

Dr.  Reding  gave  the  report  of  the  Medical 
Defense  Committee. 

INTERIM  REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  DEFENSE  TO  THE 
COUNCIL 

The  Committee  met  in  Sioux  Falls,  Septem- 
ber 9th,  and  after  lengthy  discussions  makes 
the  following  recommendations: 

1.  That  the  Committee  investigate  the  op- 
eration of  other  successful  Medical  De- 
fense Committees. 

2.  That  the  Committee  check  the  legal  as- 
pects of  an  active  Medical  Defense  Com- 
mittee. 

3.  That  the  Committee  continue  it’s  study 
and  make  a report  to  the  Council  at  the 
January  meeting  with  a proposed  change 
in  the  By-laws  of  the  Association,  if 
deemed  advisable. 

Dr.  Brogdon  suggested  that  his  committee, 
appointed  by  the  Speaker  of  the  House  of 
Delegates  to  investigate  the  consolidation  of 
the  Grievance  Committee  and  the  Medical 
Defense  Committee  work  with  the  Medical 
Defense  Committee  in  the  future,  to  avoid  a 
duplication  of  effort.  Dr.  Reding  moved  the 
adoption  of  the  report.  Dr.  Buchanan  sec- 
onded the  motion  and  it  was  carried. 

The  Sixth  District  Medical  Society  nom- 
inated Dr.  A.  H.  Hoyne  of  Salem  for  General 
Practitioner  of  the  Year.  The  Third  District 
Medical  Society  nominated  Dr.  D.  S.  Baugh- 
man. Dr.  Hoyne  was  elected  to  this  honor. 

Mr.  Foster  discussed  the  problem  that  the 
opthalmologists  of  the  State  have  with  the 
operation  of  the  Service  to  the  Blind.  A dis- 
cussion followed.  Dr.  Lampert  moved  to 
refer  the  matter  to  the  Committee  on  Re- 
habilitation for  study.  The  Committee  is  to 
report  to  the  January  meeting  of  the  Coun- 
cil. Dr.  McCarthy  seconded  the  motion  and  it 
was  carried. 

Mr.  Foster  explained  the  Coroner’s  Law 
changes  and  read  a letter  from  Dr.  Geib  con- 
cerning the  law.  Dr.  Lampert  moved  that  the 
Council  go  on  record  as  re-affirming  its  ap- 
proval of  the  basic  precepts  of  Coroners  Law 
Committee  as  presented  to  the  Council  and 
request  that  Dr.  Geib  and  his  committee, 
after  consultation  with  their  own  legal  talent. 


consult  with  the  specific  persons  of  the  Bar 
Association  concerned,  in  an  attempt  to  agree 
upon  a suggested  change  in  the  Coroner’s 
Law  for  presentation  to  the  Legislature  dur- 
ing the  legislative  session.  Dr.  Morrissey  sec- 
onded the  motion  and  it  was  carried. 

Dr.  Stransky  gave  his  report  of  the  Traffic 
Safety  Committee.  It  was  suggested  that  the 
Councilors  attempt  to  promote  activity  on  the 
part  of  the  local  Traffic  Safety  Committees. 

Mr.  Foster  reported  on  the  work  done  on 
the  Indigent  Care  proposals.  A discussion  on 
this  program  followed.  Dr.  Stoltz  moved  that 
the  Council  express  its  appreciation  of  the 
efforts  of  the  Committee  on  Indigent  Care 
and  suggest  that  they  continue  their  good 
work  for  the  direction  underway.  Dr. 
Buchanan  seconded  the  motion  and  it  was 
carried. 

Dr.  Reding  reports  on  the  work  of  the  Inter- 
professional Health  Council.  Mr.  Foster  read 
the  following  resolution  submitted  by  the 
Yankton  District  Medical  Society: 

Resolved:  that  contributions  towards  the 
Interprofessional  Health  Council  be  in- 
itiated at  the  state  level  by  assessment 
rather  than  the  local  level. 

Dr.  Sattler  moved  the  acceptance  of  the  reso- 
lution. Dr.  Stransky  seconded  the  motion  and 
it  was  carried.  Dr.  Stoltz  moved  that  the 
Council  set  up  a state  assessment  on  the  basis 
of  $25.00  per  member  and  further;  that  any 
funds  from  any  districts  that  have  already 
received  from  the  districts  be  applied  against 
this  assessment.  Dr.  Reding  seconded  the  mo- 
tion and  it  was  carried. 

Mr.  Foster  discussed  the  problem  of  Social 
Security  disability  examinations  in  the  State. 
Dr.  Stoltz  moved  that  the  information  be 
turned  over  to  the  Rehabilitation  Committee 
for  study  as  was  the  Aid  to  the  Blind  com- 
plaint. Dr.  Hohm  seconded  the  motion  and 
it  was  carried. 

Dr.  McDonald  brought  up  the  matter  of  a 
Third-Party  Committee  and  suggested  that 
the  establishment  of  such  a committee  might 
be  a good  idea. 

Dr.  Buchanan  moved  that  Dr.  R.  R.  Fisk 
be  made  an  honorary  member  of  the  State 
Medical  Association.  His  name  had  been  sub- 
mitted by  the  Seventh  District.  Dr.  Reding 
seconded  the  motion  and  it  was  carried. 

Mr.  Foster  explained  the  AMA  News,  a 
new  publication  of  the  American  Medical 
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Association.  He  also  discussed  the  creation 
of  a news  letter  for  members  of  the  Associa- 
tion inasmuch  as  the  copy  date  for  the  Jour- 
nal is  so  early,  that  news  is  often  dated  before 
it  is  receivea.  Dr.  Davidson  moved  that  the 
Executive  office  establish  such  a news  letter. 
Dr.  Brogdon  seconded  the  motion  and  it  was 
carried. 

Mr.  Foster  read  a report  from  the  Griev- 
ance Committee. 

TO  THE  COUNCIL  OF  THE  S.D.S.M.A. 

In  a recent  investigation  of  a complaint 
against  a physician,  a member  of  our  Asso- 
ciation, a registered,  return  receipt  requested 
letter  to  the  doctor  was  ignored  by  him,  al- 
though the  return  card  showed  that  he  had 
received  the  letter.  Your  Committee  requests 
that  some  power  be  given  the  Committee  to 
force  cooperation  of  members  against  whom 
a grievance  has  been  filed,  such  as  suspension 
from  the  State  Association  until  compliance 
with  requests  has  been  given.  It  is  requested 
that  consideration  be  given  to  an  ammend- 
ment  to  the  By-laws  of  the  Association  be 
adopted,  to  this  effect: 

Any  physician  of  the  S.D.S.M.A.  against 
whom  charges  have  been  filed  with  the 
Grievance  Committee,  who  shall  fail  to  co- 
operate with  the  Grievance  Committee  in 
its  investigation,  by  refusal  to  answer  in- 
quiries by  members  of  the  Committee,  writ- 
ten and  oral,  pertaining  to  charges  or  griev- 
ance in  question,  shall,  upon  certification  of 
such  non-cooperation  by  the  Chairman  of 
the  Committee,  to  the  Executive  Secretary 
of  the  S.D.S.M.A.,  be  automatically  sus- 
pended from  membership  in  the  S.D.S.M.A. 
until  such  cooperation  is  given,  or  until  the 
matter  may  be  investigated  by  the  Council, 
and  permenent  action  by  the  Council,  re- 
lative to  such  suspension,  be  taken  by  said 
Council.  Appeal  from  such  decision  or 
action  may  be  taken  to  the  House  of  Dele- 
gates for  final  action. 

L.  J.  Pankow,  M.D. 

Chairman,  Grievance  Committee 
South  Dakota  State  Medical  Association 
A discussion  of  this  report  followed.  Dr. 
Lampert  moved  that  the  matter  be  referred  to 
the  Executive  Committee  and  that  their  re- 
port be  returned  at  the  January  Council 
meeting.  Dr.  McCarthy  seconded  the  motion 
and  it  was  carried. 


Mr.  Foster  spoke  briefly  on  the  suggested 
pieces  of  legislation  concerning  certification 
of  psychologists  and  the  law  governing  the 
practice  of  Chiropody-Podiatry  in  South  Da- 
kato.  Dr.  Lampert  moved  that  both  these 
matters  be  referred  to  the  Legislation  Com- 
mittee for  further  study  and  recommenda- 
tion. Dr.  Davidson  seconded  the  motion  and  it 
was  carried. 

Mr.  Foster  made  an  announcement  con- 
cerning the  selection  of  the  Distinguished 
Service  Award.  Dr.  Morrissey  discussed  the 
commitment  laws  of  the  State  to  the  Yankton 
State  Hospital  and  the  Redfield  State  School. 
He  suggested  that  the  Mental  Health  Com- 
mittee be  reminded  of  their  function  and  of 
the  deadline  as  far  as  legislation  for  the  com- 
ing session  is  concerned. 

The  meeting  was  adjourned  at  3:45  P.M. 


WHETSTONE  VALLEY  HOLDS  MEETING 

Twenty  Whetstone  Valley  District  Doctors 
and  wives  met  for  dinner  and  a meeting  in 
Sisseton  on  September  10th. 

Dr.  W.  C.  Brinkman  presided  at  the  meet- 
ing and  introduced  Dr.  A.  A.  Lampert,  presi- 
dent of  the  State  Association,  who  discussed 
plans  for  the  next  Annual  Meeting  and  legis- 
lative possibilities. 

John  C.  Foster  Executive-Secretary,  dis- 
cussed prosecution  of  illegal  practitioners  and 
a proposed  indigent  care  program. 


PIERRE  DISTRICT  HAS  RECORD 
ATTENDANCE 

Members  and  wives  of  the  Pierre  District 
Medical  Society  turned  out  in  large  numbers 
to  attend  the  regular  meeting  on  September 
11th  at  the  Pierre  Country  Club.  Only  two 
members  of  the  widespread  District  were  ab- 
sent. 

The  program  consisted  of  a discussion  lead 
by  State  president,  A.  A.  Lampert,  M.D.,  and 
executive-secretary  Foster. 


MOBRIDGE  DISTRICT 
HEARS  PRESIDENT 

Nine  Mobridge  District  doctors  met  for  the 
regular  meeting  on  September  12th  at  the 
Bridge  Club. 

Dr.  A.  A.  Lampert,  president  of  the  State 
Association  and  John  C.  Foster,  executive- 
secretary, were  on  the  program. 
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THE  GRIEVANCE  COMMITTEE 

Few  doctors  in  South  Dakota  are  aware  of 
the  services  rendered  them  by  the  Medical 
Association’s  Grievance,*  Committee.  Most 
doctors  will  have  no  contact  with  it  in  a life- 
time of  practice.  Yet,  each  time  it  renders  a 
decision,  it  establishes  precedents  for  phys- 
ician and  patient  conduct  that  will  have  a 
far-reaching  effect  on  Medical  practice  for 
years  to  come. 

Fortunately,  grievances  in  South  Dakota 
are  few,  and  a good  proportion  are  based  on  a 
misunderstanding  of  the  services  rendered  by 
the  physician.  As  these  misunderstandings 
are  amicably  settled,  the  publics’  opinion  of 
the  practice  of  medicine  improves  and  the 
physician  concerned  learns  something  more 
about  properly  preparing  his  patient  for  the 
services  to  be  rendered. 

By  the  nature  of  the  Grievance  Commit- 
tee’s operation,  it  cannot  be  too  well  adver- 
tised. Every  physician  has  access  to  the  Com- 
mittee’s annual  report  (July  Journal)  — it 
should  be  read  and  thoughtfully  considered. 


TRAFFIC  SAFETY 

The  Medical  Association’s  Committee  on 
Traffic  Safety  has  swung  into  high  gear  with 
its  program  of  public  education  to  improve 
driving  safety  in  South  Dakota.  The  Com- 
mittee’s program  includes  a stringer  driver’s 
licensing  law  and  other  testing,  an  implied 


consent  law,  and  a point  system  on  moving 
violations  to  control  driving  infractions. 

The  implied  consent  law  is  of  prime  im- 
portance to  physicians  and  law  enforcement 
officers.  It  would  provide  that  a person,  upon 
applying  for  a driver’s  license,  gives  written 
consent  to  have  blood  drawn  and  chemical 
tests  made  at  any  later  time  when  involved 
in  a traffic  violation. 

Under  present  law,  written  consent  of  the 
violator  must  be  obtained  at  the  time  blood 
is  drawn.  Blood  drawn  on  the  order  of  a 
police  officer  may  wreak  the  same  conse- 
quence on  the  physician  as  no  consent  or 
order.  The  consequence  can  be  a charge  of 
assault  filed  by  the  patient. 

Utah  has  an  implied  consent  law  and  New 
York  goes  a step  further  to  give  the  physician 
greater  protection  against  suits  arising  out  of 
such  activity. 

The  Committee  has  laid  its  plan  well  and  is 
ready  to  irnplement  its  program  at  the  Dis- 
trict level.  District  committees  have  been  ap- 
pointed and  are  beginning  to  function. 

What  does  all  this  mean  to  the  average 
physician?  It  means  that  he  will  find  it 
necessary  to  talk  to  his  legislators,  all  men  in 
positions  of  community  leadership,  and  to 
others  on  these  matters.  Until  the  public  is 
convinced  that  these  and  other  methods  must 
be  adopted.  South  Dakota  will  see  a continued 
rise  in  its  terrible  traffic  toll. 
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U.S.D.  MEDICAL  SCHOOL  HISTORY 

CONCLUDED 

The  Announcement  is  made  in  the  Summer 
Session  News  for  June  17,  1946  of  the  appoint- 
ment of  Dr.  Donald  Slaughter  to  head  the 
Medical  School.  The  previous  year  the  legis- 
lature authorized  the  expansion  of  the  2 year 
medical  school  to  a 4 year  program.  Dr. 
Ohlmacher  had  requested  that  he  be  relieved 
of  administrative  duties  and  that  a new  dean 
be  appointed  to  organize  the  school. 

After  a year’s  search  for  someone  for  this 
position  Dr.  Slaughter  was  selected  as  having 
the  necessary  qualifications.  At  the  time  of 
his  appointment,  he  was  chairman  of  the  De- 
partment of  Physiology  and  Pharmacology  at 
Southwestern  Medical  College  in  Dallas, 
Texas,  and  also  acting  Dean  of  the  Medical 
School.  He  received  his  M.D.  in  1929  from 
the  University  of  Iowa  and  returned  there  as 
an  instructor  in  Pharmacology  and  from 
1932-37  as  associate  professor;  then  to  Ver- 
mont as  Professor  of  Pharmacology  and  Phys- 
iology and  acting  Dean  of  the  school  of  med- 
icine of  Southwestern  Medical  Foundation. 
Dr.  Slaughter  published  many  articles  in 
medical  journals  — more  than  42  titles;  was 
active  in  medical  research  and  belonged  to 
numerous  professional  organizations.  He, 
with  Arthur  Grollman,  was  co-editor  of  the 
textbook  Pharmacology  and  Therapeutics, 
13th  edition.  Lea  and  Febiger,  1947. 

Dean  Slaughter  at  U.  S.  D.  was  responsible 
for  a good  deal  of  “spade  work”  throughout 
the  state  for  creating  interest  in  the  expanded 
program  for  the  medical  school. 


Some  of  the  factors  in  organizing  that  he 
considered  necessary  were  increase  in  staff; 
teaching  affiliation  with  a hospital;  great 
variety  of  scientific  and  laboratory  and  class- 
room equipment;  floor  space  and  air  con- 
ditioning for  laboratory  animals,  and  an  ac- 
credited system  of  departmentalized  teaching 
covering  the  entire  field  of  medical  training. 

The  medical  staff  during  the  year  1946 
visited  every  area  in  South  Dakota  explain- 
ing the  need  for  and  the  plan  of  operation  of 
the  newly  expanded  school. 

In  March  of  1947  the  senate  bill  to  estab- 
lish a 4 year  school,  sponsored  by  Senator 
Don  Beatty  of  Vermillion,  calling  for  an  ap- 
propriation of  $647,163,  was  defeated. 

In  Journal  Lancet  for  October,  1947,  p.  372, 
the  Committee  of  Medical  Education  and 
Hospitals  in  it’s  report  to  the  South  Dakota 
Medical  Association  points  out  1.  The  fail- 
ure of  the  legislature  to  appropriate  money 
for  the  4 year  medical  school  was  largely 
due  to  inadequate  lobbying  for  the  school  at 
the  proper  time.  2.  The  appropriations  asked 
for  were  very  inadequate.  On  page  376  the 
Committee  of  the  Four  Year  Medical  School 
reports  that  “During  the  past  year,  the  Coun- 
cil as  a whole  has  acted  as  the  committee  on 
the  proposed  four-year  medical  school.  On 
several  occasions  we  have  met  with  Dr.  I.  D. 
Weeks,  president  of  the  University,  and  with 
Deans  Ohlmacher  and  Slaughter  to  discuss 
ways  and  means  of  promoting  the  plans  for 
the  four  year  school.  Dr.  Victor  Johnson’s 
recommendations  for  acceptance  by  the 
A.M.A.  as  a class  “A”  institution  were  dis- 
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cussed  at  length  — one  of  these  being  that 
the  entire  four-year  course  be  integrated  at 
Sioux  Falls.  The  Council  voted  unanimously 
to  support  the  proposed  budget  and  plans  for 
establishing  the  school  at  Sioux  Falls.” 

The  Committee  which  was  composed  of 
Dr.  C.  E.  Robbins,  chairman,  and  Drs.  D.  S. 
Baughman  and  F.  S.  Howe  appeared  before 
the  legislature  in  February  endorsing  the  4 
year  plan.  After  the  legislature  defeated  the 
bill  for  a 4 year  school  they  appropriated 
$100,000  for  the  biennium  for  the  2 year 
school. 

Dr.  Slaughter  continued  on  as  Dean  imtil 
December  of  1951.  His  wife  died  of  a linger- 
ing illness  in  October,  1951.  In  December,  Dr. 
Slaughter  resigned  because  of  illness  and  en- 
tered the  U.  S.  Public  Health  Department 
Hospital  at  Lexington,  Kentucky  for  rest  and 
treatment.  He  died  suddenly  of  a heart  attack 
at  his  home  one  month  after  his  return  to 
Vermillion. 

On  December  13,  1951,  Dr.  Walter  Hard 
who  had  been  Professor  and  Chairman  of  the 
Department  of  Anatomy  at  U.  S.  D.  since 
1946  and  assistant  Dean  since  1949,  was  named 
acting  Dean.  Dr.  Hard  received  his  Ph.D.  in 
Histology  from  Duke  in  1937  where  he  be- 
came a teaching  fellow  in  1935.  He  was  an 
instructor  in  Zoology  at  the  University  of 
Maryland  in  1937-40  and  assistant  professor 
of  Histology  in  1941-44.  From  there  he  went 
to  South  Carolina  Medical  College  as  Asso- 
ciate Professor  of  Anatomy  and  from  there 
to  the  U.  S.  D.  Medical  School. 

Dr.  Hard  has  had  as  an  objective  the  build- 
ing up  of  a two  year  school  that  is  nationally 
recognized  as  outstanding  in  giving  students 
a fine  background  in  the  basic  sciences.  Stu- 
dents have  no  difficulty  in  transferring  to  4 
year  schools  and  many  of  them  have  been 
outstanding  students  at  other  institutions. 

Since  1953  the  School  of  Medicine  has  been 
housed  in  a new  building  with  well-equipped 
laboratories,  classroom  facilities  and  library. 
The  staff  has  been  increased  with  many  clin- 
ical members  from  practicing  physicians 
many  of  whom  are  connected  with  hospitals 
and  clinics  in  the  state. 

A clinical  clerkship  is  offered  at  State  Hos- 
pital in  Yankton  and  the  3 affiliated  hospitals 
in  Sioux  Falls  where  instruction  in  history 
taking  and  pathological  physical  diagnosis  is 
emphasized.  Following  this  each  sophomore 


medical  student  is  assigned  to  a practical  pre- 
ceptorship  with  a physician  in  general  prac- 
tice. 

Many  scholarships  have  been  received  from 
various  organizations  and  companies  and  also 
physicians  of  the  state  which  are  presented 
yearly  to  deserving  medical  students. 

Money  has  been  received  from  various 
National  Associations  for  research  projects 
carried  on  by  members  of  the  teaching  staff 
and  the  amount  and  quality  of  articles  pub- 
lished in  professional  journals  is  impressive. 

The  teaching  program  has  been  changed  to 
meet  modern  trends  in  medical  education 
within  the  frame  work  of  the  present  curri- 
culum. Institutes  have  been  conducted  for 
practicing  physicians  in  order  that  they  may 
learn  new  developments  and  methods  in  cer- 
tain phases  of  medicine. 

The  South  Dakota  Journal  of  Medicine  and 

Pharmacy  for  1953,  p.  327  contains  an  article 
by  Dr.  Hard  on  the  “Contribution  of  the 
South  Dakota  School  of  Medical  Sciences  to 
the  State”  with  emphasis  on  medical  educa- 
tion. 

The  Andrew  E.  Lee  Medical  and  Sciences 
Memorial  Building  was  dedicated  March  27- 
28,  1954  with  Dr.  Edward  McCormick,  presi- 
dent of  the  A.M.A.,  giving  the  key-note  ad- 
dress and  two  distinguished  alumni.  Dr.  Alton 
Oschsner  and  Dr.  John  Lawrence,  giving 
featured  talks. 

Mrs.  Esther  Howard 
Medical  Librarian 


SUPPLEMENTARY  ROSTER 

The  following  are  Paid  Members  who  were 
not  included  in  the  July  Roster. 

R.  B.  Crowder.  M.D.  — Rapid  City 
J.  W.  Erickson.  M.D.  — Rapid  City 

D.  K.  Haggar,  M.D.  — • Watertown 
M.  I.  Sabbagh,  M.D.  — Lemmon 

E.  P.  Sweet,  M.D.  Burke 

Wm.  R.  Taylor,  M.D.  — Aberdeen 
R.  A.  Weber.  M.D.  — Mitchell 
G.  I.  Westland,  M.D.  — Onida 
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2ND  DISTRICT 
HEARS  FOSTER 

The  Second  District  Med- 
ical Society  (Watertown)  en- 
tertained executive-secretary 
Foster  at  it’s  regular  Septem- 
ber 2nd  meeting. 

Foster  discussed  the  pro- 
posed indigent  care  plan  for 
recipients  of  categorical  as- 
sistance and  the  new  pro- 
gram of  Medicare. 

A general  business  discus- 
sion took  place  and  Dr.  Stran- 
sky,  District  Councillor  ex- 
plained the  program  of 
prosecution  of  illegal  prac- 
titioners. 

Dr.  David  Haggar  was  ac- 
cepted as  a new  member  of 
the  district. 


SEVENTH  DISTRICT 
HEARS  LAMPERT 
AND  ZIMMER 

The  Seventh  District  Med- 
ical Society  entertained  State 
President  Dr.  A.  A.  Lampert 
at  its  regular  monthly  meet- 
ing September  2nd.  In  ad- 
dition to  a discussion  by  Dr. 
Lampert,  John  Zimmer,  Par- 
ker, attorney  for  the  Basic 
Science  Board,  discussed  the 
prosecution  of  illegal  prac- 
titioners in  the  State. 


PR  MEN  MEET 
IN  CHICAGO 

Nearly  four  hundred  phys- 
icians, executive  secretaries, 
and  public  relations  men  at- 
tended the  AMA’s  conference 
on  Public  Relations  in 
Chicago  August  27th  and 
28th. 

Discussions  centered  a- 
round  the  general  subjects 
of  “What  Do  You  Know?”, 
“How  Do  You  Say  It”,  “Who 
Do  You  Know”,  “What  Have 
You  Got  To  Say”,  and  “Are 
They  Listening”. 

John  C.  Foster  attended  as 
a representative  of  the  South 
Dakota  State  Medical  Asso- 
ciation. 


INTERNISTS 
ELECT  SANDERS 

Dr.  Mary  E.  Sanders,  Red- 
field,  was  elected  president 
of  the  South  Dakota  Society 
of  Internists  during  their  an- 
nual meeting  August  30th  in 
Rapid  City. 

Dr.  Robert  Thompson, 
Yankton,  was  named  presi- 
dent-elect and  Dr.  E.  T. 
Ruud,  Rapid  City,  secretary- 
treasurer. 

The  program  of  the  one- 
day  meeting  featured  Drs. 


Paul  Sheridan,  Denver;  Er- 
land  Nelson,  Minneapolis; 
and  Donn  Driver,  Sioux 
Falls. 


MRS.  R.  R.  FISK 
FLANDREAU.  DIES 

Mrs.  R.  R.  Fisk,  wife  of  Dr. 
R.  R.  Fisk,  died  at  their  home 
Thursday,  September  4th. 
Survivors  include  Dr.  Fisk, 
two  sons.  Dr.  R.  G.  Fisk,  Dell 
Rapids,  and  Dr.  Quentin  Fisk, 
Seattle.  She  was  an  aunt  of 
Dr.  M.  S.  Grove  of  Sioux 
Falls. 


KEGARIES  HEADS 
MEDICAL  BOARDS 

Dr.  Donald  E.  Kegaries, 
Rapid  City  internist,  was 
named  president  of  the  State 
Board  of  Medical  and  Osteo- 
pathic Examiners  at  its  an- 
nual meeting  in  Rapid  City 
in  August. 

Dr.  R.  A.  Buchanan  was 
named  vice-president  and 
Dr.  Magni  Davidson  reelec- 
ted secretary-treasurer. 

Dr.  L.  L.  Massa,  Sturgis, 
attended  his  first  meeting  as 
the  new  osteopathic  member 
of  the  Board.  Only  two  can- 
didates wrote  the  examina- 
tions. 

Continued  on  Page  31  of  the 

Back  Advertising  Section. 
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A HISTORY  OF  PHARMACY 
AT 

SOUTH  DAKOTA  STATE  COLLEGE* 
by 

Clark  T.  Eidsmoe** 


In  February  1881  the  Legislature  of  Dakota 
Territory  passed  an  “Act  to  Locate  and  Es- 
tablish a State  Agricultural  College.”  The 
act  establishing  the  College  provided  that  a 
tract  of  land  of  not  less  than  eighty  acres  ad- 
jacent to  the  town  of  Brookings  be  secured 
and  donated  to  Dakota  Territory  as  a site 
for  the  College  within  one  year  of  the  passage 
of  the  act.  Citizens  of  Brookings  subscribed 
the  necessary  amount  to  purchase  for  $600.00 
an  eighty-acre  tract  of  land  at  the  northeast 
of  Brookings.  The  Legislature  of  1883  appro- 
priated $20,000  for  the  erection  and  construc- 
tion of  “an  Agricultural  College  at  Brook- 
ings.” This  appropriation  was  intended  to 
provide  a suitable  building,  including  fix- 
tures, which  was  to  be  enclosed  on  or  before 
the  first  day  of  July,  1884.'' 

Plans  for  the  new  building  contemplated  an 
imposing  structure  of  which  the  present  Old 
Central  was  to  have  been  only  the  south 
wing.''  Construction  was  begun  July  5,  1883 
and  before  winter  set  in  the  building  was 
practically  enclosed.  By  this  time  the  funds 
were  exhausted,  bringing  to  a halt  work  on 
the  building,  although  the  interior  was  com- 
pletely unfinished  and  unfurnished.' 

*Presented  at  the  South  Dakota  State  Pharmaceu- 
tical Association  Convention,  Brookings,  South 
Dakota,  June  24,  1958. 

**Professor  of  Pharmacy,  South  Dakota  State  Col- 
lege. 


In  June  of  1884  Dr.  George  Lilley  of  Corn- 
ing, Iowa  was  made  president  of  the  new  col- 
lege at  a salary  of  $1,50D  per  year,  and  the 
following  fields  of  instruction  were  estab- 
lished; Agriculture;  science;  mathematics  and 
English;  English  literature;  modern  lan- 
guages; military  tactics;  veterinary  science; 
practical  business,  political  and  domestic 
economy;  and  music.  A preparatory  depart- 
ment was  also  established.' 

Since  lack  of  funds  had  halted  work  on  the 
building  it  appeared  unlikely  it  would  be  pos- 
sible to  open  the  new  institution  in  the  fall  of 
1884  as  had  been  planned.  At  this  juncture 
President  Lilley,'  recognizing  that  his  salary 
could  not  commence  until  the  College  was 
actually  in  operation  agreed  to  advance  $500 
of  his  salary  to  finish  “three  appropriate 
rooms  of  the  College  Building.”  The  three 
rooms  were  finished  and  the  preparatory  de- 
partment was  opened  September  24,  1884.  On 
September  23,  1884  the  Board  of  Regents  had 
elected  Mrs.  Nancy  L.  Van  Doren'  assistant 
teacher  at  the  salary  of  $500.  Dr.  C.  A.  Kel- 
sey,' a local  physician,  taught  physiology 
without  compensation  and  a Professor 
Parker'  gave  free  instruction  in  vocal  music. 
Thus  the  opening  of  what  was  to  become 
South  Dakota  State  College  found  a faculty 
of  two  paid  and  an  equal  number  of  volunteer 
instructors  who  served  gratuitously. 
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The  First  Annual  Catalog  (1884-5)  listed  in 
addition  to  the  preparatory  department  five 
college  courses  leading  to  the  B.S.  degree: 
Agriculture;  Agriculture  and  Domestic  Eco- 
nomy (for  young  ladies);  Literary;  Civil  En- 
gineering; and  Mechanical  Engineering.  This 
listing  was  continued  in  the  Second  Annual 
Catalog  (1885-6)  but  the  Third  Annual  Catalog 
outlined  only  courses  in  Agriculture  and  Do- 
mestic Economy. 

Requirements  for  admission  to  the  College 
were  outlined  as  follows:  “Candidates  for  ad- 
mission to  the  Freshman  Class  must  be  not 
less  than  14  years  of  age  and  must  pass  a satis- 
factory examination  in  Arithmetic,  Geog- 
raphy, Reading,  Spelling,  Penmanship,  His- 
tory of  the  United  States,  Human  Physiology 
and  Hygiene  and  give  evidence  of  a thorough 
knowledge  of  English  Grammer  and  English 
Analysis. ”2 

The  low  cost  of  attending  the  College  was 
emphasized  in  the  following  statement  which 
appeared  in  the  Second  Annual  Catalog  (1885- 
6): 3 “Tuition,  rooms,  fires,  and  lights  are  free 
to  residents  of  the  Territory.  All  others  are 
required  to  pay  a fee  of  five  dollars  a term  in 
advance. 

“The  rooms  are  supplied  with  bedsteads, 
wire  mattresses,  wash  stands,  study  tables 
and  chairs.  Students  must  furnish  their  own 
bedding  and  other  articles  not  enumerated. 

“They  must  also  take  care  of  their  rooms, 
keeping  them  neat  and  orderly. 

“Board  is  furnished  at  actual  cost  and  will 
not  in  any  event  exceed  two  dollars  and  fifty 
cents  per  week.  The  average  for  the  past  year 
was  a trifle  over  two  dollars.” 

One  of  the  practices  of  those  early  days 
which  is  no  longer  expected  of  candidates  for 
the  B.S.  degree  was  the  preparation  of  a 
thesis.  The  statement  in  the  catalog^  read: 
“Every  candidate  for  a degree  is  required  to 
submit  to  the  Faculty  an  approved  thesis, 
neatly  written  upon  paper  of  a size  designated 
by  the  President,  on  some  literary  or  scien- 
tific subject.  This  must  be  submitted  to  the 
Faculty  at  least  one  month  before  graduation, 
and  after  acceptance  and  formal  reading  it 
shall  become  the  property  of  the  College.” 

For  several  of  the  early  years  the  college 
calendar  was  arranged  so  that  the  long  vaca- 
tion would  occur  during  the  winter  months. 
As  an  example,  for  the  1888-9  year^  the  fall 
term  began  August  29  and  ended  November 


22.  Classes  did  not  resume  until  the  spring 
term  which  began  the  following  March  6 and 
ended  May  30.  Completing  the  year  was  a 
summer  term  from  June  3 to  August  22 
(Commencement). 

The  reason  for  the  winter  vacation  was  to 
permit  students  to  earn  a part  of  their  ex- 
penses of  attending  college  by  teaching 
country  schools.  Although  the  plan  was 
severly  criticised  by  a number  of  supporters 
of  the  College  it  did  permit  some  individuals 
who  would  otherwise  have  been  deprived  of 
the  opportunity,  to  gain  a college  education. 

The  earliest  mention  of  Pharmacy  appears 
in  the  Third  Annual  Catalog®  when  it  was 
offered  for  the  1887-8  year  as  an  “industrial” 
in  the  courses  of  Agriculture  and  Domestic 
Economy.  The  statement  in  the  catalog  reads: 
“PHARMACY.  A couple  of  terms  of  elective 
work  in  pharmacy  are  offered  in  the  senior 
year  of  both  courses  to  students  who  may  de- 
sire to  enter  upon  a preparation  for  the  bus- 
iness of  the  druggist.  A fuller  course  will  be 
offered  soon.” 

In  the  same  catalog  this  comment  appears: 
“This  new  course  requires  considerable  work 
in  weighing,  measuring,  making  decoctions, 
distilling  and  filtering.” 

Industrial  Studies  and  Occupations  or  “in- 
dustrials” as  they  were  called,  included,  in 
addition  to  Pharmacy,  such  subjects  as  Bot- 
any, Chemistry,  Cooking,  Dairying,  Drawing, 
Floriculture,  Forestry,  Household  Accounts, 
Household  Sanitation,  Instrumental  Music, 
Sewing,  Typewriting  and  Zoology.  According 
to  the  catalog:  “Every  student  will  be  ex- 
pected to  take  one  industrial  study  or  occu- 
pation each  term  of  his  course.  The  time 
occupied  will  be  from  one  to  two  hours  a 
day,  sometimes  attending  a lecture  upon  the 
subject,  sometimes  learning  to  use  a tool  or 
machine  or  do  some  skilled  labor  with  the 
hands.” 

It  was  further  emphasized  that  no  student 
would  be  permitted  to  graduate  unless  he  had 
twelve  terms  of  “industrials.” 

That  the  promise  “a  fuller  course  will  be 
offered  soon”  was  not  an  empty  one  is  shown 
by  the  fact  that  the  Fourth  Annual  Catalog 
outlined  for  1888-9  a two  year  course  in  Phar- 
macyconsisting  of  Algebra,  Bookkeeping, 
Botany,  Chemistry,  English  Composition, 
English  History,  General  History,  Geometry, 
Hygiene,  Latin,  Materia  Medica,  Pharmacy, 
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Physics,  Physiology,  Rhetoric  and  Toxicology. 
This  two  year  course  in  Pharmacy  which  was 
“designed  to  fit  young  men  and  women  for 
the  business  of  druggists”  had  its  origin  as  a 
branch  of  the  Chemistry  Department®  with 
the  subject  Pharmacy  taught  either  by  Mr. 
Charles  P.  Beckwith,  Assistant  Professor  of 
Chemistry,  or  by  his  successor,  Professor 
James  H.  Shephard,  who  for  a number  of 
years  was  head  of  the  Chemistry  Department. 
The  first  class  to  enroll  in  18889  consisted  of 
the  following  eleven  students:  Irwin  D.  Aid- 
rich  (Elmira),  Clarence  H.  Bacon  (Huffton), 
Wm.  S.  Bentley  (Bradley),  Alfred  G.  Brewer 
(Wessington  Springs),  Charles  W.  Ford  (Wes- 
sington).  Grant  Houston  (Virgil),  Andrew  J. 
Johnson  (New  Grove,  Minnesota),  Farley  D. 
McLouth  (Brookings),  Harry  L.  Swan  (An- 
dover), Hugh  H.  West  (White),  and  Kenneth 
L.  Williams  (Warner).  The  following  year^o 
seven  of  this  group  were  enrolled  in  the  phar- 
macy course  as  seniors  and  in  addition,  ten 
juniors  were  listed. 

The  minutes  of  the  Faculty  for  August  15, 
1890  indicate  five  students  were  recom- 
mended to  be  awarded  certificates  showing 
they  had  completed  the  two  year  course  in 
Pharmacy.  The  members  of  the  class  together 
with  the  subjects  upon  which  they  presented 
their  theses^  i are 

Irwin  D.  Aldrich Elmire,  S.  Dak. 

Some  Unsolved  Problems  for  Pharmacists 


William  S.  Bentley Detroit,  Michigan 

Why  Not  Use  the  Metric  System? 
Grant  Houston  Virgil,  S.  Dak. 

Symptoms  and  Physiological  Action  of 
Poisons 

Farley  D.  McLouth Brookings,  S.  Dak. 

The  Birth  of  Chemistry 

Hugh  H.  West White,  S.  Dak. 

A Few  Facts  About  Homeopathy 
The  status  of  those  students  who  received 
certificates  is  not  entirely  clear.  Although 
sometimes  referred  to  as  the  first  class  to 
“graduate”  from  the  two  year  course  and 
although  a program  of  the  event  is  headed 
“Presentation  of  Theses  of  the  Graduating 
Class  of  1890”  it  would  appear  that  the  award 
of  a certificate  was  something  less  than 
graduation,  inasmuch  as  their  names  do  not 
appear  in  the  list  of  graduates  for  that  year.* 
At  least  three  members  of  the  group,  Bentley, 
West  and  Aldrich  were  by  Faculty  action  sub- 
sequently awarded  the  Ph.G.  degree. 

The  first  indication  of  the  establishment 
of  Pharmacy  as  an  independent  unit  appears 
in  the  catalog  of  1893-4  which  listed  Cyril  G. 
Hopkins  as  Acting  Professor  of  Pharmacy  and 
Assistant  in  Chemistry.  No  date  of  appoint- 
ment is  given  for  him  but  a note  in  the 

* The  following  year  four  members  of  this  group, 
Irwin  D.  Aldrich,  William  S.  Bentley,  Grant 
Houston,  and  Hugh  H.  West  were  awarded  the 
B.S.  degree  in  Agriculture. 


Program  for  Ihe  Third  Annual  Commencement  in  1890. 
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catalog  states  he  resigned  at  the  close  of  the 
fall  term  of  that  year.  Bower  Thomas  White- 
head,  was  during  part  of  this  time,  a student 
instructor  in  pharmacy  although  on  leave  of 
absence  during  the  winters  of  1894-5  and  1895- 
6 in  order  that  he  might  take  work  in  Phar- 
maceutical Chemistry  at  Northwestern  Uni- 
versity. 

In  the  Tenth  Annual  Catalog,  1893-4,  the 
statement  appears  that  students  completing 
the  course  in  Pharmacy  are  entitled  to  the 
degree  Ph.G.  (Pharmacy  Graduate),  and  in 
1895  the  following  students  were  awarded  this 
degree:  Elmer  E.  Briggs,  William  H.  Knox, 
Elmer  A.  Lentz,  William  Murphy,  and  B.  T. 
Whitehead.  This  is  the  first  class  recognized 
by  the  Office  of  Admissions  and  Records  as 
graduating  in  Pharmacy. 

In  1895  David  Franklin  Jones  who  held  the 
degree  of  Pharmacy  Graduate  (Ph.G.)  from 
Northwestern  University,  was  named  Pro- 
fessor of  Pharmacy,  and  as  such  became  the 
first  head  of  the  newly  created  Department 
of  Pharmacy.  He  was  elected  for  a two  year 
term,  but  the  bickering  and  political  strife 
which  plagued  the  early  years  of  the  college 
caused  many  faculty  members  to  resign  and 
enter  other  fields  of  employment.  Professor 
Jones  was  one  of  the  individuals  so  affected. 
He  terminated  his  services  at  the  close  of  the 
1895-6  college  year  and  shortly  thereafter 
purchased  a retail  drugstore  in  Watertown, 
South  Dakota,  which  he  operated  as  the  D.  F. 
Jones  Pharmacy  until  his  death  in  1944.  Mr. 
Jones  gained  recognition  as  a pharmacist 
both  in  his  own  state  of  South  Dakota  and  in 
the  Nation,  serving  on  a large  number  of 
boards  and  committees  including  such  offices 
as  member  of  the  South  Dakota  Board  of 
Pharmacy,  President  of  the  South  Dakota 
Pharmaceutical  Association  and  President  of 
the  American  Pharmaceutical  Association. 

Upon  the  resignation  of  Professor  Jones, 
Bower  T.  Whitehead  who  had  graduated  from 
Northwestern  University  in  June  1896  with 
a Pharmaceutical  Chemist  (Ph.C.)  degree  was 
in  August  1896  made  Professor  of  Phar- 
macy, which  position  he  held  until  his 
death  April  1,  1917.  Subsequent  to  his  being 
made  Professor  of  Pharmacy,  Mr.  Whitehead 
earned  a B.S.  degree  (1897)  and  an  M.S.  de- 
gree (1901)  both  from  S.D.A.C.i^ 

The  years  of  Professor  Whitehead’s  tenure 
were  marked  by  steady  progress  and  the 


building  of  a strong  course.  In  the  Faculty 
minutes  for  June  18,  1897,  less  than  two  years 
after  he  had  assumed  direction  of  the  Depart- 
ment of  Pharmacy  the  following  statement 
appears:  “Dr.  McLaren  moved  that  hereafter 
graduates  Ph.G.  of  the  Pharmacy  course,  be 
permitted  to  complete  in  two  (2)  years  a full 
course  of  study  for  the  degree  “B.S.”  making 
the  necessary  substitutions.  Supported  by 
Professor  Parkinson.  Carried” 

The  minutes  further  show  that  the  Faculty 
adopted  a scheme  of  the  necessary  substitu- 
tions to  provide  a full  course  of  study  for  the 
B.S.  degree  in  a Pharmacy  Chemistry  course, 
a Pharmacy  Biology  course,  and  a Pharmacy 
course. 

Thus  as  early  as  1898  a four  year  course  in 
Pharmacy  was  offered,  and  although  for  a 
number  of  years  a majority  of  pharmacy  stu- 
dents terminated  their  college  courses  when 
they  were  awarded  the  Ph.G.  degree,  some 
did  avail  themselves  of  the  four  year  course 
and  graduated  with  a B.S.  degree. 

Although  a number  of  assistants  were  asso- 
ciated with  Professor  Whitehead,  neither  the 
records  of  their  services  nor  their  names  are 
available.  It  is  conceded  moreover  that  the 
burden  of  the  development  of  the  Department 
of  Pharmacy  rested  upon  the  shoulders  of 
Professor  Whitehead,  who  almost  single- 
handedly  brought  Pharmacy  to  a position 
where  it  commanded  respect  second  to  no 
other  department  of  the  college.  The  high 
aims  which  he  felt  the  Department  should 
have  are  well  expressed  in  a statement  which 
appeared  in  the  1907  Jack  Rabbit: 

“The  object  of  this  department  is  not 
alone  to  fit  a young  man  or  woman  to  pass 
the  state  board  examinations,  but  to  give 
him  the  foundation  for  intelligent,  success- 
ful work  in  the  store.  The  Pure  Food  and 
Pure  Drug  Laws  being  enacted  by  the  legis- 
latures of  the  various  states,  necessitate  a 
greater  degree  of  technical  knowledge  in 
our  pharmacists  than  ever  before,  and  we 
are  meeting  this  demand  by  courses  in  the 
analysis  of  these  products.  In  case  the  stu- 
dent wishes  to  prepare  himself  for  teaching 
the  sciences  in  the  high  schools  of  the  state, 
the  four  year  pharmacy  course  will  prepare 
him  for  it  as  well  or  better  than  any  other 
course  in  the  college.  It  is  very  advisable 
that  the  student  take  this  course,  and  about 
one-fourth  of  those  who  have  received  the 
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Ph.G.  degree  have  also  the  B.S.  degree. 
Pharmacy  is  a profession  and  the  better 
educated  the  pharmacist  is,  the  better  able 
he  is  to  meet  other  professional  men  on  an 
equal  footing.” 

Following  the  death  of  Professor  White- 
head  April  1,  1917,  Mr.  Earl  R.  Series*  who 
during  the  years  1915  to  1917  had  been  asso- 
ciated with  him  as  a graduate  assistant  took 
over  the  active  work  of  directing  instruction 
in  the  department.  In  1917  he  was  appointed 
Acting  Professor  of  Pharmacy,  and  continued 
in  that  position  until  his  entry  into  military 
service  in  1918. 

During  his  absence  the  department  was 
under  the  direction  of  Mr.  Charles  A.  Locke, 
assisted  by  Mr.  Anton  Hogstad,  Jr.,  who  had 
joined  the  faculty  in  the  fall  of  1917.  Upon 
his  return  to  the  College  in  early  1919,  Mr. 
Series  was  made  Professor  of  Pharmacy.  In 
1923  when  the  College  was  reorganized  by  the 
creation  of  five  instructional  divisions,  Mr. 
Series  became  Dean  of  the  Division  and  Pro- 
fessor of  Pharmacy,  continuing  in  that 
capacity  until  June  1940  when  he  resigned 
his  position  in  order  to  accept  the  deanship 
of  the  University  of  Illinois  College  of  Phar- 
macy. Pharmacy  faculty  members  who  joined 
the  staff  during  Professor  Series’  tenure,  to- 
gether with  their  years  of  service  are: 
Mr  Anton  Hogstad,  Jr.,  1917  to  1925;  Mr.  Sher- 
man Morrison,  1922  to  1924;  Mr.  Floyd  J. 

LeBlanc,  1922  to  ; Miss  Dorothy  Gaston, 

1925  to  1927;  Dr.  Karl  H.  Rang,  1927  to  1932; 

Mr.  Clark  T.  Eidsmoe,  1929  to  ; Mr.  L. 

David  Hiner,  1932  to  1940;  Mr.  G.  H.  Mc- 
Fadden,  1936  to  1937,  Mr.  Nicholas  Solonen, 
1937  to  1938;  and  Mr.  Beryl  Benton,  1938  to 
1940. 

The  23  years  Dean  Series  was  responsible 
for  Pharmacy  at  State  College  were  marked 
by  steady  progress  in  further  developing  and 
strengthening  the  course.  The  status  of  Phar- 
macy on  the  campus  changed  from  that  of  a 
department  to  one  of  the  five  major  divisions 
of  the  College.  In  keeping  with  the  trend  in 
other  leading  Pharmacy  colleges,  the  two- 
year  course  was  discontinued  beginning  with 
the  Fall  term  of  1924,  and  beginning  with  the 
Fall  term  of  1930  the  three  year  course  lead- 
ing to  the  Pharmaceutical  Chemist  degree, 

* Mr.  Series  received  his  undergraduate  training 
and  earned  the  Master’s  degree  at  South  Dakota 
State  College.  In  1934  he  was  awarded  the  Doc- 
tor of  Philosophy  degree  from  the  University  of 
Minnesota. 


first  offered  beginning  with  the  Fall  term  of 
1918,  was  discontinued.  The  discontinuance 
of  these  two  courses  took  Pharmacy  out  of 
the  “short  course”  classification  and  brought 
it  to  a level  equal  to  that  of  the  other  di- 
visions. During  this  period  also,  graduate 
work  leading  to  the  Master  of  Science  degi’ee 
in  Pharmacy  was  carried  on  in  addition  to 
the  undergraduate  curriculum. 

Much  of  the  period  from  1930  to  1940  was 
the  “depression”  era  and  in  addition  South 
Dakota  was  experiencing  one  of  the  most 
severe  droughts  in  its  history.  Large  areas 
of  the  state  were  completely  dried  out,  crops 
were  almost  entirely  lacking,  livestock  in 
som.e  areas  was  sold  off  at  heavy  sacrifice  or 
even  destroyed  rather  than  permit  them,  to 
starve.  During  this  tim.e  legislative  appro- 
priations were  kept  at  the  barest  minimum 
and  salaries  of  personnel  were  drastically  re- 
duced. Under  such  conditions  progress  was 
difficult.  Nevertheless  in  the  Division  of 
Pharmacy  the  faculty  was  kept  intact  and  the 
quality  of  the  instruction  was  maintained  at 
a high  level.  During  this  period  in  addition 
to  the  then  existing  Department  of  Pharmacy, 
a Department  of  Pharmaceutical  Chemistry, 
and  one  of  Pharmacology  and  Pharmacognosy 
were  created.  These  departments  were 
headed  by  Professors  Series,  LeBlanc  and 
Hiner,  respectively. 

Besides  this  reorganization  in  Pharmacy, 
in  1935  at  the  request  of  the  State  Nurses’ 
Association  a Department  of  Nursin.g  Educa- 
tion was  established  at  South  Dakota  State 
College,  and  for  administrative  purposes  was 
attached  to  the  Division  of  Pharmacy  . This 
arrangement  was  continued  until  July  1,  1956 
when  the  Department  of  Nursing  Education 
was  raised  to  divisional  status,  becoming  the 
D.i vision  of  Nursing. 

To  Dean  Series  must  be  given  much  credit 
for  raising  the  requirements  of  pharmaceu- 
tical education  and  of  the  standards  of  phar- 
macy, not  only  in  our  own  state,  but  through- 
out the  entire  nation.  His  ability,  his  high 
ideals,  his  vision  and  his  inspiration  have 
been  a guiding  force  in  determining  policies 
and  programs.  As  evidence  of  the  esteem  in 
which  he  is  regarded  it  may  be  pointed  out 
that  he  served  as  President  both  of  the  Amer- 
ican Association  of  Colleges  of  Pharmacy 
(1938-39)  and  of  the  American  Pharmaceutical 
Association  (1946-47). 


^•422  — 


OCTOBER  1958 


Upon  Dean  Series’  resignation,  Dr.  Floyd 
J.  LeBlanc  who  had  been  a member  of  the 
Pharmacy  faculty  since  1922  was  made  Dean. 
Dr.  LeBlanc  had  received  his  undergraduate 
training  as  well  as  the  Master’s  degree  from 
South  Dakota  State  College,  and  in  addition 
held  a Ph.D.  degree  from  Purdue  University 
(1939).  One  of  Dr.  LeBlanc’s  first  problems 
was  the  re-building  of  his  faculty,  since  in  ad- 
dition to  the  loss  of  Dean  Series,  Dr.  Hiner 
had  resigned  to  accept  another  position,  and 
Mr.  Benton  had  accepted  a graduate  fellow- 
ship at  the  University  of  Illinois.  The  re- 
cruitment efforts  were  successful  and  the  Fall 
term  of  1940-41  opened  with  a complete  staff 
consisting  of  the  following:  Floyd  J.  LeBlanc, 
Dean  and  Professor  of  Pharmaceutical  Chem- 
istry; Clark  T.  Eidsmoe,  Professor  of  Phar- 
macy; Raymond  P.  Ahlquist,  Assistant  Pro- 
fessor of  Pharmacology  and  Pharmacognosy; 
Guilford  C.  Gross,  Instructor  in  Pharmacy; 
and  C.  A.  Locke,  Pharmacist  in  charge  of  Dis- 
pensary. 

With  the  1940-41  year  it  seemed  the  de- 
pression had  been  left  behind.  The  years  of 
drought  were  past,  crops  were  good,  and 
there  was  a general  feeling  that  better  times 
were  ahead.  These  conditions  were  reflected 
in  college  enrollment  and  in  the  attitude  of 
both  students  and  faculty.  Definitely  real 
progress  was  being  made.  The  threat  of  war, 
however,  was  present  and  as  early  as  the  be- 
ginning of  1941  some  students  were  called 
into  Military  service  with  the  National 
Guard.  After  the  attack  on  Pearl  Harbor  and 
the  definite  commitment  to  war,  students 
soon  began  to  drop  out  to  enter  the  armed 
services.  The  low  point  in  enrollment  was 
reached  in  1944  when  only  28  students  were 
enrolled.  The  faculty,  too,  was  reduced,  Mr. 
Gross  entering  Naval  Service  in  1943  and  Mr. 
Ahlquist  resigning  in  1944  to  accept  another 
position.  Due  to  the  war  time  man-power 
shortage  it  was  not  possible  to  secure  replace- 
ments for  the  two  vacancies  so  created.  How- 
ever, in  1944,  Mrs.  Mildred  Jarratt  accepted 
a position  as  Instructor  in  Pharmacognosy, 
and  with  this  addition  to  the  reduced  staff, 
the  instructional  work  was  carried  on  during 
the  remainder  of  the  war  period. 

The  close  of  the  war  not  only  permitted  a 
return  to  the  campus  of  faculty  members  and 
students  who  had  been  in  the  armed  services, 
but  it  also  brought  a heavy  increase  of  new 


students.  Enrollment  leveled  off  for  a short 
period  during  the  Korean  War,  but  with  the 
close  of  that  conflict  each  year  has  brought  a 
new  increase  until  an  all-time  high  of  257 
was  reached  in  the  1956-57  year.  The  faculty 
at  the  present  time  with  the  year  of  original 
appointment,  consists  of:  Floyd  J.  LeBlanc 
(1922),  Dean  and  Professor  of  Pharmaceutical 
Chemistry;  Clark  T.  Eidsmoe  (1929),  Professor 
of  Pharmacy;  Guilford  C.  Gross,  (1940),  Pro- 
fessor of  Pharmacology;  Kenneth  Redman 
(1951)  Professor  of  Pharmacognosy;  Harold  S. 
Bailey  (1951)  Professor  of  Pharmaceutical 
Chemistry;  Norval  E.  Webb  (1952)  Associate 
Professor  of  Pharmacy;  Gary  Omodt  (1958) 
Assistant  Professor  of  Pharmaceutical  Chem- 
istry; Stanley  Shaw  (1957)  Graduate  Assistant 
in  Pharmaceutical  Chemistry;  and  Paul  R. 
Allen  (1958)  Graduate  Assistant  in  Pharmacy. 
Other  members  who  joined  the  pharmacy 
faculty  during  Dean  LeBlanc’s  tenure  to- 
gether with  their  years  of  service  are  Ray- 
mond P.  Ahlquist  (1940-1944),  Mrs.  Mildred 
Jarratt  (1944-1949),  Warren  Berg  (1946-1948), 
Willis  P.  Blackwell  (1947-1951),  Edgar  Parry 
(1949-1951),  Conald  Abler  (1950-1951),  and 
Winthdop  Lange  (1955-1958). 

Of  Dean  LeBlanc  it  may  be  said  he  has 
been  a diligent  worker  for,  and  has  shown  an 
unremitting  interest  in  the  development  of 
Pharmacy  at  South  Dakota  State  College. 
His  connection  with  the  Division  has  been 
longer  than  that  of  any  other  individual  in  its 
history,  and  his  influence  is  reflected  in  the 
large  number  of  graduates  who  have  taken 
their  places  as  useful  and  productive  citizens 
of  the  communities  in  which  they  live,  and 
who  have  a fuller  conception  of  the  oppor- 
tunities and  obligations  of  life  because  of  his 
guidance  and  example. 

His  tenure  has  been  marked  by  steady 
progress  and  expansion.  With  an  enrollment 
of  more  than  three  times  that  of  the  year  in 
which  he  assumed  the  leadership  of  the  Di- 
vision, it  has  been  necessary  to  enlarge  the 
facilities  both  as  to  faculty  and  physical 
plant.  At  the  present  time  the  Division  occu- 
pies the  larger  portion  of  the  first  floor  of 
the  Administration  Building,  having  taken 
over  the  South  Wing  of  that  building  when 
units  of  the  Division  of  Agriculture  moved 
into  the  New  Agricultural  Hall  in  1953.  Four 
well  equipped  laboratories  have  been  added, 
making  a total  of  nine.  In  addition  to  these 
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laboratories  there  are  eight  offices  and  a Dis- 
pensary used  in  conjunction  with  the  Student 
Health  Service.  The  equipment  of  the  lab- 
oratories is  of  a very  high  type,  that  of  the 
new  Dispensing  Laboratory  and  the  new 
Pharmacology  Laboratory  having  evoked  the 
highest  praise  from  other  pharmaceutical 
educators  who  have  visited  South  Dakota 
State  College.  Even  with  the  additional  facil- 
ities, the  resources  of  the  Division  have  been 
heavily  taxed  to  take  care  of  the  greatly  in- 
creased number  of  students.  Every  effort  has 
been  made  to  maintain  instructional  work  at 
the  highest  level,  although  to  provide  oppor- 
tunity for  laboratory  instruction  for  all  stu- 
dents it  has  been  necessary  to  hold  as  many 
as  three  sections  for  some  courses. 

The  Library  of  the  Division  of  Pharmacy 
consists  of  hundreds  of  volumes  many  of 
which  are  housed  in  the  general  College  li- 
brary, but  a number  of  selected  volumes  are 
kept  in  Room  108  of  the  Administration 
Building.  While  this  is  a great  convenience 
to  the  students  it  must  be  admitted  the  room 
is  quite  small  and  somewhat  inadequate  to 
the  needs  of  the  present  large  student  body. 

The  Department  of  Pharmacy  has  since  its 
establishment  been  housed  in  four  different 
buildings  on  the  campus.  The  first  labora- 
tories were  on  the  third  floor  of  Old  Central 
Building  and  were  shared  by  certain  Chem- 
istry classes.  It  was  later  moved  to  the  base- 
ment of  the  North  Building  and  still  later  to 
the  Old  Chemistry  Building*  where  it  re- 
mained until  October,  1919  when  it  was 
moved  to  a portion  of  the  space  it  now  occu- 
pies in  the  Administration  Building.  1 3 

Since  1917  the  Division  has  maintained  a 
well  developed  medicinal  plant  garden.  Ac- 
cording to  Dr.  E.  R.  Series  15  “the  first  Gar- 
den was  established  at  the  request  of  the 
Federal  Department  of  Agriculture  as  a 
means  of  securing  more  accurate  information 
concerning  the  growth  of  drug  plants  at  var- 
ious locations  in  the  United  States  in  the  early 
days  of  World  War  I.”  The  establishment  of 
the  garden  was  carried  out  under  the  direc- 
tion of  Mr.  Anton  Hogstad,  Jr.,  who  for  sev- 
eral years  was  Associate  Professor  of  Phar- 
macognosy. 

The  site  of  the  garden  for  more  than  30 
years  was  the  area  just  north  of  the  College 

* Destroyed  by  fire  in  1928. 


Stores  Building.  In  1950  the  new  Printing 
and  Rural  Journalism  Building  was  erected 
on  that  ground  and  necessitated  relocation  of 
the  garden.  A new  location  was  selected 
along  Highway  77  just  north  of  the  Agronomy 
Seed  House.  The  work  of  re-establishment 
was  carried  out  under  the  direction  of  Dr. 
Kenneth  Redman,  Professor  of  Pharmacog- 
nosy, who  by  diligent  and  careful  planning 
has  brought  this  project  to  a state  where  it 
is  a very  useful  adjunct  to  the  teaching  of 
Pharmaceutical  Botany  and  Pharmacognosy. 

The  Division  is  rated  Class  A by  the  Amer- 
ican Council  on  Pharmaceutical  Education, 
the  accrediting  agency  for  colleges  of  phar- 
macy in  the  United  States.  It  has  held  mem- 
bership in  the  American  Association  of  Col- 
leges of  Pharmacy  since  1908.  Its  accomplish- 
ments however,  can  best  be  measured  by  the 
number  of  students  who  have  received  satis- 
factory instruction.  Information  from  the 
Office  of  Admissions  and  Records  shows  that 
a total  of  1062  have  graduated  in  Pharmacy 
from  1895,  the  first  year  the  Ph.G.  degree  was 
awarded,  through  1957.  Of  this  number  925 
were  men  and  137  women.  The  records 
further  show  that  290  Ph.G.  degrees,  118 
Ph.C.  degrees  and  652  B.S.  degrees  have  been 
granted.  In  addition,  11  Master  of  Science  in 
Pharmacy  degrees  have  been  awarded. 

A survey  for  the  ten  year  period  ending  in 
1957  shows  that  72  per  cent  of  the  students 
entering  the  Division  of  Pharmacy  were  from 
South  Dakota,  24  per  cent  from  Minnesota, 
and  4 per  cent  from  all  other  states.  After 
graduation  59  per  cent  remained  in  South 
Dakota,  23  per  cent  returned  to  Minnesota 
and  18  per  cent  went  to  other  states  or  into 
Military  Service.  For  this  ten  year  period  84 
per  cent  are  engaged  in  retail  pharmacy. 

Of  the  graduates  in  pharmacy  since  the 
establishment  of  the  course,  a good  proportion 
have  become  store  owners.  Others  have  con- 
tinued their  study  in  pharmacy  or  other  re- 
lated fields  and  are  today  successful  manu- 
facturing pharmacists,  pharmacologists,  phys- 
icians, dentists,  chemists,  or  have  established 
themselves  as  authorities  in  various  allied 
fields  . One  has  distinguished  himself  in  the 
field  of  pharmaceutical  journalism.  A limited 
number,  too,  have  entered  the  field  of  Phar- 
maceutical Education  and  it  is  a source  of 
pride  to  note  that  South  Dakota  State  Col- 
lege Division  of  Pharmacy  has  furnished  six 
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deans  for  the  colleges  of  pharmacy  of  the 
United  States,  five  of  whom  are  still  actively 
serving. 

The  development  of  research  has  ever  been 
handicapped  by  lack  of  funds  and  by  the 
heavy  teaching  load  of  members  of  the  fac- 
ulty. Nevertheless  a number  of  projects  have 
been  carried  on,  among  them  “A  Study  of 
American  Wormseed  Oil  as  an  Anthelmintic 
for  Domestic  Animals”;  “A  Study  of  Atropa 
Belladonna  Grown  in  South  Dakota”;  “A 
Study  of  Digitalis  with  a Proposed  Chemical 
Assay”;  “A  Study  of  the  Toxic  Principles  of 
Red  Squill”;  “Cultivation  of  Ephedra  in  South 
Dakota”;  and  “A  Study  of  the  Toxic  Effects 
of  Colloidal  Arsenic  and  Certain  Inorganic 
Arsenicals  on  Grasshoppers.” 

Projects  which  are  being  carried  on  at  the 
present  time  include  studies  of  “Tuberculos- 
tatic Agents”;  “New  Agents  for  Metabolic 
Studies  of  Diabetes”,  “Evaluation  of  New  Sus- 
pending Agents”;  “The  Effect  of  Artificially 
Induced  Hyperthermia  on  Barbiturate  De- 
toxification in  Animals”;  “The  South  Dakota 
Prescription  Survey”;  “Investigation  of  the 
Water  Soluble  Principles  of  Vetatrum 
Viride”;  “Effects  of  Certain  Drugs  upon  the 
Activity  of  Oral  Enzymes”;  “An  Assay  Pro- 
cedure for  Phenobarbital-Atropine  Sulfate 
Tablets”;  “The  Effect  of  Ionizing  Radiation 
upon  the  Stability  of  Glucose  Solutions”; 
“The  Experimental  Cultivation  of  Drug 
Plants  in  South  Dakota”;  and  “The  Effects  of 
Gibberellic  Acid  on  Certain  Drug  Plants.” 

To  promote  self-expression  and  to  foster 
the  development  of  qualities  of  leadership 
among  students,  the  establishment  of  a 
limited  number  of  student  organizations  has 
been  encouraged.  The  earliest  of  these  was  a 
Student  Chapter  of  the  South  Dakota  Phar- 
maceutical Association  which  was  organized 
in  October  1923.  Its  purpose  was  to  promote: 
a closer  affiliation  of  the  members  of  the 
School  of  Pharmacy;  higher  standards  of 
pharmaceutical  endeavor;  development  of  the 
individual  through  exchange  of  ideas;  interest 
in  the  South  Dakota  State  Pharmaceutical 
Association  through  the  exchange  of  mutual 
problems.  This  chapter,  often  referred  to  as 
the  Whitehead  Chapter  of  the  South  Dakota 
Pharmaceutical  Association,  existed  until 
March  1954  when  by  affiliation  it  became  the 
South  Dakota  State  College  Student  Branch 


of  the  American  Pharmaceutical  Association. 
All  students  regularly  enrolled  in  pharmacy 
are  eligible  for  membership. 

Tau  Chapter  of  the  Rho  Chi  Society,  na- 
tional honor  society  in  Pharmacy,  was  estab- 
lished in  April  1931.  The  objectives  of  Rho 
Chi  are;  to  promote  the  advancement  of  the 
profession  of  pharmacy  and  the  pharmaceu- 
tical sciences  by  the  encouragement  of  high 
scholarship;  and  to  encourage  good  fellow- 
ship and  cooperation  among  its  members. 
Membership  in  Rho  Chi  is  open  to  under- 
graduate men  and  women  students  who  are  in 
the  highest  20  per  cent  of  their  class,  and  who 
have  attained  a scholastic  average  of  at  least 
85  per  cent  or  its  equivalent  and  have  com- 
pleted 60  per  cent  or  its  equivalent  of  not  less 
than  75  semester  hours. 

The  Galen  Society  was  established  Feb- 
ruary 7,  1955.  It  affiliated  with  the  National 
Professional  Fraternity  of  Kappa  Epsilon  for 
Women  March  24,  1956.  The  objectives  of 
Kappa  Epsilon  are:  “to  unite  the  women  stu- 
dents in  pharmacy;  to  foster  a spirit  of  frater- 
nalism;  to  cooperate  with  the  faculty  of  the 
college;  to  stimulate  a desire  for  high  scholas- 
tic achievement;  to  foster  a professional  con- 
sciousness, and  to  provide  a bond  of  lasting 
loyalty,  interest,  and  friendship.”  Kappa  Ep- 
silon is  open  to  women  students  in  pharmacy 
of  sophomore  standing  who  have  a “C”  aver- 
age. 

A chapter  of  Kappa  Psi  Pharmaceutical 
Fraternity  has  been  organized  and  is  now 
undergoing  its  probationary  period  before 
acceptance  by  the  national  body.  The  objec- 
tives of  the  fraternity  include  the  support  and 
active  participation  in  all  projects  which  will 
advance  the  profession,  and  the  development 
of  industry,  sobriety,  and  fellowship  among 
pharmacy  students  while  fostering  high 
ideals,  scholarship,  and  pharmaceutical  re- 
search. Membership  in  Kappa  Psi  is  open  to 
men  students  who  have  attained  sophomore 
standing  and  have  a “C”  average. 

Since  1938  the  Division  of  Pharmacy  has 
held  an  annual  Pharmaceutical  Institute. 
Often  referred  to  as  a “refresher”  course  this 
is  a three  day  session  with  a program  de- 
signed to  provide  timely  material  of  interest 
and  information  to  the  practicing  pharmacist. 
Members  of  the  faculty  of  the  Division  of 
Pharmacy  as  well  as  outstanding  men  from 
commercial  pharmaceutical  and  related  fields 
(Continued  on  Page  435) 
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EFFECTS  OF  ATOMIC  RADIATION 

Excerpts  from  the  Summary  and  Conclusions 
of  the  Report  of  the  United  Nations  Scientific 
Committee  on  the  Effects  of  Atomic  Radia- 
tion.* 

In  estimating  the  possible  hazards  of  ioniz- 
ing radiation,  it  is  clearly  necessary  to  know 
both  the  levels  of  such  radiation  received  by 
man  and  his  environment  from  various 
sources,  and  the  present  and  future  effects 
likely  to  be  produced  thereby.  It  is  of  par- 
ticular importance  to  assess  the  effects  of 
radioacUve  fallout  from  nuclear  weapons, 
since  this  source  of  general  environmental 
contamination  is  of  recent  origin,  has  been  of 
uncertain  significance,  and  has  led  to  concern 
in  the  minds  of  many  people.  All  sources  of 
radiation  must,  however,  be  reviewed  for  a 
complete  evaluation  of  the  situation. 

The  Committee,  aware  of  the  complexity  of 
this  task,  knows  that  our  present  information 
about  radiation  levels  and  effects  is  ade- 
quate for  an  accurate  evaluation  of  all  haz- 
ards, and  that  many  of  the  estimates  will 
necessarily  be  approximate  or  tentative. 

The  physical  characteristics  of  ionizing 
radiation,  and  the  amounts  of  human  ex- 
posures to  it,  are  at  present  more  accurately 
known  than  its  biological  consequences,  es- 
pecially where  small  doses  and  dose  rates  are 
concerned.  In  the  present  chapter,  therefore, 
we  review  first  the  amounts  of  radiation  re- 

* Reprinted  from  Science,  Volume  128,  Number 
3321,  22  August  1958,  pp.  402-6,  published  by  the 
American  Association  for  the  Advancement  of 
Science. 


ceived  by  man,  both  in  regard  to  the  exposure 
of  individuals  and  of  whole  populations,  and 
in  respect  to  present  and  possible  future 
levels.  We  then  attempt  to  estimate  the  bio- 
logical effects  of  varying  amounts  of  radia- 
tion of  different  types,  and  to  evaluate  the 
hazard  resulting  from  certain  sources  of  par- 
ticular significance. 

...  In  view  of  the  complex  nature  of  the 
subject,  individual  sentences  or  assessments 
may  easily  be  misunderstood  unless  related 
to  the  context  of  the  report  as  a whole  . . . 

Radiation  from  Natural  Sources 

The  radiation  received  by  man  from  nat- 
ural sources  varies  somewhat  from  place  to 
place  according  to  the  local  radioactivity  of 
the  earth’s  surface;  and  that  of  only  occas- 
ional populated  areas  exceeds  the  average  by 
a factor  of  10.  Studies  on  populations  living 
in  these  areas  are  of  extreme  interest  for  the 
development  of  our  knowledge  on  the  effects 
of  small  doses  of  radiation.  The  contribution 
from  cosmic  rays  differs  at  different  altitudes 
and  geomagnetic  latitudes.  That  from  the 
normal  radioactive  potassium  and  carbon 
content  of  the  body  is  about  the  same  in  dif- 
ferent people,  but  the  radiation  due  to  ra- 
dium, thorium  and  their  decay  products  var- 
ies considerably.  The  radioactivity  of  the 
masonry  used  for  some  types  of  dwelling  may 
appreciably  increase  the  radiation  exposure 
of  the  occupants  . . . Harmful  effects  at- 
tributable to  radiation  from  natural  sources 
are  not  known  with  any  certainty,  but  it 
seems  likely  that  some  genetic,  and  possibly 
some  somatic,  injury  is  caused  in  this  way. 
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Exposure  Due  to  Medical  Procedures 

It  is  useful  to  estimate  this  exposure,  ap- 
propriately averaged  over  whole  populations, 
since  the  genetic,  and  perhaps  some  somatic, 
effects  of  these  procedures  will  depend  upon 
this  average  value.  In  the  countries  with  ex- 
tensive medical  facilities  where  its  magnitude 
has  been  estimated,  the  radiation  given  for 
medical  purposes  makes  the  largest  artificial 
contribution  to  the  irradiation  of  the  popula- 
tion, but  no  data  are  available  for  countries 
with  fewer  such  facilities.  The  reported 
values  of  genetically  significant  doses  are  of 
the  same  order  as  the  doses  from  natural 
sources.  Among  medical  procedures,  the  con- 
tribution from  diagnostic  X-ray  examinations 
greatly  exceeds  that  from  radiotherapy  and 
radioisotope  applications,  the  latter  making 
only  a small  contribution;  and  80  to  90  per 
cent  of  the  total  diagnostic  dose  to  the  gonads 
is  due  to  relatively  few  types  of  examination 
of  the  abdomen  and  pelvis  . . . 

The  significant  dose  to  bone  and  bone  mar- 
row from  medical  procedures  has  been  less 
closely  studied  than  the  genetically  signifi- 
cant dose,  although  it  may  be  of  importance 
if  bone  tumours  or  leukemia  are  induced  by 
radiation  at  low  dose  levels.  Although  in- 
dividual marrow  exposures  vary  very  widely, 
the  average  is  unlikely  to  differ  greatly  from 
that  received  by  the  marrow  from  all  natural 
sources. 

. . . No  information  is  yet  available  for  pre- 
diction of  the  future  trend  of  medical  ex- 
posures. It  is  expected  that  improvements  in 
equipment  and  techniques  may  considerably 
reduce  individual  exposures,  but  the  ever- 
expanding  use  of  X-rays  may  well  increase 
the  world  population  dose  . . . 

Radiation  from  Occupations  and  Wastes 

At  present,  the  exposure  to  ionizing  radia- 
tion received  occupationally  forms  only  a 
small  contribution  to  the  total  irradiation  of 
the  population  as  a whole,  amounting  to 
about  2 percent  of  that  from  natural  sources 
in  countries  in  which  occupational  exposure 
is  probably  largest.  With  an  increasing  use 
of  nuclear  reactors,  of  radioactive  materials 
and  probably  of  medical  and  industrial  radio- 
logical procedures,  this  is  clearly  a figure 
which  should  be  kept  under  close  review  . . . 

The  discharge  of  radioactive  waste  in  coun- 
tries with  nuclear  reactors  has  not  led  to  ap- 
preciable radiation  exposure  of  populations. 


and  only  small  proportions  of  the  wastes  pro- 
duced need  to  be  discharged  . . . However,  it 
is  important  that  work  should  be  actively 
continued  on  methods  of  minimizing  environ- 
mental contamination  from  these  causes. 

Radiation  from  Fall-out 

Fall-out  from  nuclear  weapon  tests  causes 
radiation  exposure  in  several  ways  Exposure 
of  the  world  population  results  from  the  slow 
fall-out  of  fission  products  which  have  been 
distributed  in  the  stratosphere.  Exposures 
also  result  from  any  fall-out  from  the  radio- 
active “cloud”  which  passes  through  the  tro- 
posphere without  having  reached  the  higher 
stratosphere,  and  from  the  fall-out  which 
may  occur  in  areas  adjacent  to  weapon  tests 
or  within  some  thousand  kilometres  of  them. 

We  also  consider  the  ways  in  which  fall-out 
material  causes  irradiation  to  different  parts 
of  the  body,  to  people  on  different  diets  or 
under  different  agricultural  conditions,  and 
to  people  of  different  ages;  and  the  change 
in  the  amounts  of  radiation  that  would  result 
from  altered  or  unaltered  rates  of  injection  of 
radioactive  materials  into  the  stratosphere. 

Adjacent  to  tests.  The  early  fall-out  of 
radioactive  materials  near  to  the  sites  of  nu- 
clear explosions,  which  is  influenced  by  var- 
ious meteorlogical  and  testing  conditions,  may 
cause  high  radiation  exposure  to  individuals 
within  these  areas.  The  amount  of  such  radia- 
tion exposures  varies  very  greatly  with  the 
weapon  tested,  with  the  height  of  firing,  with 
the  distance  from  the  point  of  explosion  with 
the  direction  of  winds  at  various  altitudes  and 
with  the  chance  occurrence  of  rainfall 
through  radioactive  material  in  the  early 
hours  after  the  test.  Therefore,  at  present, 
these  doses  cannot  in  general  be  calculated. 
Under  very  special  conditions,  high  radiation 
exposure  and  deleterious  effects  have  been 
reported,  as  in  the  cases  of  the  Marshall 
Islanders  and  the  crew  of  a Japanese  fishing 
vessel.  Not  enough  information  is  available 
as  to  the  general  circumstances  in  which  such 
local  deposition  may  occur,  and  the  extent 
and  duration  of  the  exposures  liable  to  be  in- 
volved. 

From  the  troposphere.  Radioactive  ma- 
terials injected  into  the  atmosphere  below 
the  tropopause  (at  about  14  km)  are  brought 
down  to  the  earth’s  surface  by  rainfall  and 
sedimentation.  This  process  takes  a few 
months  during  which  they  are  carried  several 
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times  around  the  world.  This  tropospheric 
fall-out  consists  of  a mixture  of  radioactive 
materials,  most  of  which  are  short-lived  iso- 
topes. At  the  present  time,  the  tropospheric 
fall-out  is  deposited  intermittently  during  the 
year  and  a certain  deposit  of  short-lived  ac- 
tivities is  built  up  and  maintained.  When 
appropriate  factors  for  shielding  and  weather- 
in  effects  are  included,  the  gonad  and  average 
marrow  dose  from  this  deposit,  as  an  external 
source  is  calculated  to  be  about  0.5  mrem  per 
year. 

Transient  increases  of  the  doses  from  tropo- 
spheric fall-out  have  been  observed  in  limited 
areas  shortly  after  weapon  tests.  These  tran- 
sient increases  may  give  rise  for  a few  days  to 
dose  rates  of  the  order  of  those  from  natural 
sources. 

The  radioisotopes  of  tropospheric  fall-out 
may  be  taken  up  into  the  body  by  inhalation 
and  ingestion.  Since  the  radio-isotopes  of 
principal  concern  are  short-lived,  storage  of 
the  contaminated  food  products  reduces  the 
dose  which  they  contribute.  The  gonad  dose 
over  the  whole  population  from  inhaled  and 
ingested  tropospheric  material  is  negligible 
as  compared  with  the  contribution  from  this 
material  as  an  external  source.  The  average 
bone  marrow  dose  from  internal  sources  is 
about  0.2  mrem  per  year. 

Increases  in  radioactivity  of  the  thyroid 
gland  have  been  found  during  periods  of  sev- 
eral weeks  or  a few  months  following  weapon 
tests.  In  human  thyroids  a dose  from  iodine- 
131  of  about  5 mrem  per  year  has  been  esti- 
mated for  1955-1956  in  the  United  States  ex- 
cluding areas  immediately  adjacent  to 
weapon  test  sites.  Doses  of  this  order  are  un- 
likely to  cause  detectable  damage  or  func- 
tional change  in  the  gland. 

Irradiation  of  bone  may  result  from  in- 
corporation of  intermediate  and  short-lived 
fission  products.  Although  these  materials 
do  not  cause  prolonged  irradiation,  they  may 
become  selectively  concentrated  into  those 
areas  of  bone  in  which  active  growth  is  taking 
place  at  the  time,  and  so  cause  more  intense 
radiation  locally  than  if  the  same  amounts  of 
these  materials  were  distributed  throughout 
the  whole  skeleton. 

The  Committee  has  insufficient  information 
on  local  variations  and  temporary  increases 
of  tropospheric  fall-out  in  populated  areas  at 
different  distances  from  weapon  test  sites. 


and  emphasizes  the  lack  of  further  data  which 
would  permit  evaluation  of  the  biological 
significance  of  this  source  of  environmental 
contamination. 

From  the  stratosphere.  Radioactive  ma- 
terials injected  into  the  stratosphere,  espec- 
ially by  high-yield  nuclear  explosions,  con- 
stitute a reservoir  from  which  they  fall  onto 
the  whole  of  the  earth’s  surface  for  many 
years.  The  rate  of  fall-out  varies  with  latitude 
and  is  greater  in  the  northern  hemisphere, 
where  most  of  the  tests  are  carried  out.  With- 
in any  given  small  area,  fall-out  rate  may  also 
vary  with  local  meteorological  conditions  . . . 
The  radiation  due  to  stratospheric  fall-out 
from  weapons  exploded  so  far  will  con- 
tribute a 30-year  gonad  dose  of  10  mrem,  and 
a 70-year  per  capita  mean  marrow  dose  of 
160  mrem  and  960  mrem  for  two  populations 
deriving  most  of  their  dietary  calcium  from 
milk  and  rice  respectively. 

Owing  to  the  relatively  gradual  fall-out 
from  the  stratosphere,  most  of  the  subsequent 
radiation  is  due  to  two  radioactive  isotopes  of 
slow  decay,  other  fission  products  already 
having  largely  undergone  decay.  These  two 
radioactive  isotopes  are  caesium-137  and 
strontium-90.  The  physical  properties  and 
chemical  behaviour  of  the  two  differ. 

. . . When  caesium-137  is  taken  into  the 
body,  it  becomes  distributed  more  or  less 
evenly  throughout  the  tissues,  causing  uni- 
form irradiation  of  the  whole  body;  and  when 
present  in  the  surroundings,  its  penetrating 
gamma  radiations  cause  a similarly  uniform 
irradiation  of  tissues. 

Strontium-90,  on  the  other  hand,  is  not  a 
gamma-emitter  and  does  not  contribute 
significantly  to  the  irradiation  of  any  part  of 
the  body  from  without.  However,  on  being 
taken  into  the  body,  it  becomes  incorporated 
in  bone  because  of  its  chemical  similarity  to 
the  normal  bone-forming  element  calcium. 
This  similarity  with  calcium  and  selective 
concentration  in  bone  raises  problems  which 
do  not  occur  with  caesium-137. 

The  average  concentration  of  strontium-90 
in  the  bones  of  children,  in  whom  new  bone 
is  continuously  being  formed,  is  higher  than 
in  adults  whose  bones  were  largely  formed 
before  the  environment,  and  consequently  the 
food  supply,  became  contaminated  with  stron- 
tium-90 ... 

The  radiostrontium  concentration  in  bone 
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is  also  affected  by  dietary  habit  and  by  the 
ratio  of  the  amounts  of  strontium-90  to  cal- 
cium in  the  diet  . . . 

Agricultural  conditions  may  also  affect  the 
content  of  strontium-90  in  the  diet,  since  the 
available  calcium  of  the  soil  will,  within  cer- 
tain limits,  influence  the  ratio  of  strontium-90 
to  calcium  in  crops  derived  from  the  soil. 

Biological  Effects  of  Radiation 

The  biological  effects  of  ionizing  radiation 
are  exhibited  in  different  ways  according  to 
whether  isolated  cells,  tissues,  organs,  or  or- 
ganisms are  examined.  In  passing  from  uni- 
cellular to  higher  organisms,  the  primary 
physicochemical  consequences  of  radiation 
become  increasingly  influenced  by  secondary 
effects  due  to  the  reactions  of  the  organism 
to  the  primary  events.  Detailed  knowledge 
of  these  reactions  is  needed  for  a full  under- 
standing of  the  results  and  mode  of  action  of 
radiation  . . . 

The  effects  of  ionizing  radiations  of  living 
matter  . . . are  still  largely  unknown.  The 
initial  disturbance  is  associated  with  ioniza- 
tion (and  excitation)  of  molecules  which  lead 
to  alterations  in  their  properties.  Many  func- 
tions of  the  cell  are  thus  affected  by  radiation, 
and,  although  some  specific  effects  may  be 
caused  by  one  or  a few  events  in  the  cell, 
many  are  probably  the  combined  result  of 
numerous  such  events. 

The  minimum  doses  causing  certain  detec- 
table biological  effects  differ  very  much  in 
different  organisms,  but  for  most  mammals 
they  are  about  the  same  magnitude,  so  that 
the  results  of  experiments  on  such  animals 
can,  as  a first  approximation,  be  applied  to 
man.  The  sensitivity  of  different  tissues  to 
radiation  varies  considerably,  however.  Our 
knowledge  of  the  biological  effects  of  low 
radiation  levels  is  meager  because  of  ex- 
perimental difficulties  and  the  lengthy  ob- 
servations necessary  to  obtain  results  in  this 
field.  At  present,  opinions  as  to  the  possible 
effects  of  low  radiation  levels  must  be  based 
only  on  extrapolations  from  experience  with 
high  doses  and  dose  rates. 

Effects  of  Radiation  on  Man 

Man  may  prove  to  be  unusually  vulnerable 
to  ionizing  radiations,  including  continuous 
exposure  at  low  levels,  on  account  of  his 
known  sensitivity  to  radiation,  his  long  life, 
and  the  long  interval  between  conception  and 
the  end  of  the  period  of  reproduction. 


Embryonic  cells  are  especially  sensitive  to 
radiation,  and  some  evidence  suggests  that 
exposure  of  the  foetus  to  small  doses  of  ra- 
diation may  result  in  leukemia  during  child- 
hood. Irradiation  of  pregnant  mammals  has 
shown  that  doses  exceeding  25  rem  to  the  foe- 
tus during  certain  stages  of  its  development 
can  cause  abnormalities  in  some  organs.  Some 
embryonic  cells  (neuroblasts)  of  certain 
species  cultivated  in  vitro  respond  to  doses  as 
small  as  1 rad.  If  these  results  should  be  ap- 
plicable to  man  and  since  they  relate  to  the 
development  of  the  brain,  the  opinion  seems 
justified  that  even  a very  small  dose  to  the 
human  foetus  may  involve  some  risk  of  in- 
jurious effects  if  received  during  a critical 
period  of  pregnancy.  Radiostrontium  must  be 
expected  to  enter  foetal  bone  when  calcifica- 
tion starts  in  the  second  trimester  of  preg- 
nancy, and  so  cause  irradiation  of  the  ad- 
jacent developing  nervous  system  and  hypo- 
physis with  exposures  ranging  up  to  that 
occurring  in  the  bone.  The  uptake  of  radio- 
strontium  in  foetal  bone  tissue  is,  however,  at 
present  very  small,  contributing  less  radiation 
than  1 percent  of  that  due  to  natural  sources; 
but  if  the  present  rate  of  test  explosions  is 
continued,  it  will  rise  ultimately  to  some  10 
percent  of  that  due  to  natural  souces. 

Children  are  regarded  as  being  more  sen- 
sitive to  radiation  than  adults,  although  there 
is  little  direct  evidence  on  this  subject,  except 
for  an  indication  that  cancer  of  the  thyroid 
may  result  from  doses  of  a few  hundred  rad 
which  do  not  induce  this  change  in  adults. 

In  human  adults  it  is  difficult  to  detect  the 
effect  of  a single  exposure  to  less  than  25  to 
50  rem,  or  of  continuing  exposure  to  levels 
below  100  times  the  natural  levels.  The  first 
sign  of  radiation  damage  to  the  bloodforming 
tissues  seems  to  be  a drop  in  the  number  of 
lymphocytes  and  platelets  and  the  appear- 
ance of  abnormalities  such  as  bilobed  lym- 
phocytes. 

Rapid  but  transient  disturbances  have  been 
observed  in  mammals  after  exposure  to  a 
single  dose  of  25  to  200  mrem.  Appropriate 
biochemical  and  physiological  techniques 
have,  however,  only  recently  been  applied  to 
the  study  of  irradiated  organisms,  and  have 
not  yet  given  a clear  picture  of  what  happens 
to  organisms  irradiated  with  small  doses  or 
dose  rates.  Too  few  mammalian  species  have 
hitherto  been  studied  in  this  respect,  and 
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there  is  a clear  need  to  widen  this  basis,  from 
which  inferences  can  be  drawn  concerning 
man. 

Processes  of  repair  play  an  important  role 
in  the  final  outcome  of  radiation  damage. 
They  are  one  cause  of  the  existence  of  a thres- 
hold dose  (or  dose  rate)  characterized  by  the 
fact  that  this  dose  or  greater  ones  produce 
a particular  biological  effect  which  does  not 
appear  when  the  dose  is  less  than  the  thres- 
hold. In  the  latter  case,  physicochemical 
events  have  occurred,  but  recovery  processes 
have  prevented  the  final  appearance  of  the 
biological  damage.  Theshold  doses  are  found 
for  some  somatic  effects,  such  as  erythema  of 
skin.  Other  forms  of  radiation  damage  to 
cells,  tissues  or  organisms,  however,  appear  to 
be  cumulative;  for  instance,  mutational  dam- 
age, once  established,  is  not  repaired. 

Damaged  cells  or  tissues  may  be  eliminated 
and  replaced  by  regenerated  normal  cells,  this 
process  being  most  active  in  embryos  and 
young  animals  and  in  certain  tissues  of  the 
adult.  The  affected  cells  may  also  re-estab- 
lish apparently  normal  biochemical  functions. 
During  the  process  of  regeneration  of  tissues 
damaged  by  radiation,  malignant  tumors  may 
be  induced. 

The  power  of  repair  differs  considerably 
in  different  organisms  and  types  of  cells,  and 
varies  to  a high  degree  with  the  physiological 
conditions.  No  chemical  treatment  has  yet 
been  discovered  which  will  induce  or  accel- 
erate recovery  from  radiation  damage  to  man. 
The  grafting  of  blood-forming  tissue  has  so 
far  been  successful  only  in  small  mammals 
irradiated  with  a lethal  dose  to  the  whole 
body,  and  no  attempt  to  apply  this  treatment 
to  irradiated  man  has  yet  reported. 

Prevention  of  the  effects  of  radiation  is 
rendered  more  difficult,  and  complete  pro- 
tection against  it  impossible,  because  changes 
which  already  occur  during  the  irradiation 
lead  to  later  damage.  The  discovery  of  chem- 
ical protectors,  although  important  theoretic- 
ally, has  not  yet  yielded  methods  which  ap- 
preciably reduce  radiation  damage  to  man. 
At  present,  effective  protection  from  exter- 
nal radiation  sources  can  only  be  achieved 
by  adequate  shielding  or  by  keeping  at  a safe 
distance  from  the  source.  Much  work  is  in 
progress  on  the  effect  of  certain  (chelating) 
agents  in  discharging  from  the  body  radio- 
isotopes incorporated  there,  and  so  diminish- 


ing exposure  to  internal  irradiation. 

Morphologically  recognizable  damage  may 
be  induced  by  total  or  partial,  continuous  or 
intermittent  irradiations  much  in  excess  of 
the  currently  accepted  “maximum  permis- 
sible levels”  of  occupational  exposure.  Such 
damage  includes  leucopenia,  anemia  and  leu- 
kemia. Other  pathological  conditions  such  as 
cataract,  carcinoma  of  the  thyroid,  and  bone 
sarcoma  are  known  to  have  resulted  from 
partial  body  irradiations,  but  with  rather 
high  doses  involving  hundreds  or  even  thous- 
ands of  rem  given  to  these  organs. 

The  shortening  of  the  life-span  in  small  ro- 
dents exposed  to  large  doses  has  suggested 
the  possibility  that  certain  degenerative  pro- 
cesses may  be  aggravated  by  continued  ex- 
posure to  low  radiation  levels.  Such  a short- 
ening has  also  been  inferred  from  an  analysis 
of  the  published  death  rates  of  United  States 
radiologists  compared  with  those  of  certain 
other  groups  of  medical  men.  However, 
studies  in  the  United  Kingdom  have  failed  to 
demonstrate  such  an  effect. 

Present  uncertainty  about  the  effects  of 
low  dose  levels  makes  it  imperative  that  as 
much  relevant  information  as  possible  be  col- 
lected about  groups  of  persons  chronically 
exposed  at  these  levels  and  for  whom  ade- 
quate control  groups  exist,  for  instance,  cer- 
tain populations  in  areas  of  high  natural 
radiation  and  workers  in  uranium  mines. 

Exposure  of  gonads  to  even  the  smallest 
doses  of  ionizing  radiations  can  give  rise  to 
mutant  genes  which  accumulate,  are  trans- 
missible to  the  progeny  and  are  considered 
to  be,  in  general,  harmful  to  the  human  race. 
As  the  persons  who  will  be  affected  will  be- 
long to  future  generations,  it  is  important  to 
minimize  undue  exposures  of  populations  to 
such  radiation  and  so  to  safeguard  the  well- 
being of  those  who  are  still  unborn. 

The  present  assumption  of  the  strictly  cum- 
ulative effect  of  radiation  in  inducing  muta- 
tions in  man  is  based  upon  some  theoretical 
considerations  and  a limited  amount  of  ex- 
perimental data  obtained  by  exposure  of  ex- 
perimental organisms  to  relatively  high  dose 
levels.  This  assumption  underlies  all  present 
assessments  of  the  mutational  consequences 
of  irradiation.  Therefore,  extension  of  the  ex- 
perimental data  to  the  lowest  practicable  dose 
levels  is  needed. 

The  knowledge  that  man’s  actions  can  im- 
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pair  his  genetic  inheritance,  and  the  cumula- 
tive effect  of  ionizing  radiation  in  causing 
such  impairment,  clearly  emphasize  the  re- 
sponsibilities of  the  present  generation,  par- 
ticularly in  view  of  the  social  consequences 
laid  on  human  populations  by  unfavorable 
genes. 

Besides  increasing  the  incidence  of  easily 
discernible  disorders,  many  of  them  serious 
but  each  comparatively  rare,  increased  mu- 
tation may  affect  certain  universal  and  im- 
portant “biometrical”  characters  such  as  in- 
telligence or  life-span.  In  this  way,  it  is 
possible  that  continued  small  genetically  sig- 
nificant exposures  of  a population  may  affect, 
not  only  a correspondingly  small  number  of 
individuals  seriously,  but  also  most  of  its 
members  to  a correspondingly  small  extent. 
While  less  easy  to  detect,  this  second  kind  of 
effect  on  a population  could  also  be  serious. 
Unfortunately,  the  great  majority  of  the 
genes  affecting  the  “biometrical”  characters 
are  not  individually  detectable  and  so  can 
only  be  studied  collectively  and  with  diffi- 
culty. In  consequence,  far  less  is  known 
about  them  than  about  genes  responsible  for 
individually  detectable  changes  and  very 
little  indeed  about  their  response  to  irradia- 
tion, even  in  the  best  studied  experimental 
organisms.  Hence  is  it  impossible,  at  the  pres- 
ent time,  to  estimate  with  any  characters  of 
any  given  level  of  irradiation  of  human 
populations.  Much  further  research  through- 
out this  field  is  therefore  needed. 

The  Committee  emphasizes  the  urgent 
necessity  for  well-planned  investigations 
which  may  lead  to  a better  understanding  of 
the  mechanism  of  mutation  and  the  eventual 
possibility  of  controlling  this  process.  More 
information  is  needed  on  the  effect  of  radia- 
tion in  inducing  mutations  in  man.  Indeed, 
even  the  dose  required  to  double  the  normal 
mutation  rate  in  man  is  not  known  with  any 
accuracy.  There  is  also  need  for  a much 
closer  cooperation  between  geneticists  and 
demographers  in  elucidating  the  nature  of 
the  complex  process  of  human  selection. 

General  Conclusions 

The  exposure  of  mankind  to  ionizing  radia- 
tion at  present  arises  mainly  from  natural 
sources,  from  medical  and  industrial  pro- 
cedures, and  from  environmental  contamina- 
tion due  to  nuclear  explosions.  The  industrial, 
research  and  medical  applications  expose 


only  part  of  the  population  while  natural 
sources  and  environmental  sources  expose  the 
whole  population.  The  artificial  sources  to 
which  man  is  exposed  during  his  work  in  in- 
dustry and  in  scientific  research  are  of  value 
in  science  and  technology.  Their  use  is  con- 
trollable, and  exposures  can  be  reduced  by 
perfecting  protection  and  safety  techniques. 
All  applications  of  X-ray  and  radioactive  iso- 
topes used  in  medicine  for  diagnostic  pur- 
poses and  for  radiation  therapy  are  for  the 
benefit  of  mankind  and  can  be  controlled. 
Radioactive  contamination  of  the  environ- 
ment resulting  from  explosions  of  nuclear 
weapons  constitutes  a growing  increment  to 
world-wide  radiation  levels.  This  involves 
new  and  largely  unknown  hazards  to  present 
and  future  populations;  these  hazards,  by 
their  very  nature,  are  beyond  the  control  of 
the  exposed  persons.  The  Committee  con- 
cludes that  all  steps  designed  to  minimize 
irradiation  of  human  populations  will  act  to 
the  benefit  of  human  health.  Such  steps  in- 
clude the  avoidance  of  unnecessary  exposure 
resulting  from  medical,  industrial  and  other 
procedures  for  peaceful  uses  on  the  one  hand 
and  the  cessation  of  contamination  of  the  en- 
vironment by  explosions  of  nuclear  weapons 
on  the  other.  The  Committee  is  aware  that 
considerations  involving  effective  control  of 
all  these  somces  of  radiation  involve  national 
and  international  decisions  which  lie  outside 
the  scope  of  its  work. 

Certain  general  conclusions  emerge  clearly 
from  the  foregoing  part  of  this  report: 

(a)  Even  the  smallest  amounts  of  radiation 
are  liable  to  cause  deleterious  genetic,  and 
perhaps  also  somatic,  effects. 

(b)  Both  natural  radiation  and  radiation 
from  fall-out  involve  the  whole  world  popula- 
tion to  a greater  or  lesser  extent,  whereas 
only  a fraction  of  the  population  receive  med- 
ical or  occupational  exposure.  However,  the 
irradiation  of  any  groups  of  people,  before 
and  during  the  reproductive  age,  will  con- 
tribute genetic  effects  to  whole  populations 
in  so  far  as  the  gonads  are  exposed. 

(c)  Because  of  the  delay  with  which  the 
somatic  effects  of  radiation  may  appear,  and 
with  which  its  genetic  effects  may  be  mani- 
fested, the  full  extent  of  the  damage  is  not 
immediately  apparent.  It  is  therefore,  im- 

(Continued  on  Page  435) 
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L-GLUTAVITE  POWDER 
NEW  FORMULATION,  NEW  PACKAGING 
Description:  A new,  concentrated  formulation 
of  a cerebral  tonic  and  nutritional  supple- 
ment for  geriatric  patients  which  increases 
the  number  of  doses  sixty-six  per  cent  for 
the  same  cost.  Contains  monosodium  L- 
Glutamate,  large  amounts  of  niacin  and 
other  vitamins  and  minerals. 

Use:  Treatment  of  elderly  patients  suffering 
from  confusion,  disorientation,  lassitude 
and  depression  as  a result  of  decreased  cere- 
bral activity. 

Dosage:  One  teaspoonful  in  tomato  or  vege- 
table juice  three  times  daily. 

Dosage  Form:  Packaged  in  amber,  square 
bottles  containing  180  gm.  of  powder. 
Source:  Crookes-Barnes  Laboratories. 

GELFOAM  DENTAL  PACKS,  SIZE  2 
Description:  Gelfoam  Dental  Packs,  Size  2, 
are  approximately  half  the  size  of  presently 
available  packs.  They  measure  10  mm.  by 
20  mm.  (2  sq.  cm.),  and  have  been  prepared 
in  the  smaller  size  to  increase  their  range  of 
usefulness  in  dental  and  oral  surgery. 

Use:  Gelfoam  Dental  Packs  are  employed  in 
dental  and  oral  surgery  as  an  aid  in  provid- 
ing hemostasis  and  obliterating  dead  space 
created  by  simple  extractions,  root  ampu- 
tations, and  removal  of  cysts,  tumors  and 
impacted  teeth.  May  be  used  in  either  the 
dry  or  moistened  state,  depending  upon 
operative  conditions  and  preference. 

Dosage  Form:  Gelfoam  Dental  Packs,  Size  2, 
are  available  in  jars  containing  15  sponges. 
Source:  The  Upjohn  Company. 


POLYKOL  DROPS 

Description:  A pleasant  tasting,  gentle-acting, 
fecal  softener  in  liquid  form  that  provides^ 
a highly  effective  and  unique  “wetting 
agent”  action  to  facilitate  elimination.  Not 
a laxative,  the  prepartion  causes  water  to 
penetrate  the  stool.  Polykol  is  not  a bowel 
irritant  and  does  not  stimulate  peristalsis, 
os  its  use  does  not  result  in  habituation, 
bowel  distention  or  cramping.  Each  cc  con- 
tains 200  mg.  of  poloxalkol,  known  chem- 
ically as  oxyethylene  oxyphylene  polymer. 

Use:  The  prevention  and  treatment  of  con- 
stipation associated  with  hard,  dry  stools. 

Dosage:  Dosage  depends  upon  age  and  re- 
sponse of  individual.  Since  Polykol  is  non- 
toxic, it  may  be  used  indefinitely  or  until 
normal  bowel  habit  has  been  re-established. 
Administered  either  directly  by  dropper,  or 
mixed  with  formula,  milk  or  orange  juice 
in  single  or  divided  daily  doses. 

Dosage  Form;  30  cc.  bottle,  with  dropper. 

Source;  The  Upjohn  Company. 

CAPSEBON 

Description;  A therapeutic  shampoo  for  the 
symptomatic  control  of  dandruff  containing 
1%  cadmium  sulfide  suspension  in  a sham- 
poo base. 

Use:  Capsebon  can  be  safely  used  over  long 
periods  of  time  and  is  effective  for  the 
constant  control  of  seborrheic  dermatitis  of 
the  scalp  when  used  in  place  of  the  usual 
cosmetic  shampoo.  Capsebon  is  non- 
irritating, gentle  enough  for  children  and 
entirely  nontoxic.  No  special  precautions 
are  necessary  and  no  shampoo  is  needed. 
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Dosage:  Application  of  the  new  product  is 
simple  — Capsebon  is  used  as  a shampoo, 
when  reapplied  and  allowed  to  remain  on 
the  hair  a few  minutes.  A final  rinse,  and 
the  treatment  is  finished. 

Dosage  Form:  The  shampoo  is  attractively 
packaged  in  a yellow  plastic  “squeeze” 
bottle. 

Source:  Pitman-Moore  Company. 

TETREX  WITH  TRIPLE  SULFAS 

Description:  A syrup  containing  tetracycline 
phosphate  complex  with  triple  sulfona- 
mides. 

Use:  Treatment  of  severe  bacterial  infections 
of  the  gastro-intestinal  and  urinary  tracts 
and  for  treatment  and  prevention  of  menin- 
geal complications  following  severe  res- 
piratory infections  in  children. 

Dosage  Form:  Two  ounce  bottles. 

Source:  Bristol  Laboratories. 

MEGIMIDE 

Description:  Brand  of  bemegride  which  is 
chemically  beta-ethyl-beta-methylglutari- 
mide. 

Use:  An  adjunct  to  the  management  of  bar- 
biturate intoxication  and  barbiturate  and 
thiobarbiturate  anesthesia. 

Dosage:  In  the  management  of  barbiturate 
coma  and  thiobarbiturate  anesthesia  it  is 
not  possible  to  indicate  an  appropriate  dos- 
age. Each  case  requires  individual  assess- 
ment. Administration  of  as  little  as  50  mg. 
may  bring  about  the  desired  result.  More 
profound  depression  may  call  for  doses  of 
100  to  200  mg. 

Megimide  is  administered  intravenously 
in  intermittent  doses  of  50  mg.,  every  3 to 
5 minutes  until  the  return  of  muscle  tone, 
and  pharyngeal  and  laryngeal  reflexes. 
Subsequent  to  the  restoration  of  reflexes, 
regession  is  a possibility  and  careful  ob- 
servation of  the  patient  is  necessary.  Such 
regression  is  treated  by  a further  series  of 
injections  of  Megimide.  Overdosage  may 
result  in  convulsions  for  which  Pentothal 
is  a specific  antidote. 

Dosage  Form:  Sterile  10-ml.  ampoules,  each 
containing  50  mg.  Megimide  in  10-ml.  of 
isotonic  saline. 

Source:  Abbott  Laboratories. 

PRO-BANTHINE  WITH  DARTAL 

Description:  A combination  of  the  anticho- 
linergic pro-banthine  and  dartal,  an  emo- 
tional stabilizer. 


Use:  In  the  medical  management  of  func- 
tional gastrointestinal  disorders  mediated 
by  the  parasympathetic  nervous  system, 
such  as:  gastritis,  pylorospasm,  peptic  ulcer, 
spastic  colon  and  biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Dosage  Form:  Aqua-colored  tablets  contain- 
ing 15  mg.  of  Pro-Banthine  and  5 mg.  of 
Dartal. 

Source:  G.  D.  Searle. 


'ACTIDIL' 


Description:  ‘Actidil’  (brand  of  Triprolidine 
HCl)  is  a new  antihistamine  which  was  dis- 
covered and  synthesized  at  the  Wellcome 
Research  Laboratories. 

Use:  ‘Actidil’  is  useful  for  the  treatment  of 
those  conditions  where  antihistamines  are 
indicated,  including:  hay  fever,  pollenosis, 
drug  sensitivity,  pruritus,  allergic  derma- 
titis, vasomotor  rhinitis.  ‘Actidil’  has  un- 
usually high  potency;  in  fact,  a dose  of  only 
2.5  mg.  is  usually  sufficient  to  allay  allergic 
manifestations.  The  onset  of  action  is  fast 
and  the  duration  of  effect  is  about  12  hours. 
Its  remarkably  low  toxicity  has  been 
proved  in  laboratory  experiments  which 
show  that  the  LD-50  is  many  hundred  times 
that  of  the  therapeutic  dose.  ‘Actidil’  is 
virtually  tasteless. 


Dosage:  Tablets 

Adults  1 2 

Children  over  2 % 1 

Infants  14  % 

Taken  2 or  3 times  daily. 

Dosage  Form:  2.5  mg.  Scored 
bottles  of  100.  Syrup,  each  5cc. 
contains  1.25  mg.,  in  bottles  of 
Source:  Burroughs  Wellcome. 

NEOSPORIN 


Syrup 

teaspoonfuls 

teaspoonful 

teaspoonful 

Tablets  in 
teaspoonful 
1 pint. 


Description:  Each  cc.  of  Neosporin  Antibiotic 
Lotion  contains:  Aerosporin  brand  Poly- 
myxin B Sulfate  10,000  units,  and  Neo- 
mycin Sulfate  5 mg.,  in  a smooth  water- 
miscible,  uncolored,  and  unscented  lotion 
base. 

Use:  Therapeutic:  Pustular  acne,  folliculitis, 
pyodermas,  infected  eczemas  and  infected 
dermatoses.  Prophylactic:  Any  skin  disease 
likely  to  become  secondarily  infected.  Ab- 
rasions, minor  cuts  and  wounds.  Due  to  its 
excellent  spreading  and  penetrating  prop- 
erties, and,  since  it  is  water-washable,  Neo- 
sporin Antibiotic  Lotion  may  be  preferred 
for  use  on  exposed  or  hairy  areas  of  the 
skin,  as  well  as  intertriginous  areas.  It  facil- 
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itates  the  daytime  treatment  of  such  con- 
ditions as  pustular  acne  since  it  is  cosmetic- 
ally acceptable  to  patients. 

Dosage:  Shake  gently.  Invert  and  apply  di- 
rectly to  the  affected  area  by  squeezing  the 
bottle.  Allow  to  dry.  May  be  applied  2 to 
5 times  daily  as  the  condition  indicates. 

Dosage  Form:  Plastic  squeeze  bottles  of  20  cc. 

Source:  Burroughs  Wellcome. 

NEOSPORIN  VAGINAL  SUPPOSITORIES 

Description:  Each  wedge-shaped  suppository 
contains:  Aerosporin  brand  Polymyxin  B 
Sulfate,  20,000  units;  Neomycin  Sulfate,  5 
mg.;  Acetarsone,  250  mg.;  Beta-lactose,  q.s. 
(approx.  1 gm.)  in  a water-soluble  base  con- 
taining a wetting  agent. 

Use:  Bactericidal  and  trichomonacidal.  Re- 
stores normal  vaginal  pH.  For  use  in 
Vaginitis,  Cervicitis,  Trichomoniasis,  Pre 
and  postsurgical  treatment.  Infertility  due 
to  cervicitis  and  Malodorous  discharge  due 
to  infection. 

Dosage:  The  usual  dosage  of  Neosporin  Vag- 
inal Suppositories  is  one  suppository  in- 
serted high  in  the  vagina  once  or  twice 
daily  for  six  to  ten  days,  or  as  required. 

Dosage  Form:  Boxes  of  twelve  (each  sup- 
pository foil-wrapped). 


SOUTH  DAKOTA 

Source:  Burroughs  Wellcome. 

NEOSPORIN  TOPICAL  ANTIBIOTIC 
POWDER 

Description:  Each  gram  contains:  Aerosporin 
brand  Polymyxin  B Sulfate,  5,000  units; 
Zinc  Bacitracin,  400  units;  Neomycin  Sul- 
fate, 5 mg  in  a watersoluble  powder  base. 

Use:  Bactericidal.  Spectrum  of  action  en- 
compasses virtually  all  pathogenic  bacteria 
found  topically. 

Used  Prophyla ctically  in  postoperative 
and  traumatic  surface  wounds,  biopsy  sites, 
skin  grafts  and  donor  sites  and  dermabra- 
sion. 

Used  Therapeutically  in  vascular  ulcers, 
decubitus  ulcers,  pyodermas,  infected 
eczemas,  infected  dermatoses  and  suppurat- 
ing lesions. 

Dosage:  Apply  to  the  area  to  be  treated  as 
often  as  needed;  treated  area  may  be  cov- 
ered with  a dressing  or  left  exposed,  as  de- 
sired. In  biopsy  sites,  dermabraded  areas, 
etc.,  Neosporin  Powder  may  be  mixed 
with  a little  powdered  gelatin  foam  to  pro- 
vide hemostasis. 

Dosage  Form:  Shaker-top  bottles  of  10  Gm. 

Source:  Burroughs  Wellcome  & Co. 


'moists  Mmai  Look  At  Your 

INSURANCE  COMPANY  OF  IOWA  WRIST  WATCH 

• In  just  38  seconds  a new  fire  will  break  out  somewhere 

• In  120  seconds  a store  or  home  will  be  destroyed  or  damaged  by  fire 

• In  46  minutes  from  now  a person  will  die  as  a result  of  fire 

• In  hours  from  now  a million  dollars  worth  of  property  will  be  destroyed  by  fire 


You  can  help  right  at  this  moment  by  removing 
tire  hazards. 


WHAT  CAN  YOU  DO? 

OCTOBER  5 TO  1 1 --  FIRE  PREVENTION  WEEK 


HOME  OFFICES 
ALGONA,  IOWA 


All  Policies  Non-Assessable 
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A HISTORY  OF  PHARMACY  AT 

SOUTH  DAKOTA  STATE  COLLEGE— 

(Continued  from  Page  425) 
present  topics  relating  to  new  developments 
in  the  field  of  medicine  and  pharmacy.  The 
Institute  has  been  well  attended  and  is  con- 
sidered by  those  who  attend  to  be  a real  ser- 
vice to  the  drug  store  operator. 

With  the  Fall  term  of  1960  students  enter- 
ing the  Division  of  Pharmacy  will  enroll  for  a 
five  year  course.  This  is  in  conformity  with 
action  taken  by  the  American  Association  of 
Colleges  of  Pharmacy  that  the  four  year 
course  be  discontinued.  The  additional  year 
will  afford  an  opportunity  for  the  student  to 
enlarge  the  scope  of  his  training  in  his  pro- 
fessional field  and  broaden  his  cultural  back- 
ground. 

The  aims  of  the  Division  of  Pharmacy  are 
expressed  in  the  catalog:  “It  is  the  objective 
of  the  division  that  its  students  develop  not 
only  scientifically  and  professionally,  but  that 
they  are  also  provided  with  a general  educa- 
tion for  complete  living,  including  full  ad- 
justment to  the  responsibilities  of  citizen- 
ship.” 
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portant  to  consider  the  speed  with  which 
levels  of  exposure  could  be  altered  by  human 
action. 

It  is  clear  that  medical  and  occupational 
exposure,  and  the  testing  of  nuclear  weapons. 


can  be  influenced  by  human  action,  and  that 
natural  radiation  and  the  fall-out  of  radio- 
active material  already  injected  into  the 
stratosphere  cannot. 

. . . Many  effects  of  irradiation  are  delayed 
. . . Even  a slow  rise  in  the  environmental 
radioactivity  in  the  world,  whether  from 
weapon  tests  or  any  other  sources,  might 
eventually  cause  appreciable  damage  to 
large  populations  before  it  could  be  definitely 
identified  as  due  to  irradiation  . . . 

Any  present  attempt  to  evaluate  the  effects 
of  sources  of  radiation  to  which  the  world 
population  is  exposed  can  produce  only  ten- 
tative estimates  with  wide  margins  of  uncer- 
tainty. 


KAPPI  PSI  CHAPTER  ACTIVATION 

A Chapter  of  the  Kappa  Psi  National  Phar- 
maceutical Fraternity  will  be  officially  in- 
stalled on  the  South  Dakota  State  College 
Campus  Oct.  17,  with  the  granting  of  the 
charter. 

Eighteen  students  and  four  faculty  will  be 
initiated  into  membership  during  an  after- 
noon ceremony.  A banquet  will  follow.  Both 
the  initiation  ceremony  and  the  banquet  will 
be  held  in  the  Union  Building  on  the  college 
campus. 

All  Kappa  Psi  alumni  in  the  surrounding 
area  are  cordially  invited  to  attend  both  the 
ceremony  and  the  banquet.  Reservations  may 
be  had  by  contacting  Professor  Norval  E. 
Webb,  Division  of  Pharmacy. 


MINNESOTA  BOARD  GAINS  NEW  TRIAL 
IN  SUPREME  COURT  DECISION 

The  Minnesota  State  Supreme  Court  has 
ruled  that  the  State  Board  of  Pharmacy  was 
within  the  meaning  of  the  law  in  seeking  to 
stop  the  sale  of  packaged  medicines  in  outlets 
other  than  pharmacies  and  who  were  not  li- 
censed by  the  Board.  The  Supreme  Court 
reversed  the  decision  of  a lower  district 
court  and  has  granted  the  Board  a new  trial. 
A lower  court  decision  refused  to  grant  an 
injuction  to  prevent  the  sale  of  proprietary 
medicines  in  food  and  other  non-drug  outlets. 
The  Board’s  suit  was  to  enjoin  Red  Owl  and 
Groves-Kelco,  supermarket  and  grocery  dis- 
tributor, from  selling  a list  designated  drugs 
to  stores  not  licensed  by  the  Board.  Litigation 
of  the  case  has  taken  place  over  the  last  three 
years. 
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GOVERNMENT- 
BUSINESS  LEADERS 
ADDRESS  N.A.R.D. 

Leaders  of  prominence  in 
government  and  in  the  var- 
ious spheres  of  the  drug  field 
addressed  the  60th  Annual 
Convention  of  the  National 
Association  of  Retail  Drug- 
gists held  in  Philadelphia, 
Sept.  28  through  Oct.  2. 

Among  the  headline 
speakers  were  Sinclair 
Weeks,  secretary  of  the 
United  States  Department  of 
Commerce,  and  Representa- 
tive Oren  Harris  from  Arkan- 
sas, chairman  of  the  House 
Interstate  and  Foreign  Com- 
merce Committee  of  Con- 
gress. 

Other  headline  speakers 
from  government  were  Rep- 
resentative Joseph  P.  O’Hara 
from  Minnesota,  Representa- 
tive Wright  Patman  from 
Texas,  Representative  Hugh 
Scott  from  Pennsylvania,  and 
Commissioner  Harry  J.  An- 
slinger  of  the  United  States 
Bureau  of  Narcotics. 

Distinguished  leaders  from 
industry  who  participated  as 
featured  speakers  on  the  pro- 
gram for  the  business  ses- 
sions were  Dr.  J.  Mark  Hie- 
bert,  president  of  Sterling 


Drug  Inc.,  and  George  F. 
Smith,  president  of  Johnson 
& Johnson. 

Dr.  W.  Paul  Briggs  also  ad- 
dressed the  convention.  He 
is  secretary  and  executive  di- 
rector of  the  American  Foun- 
dation for  Pharmaceutical 
Education.  He  has  long  been 
active  in  one  aspect  or  an- 
other of  pharmacy. 

The  American  Medical  As- 
sociation was  invited  to  send 
a spokesman  to  address  the 
convention  of  the  N.A.R.D. 
and  Dr.  Julian  Price,  vice 
chairman  of  the  board  of 
trustees  of  the  A.M.A.,  was 
selected  to  deliver  a message 
to  the  independent  retail 
pharmacists  of  the  country. 

President  Herman  C.  Nolen 
of  McKesson  & Robbins 
moderated  a panel  on  how  to 
make  the  drug  store  cash 
register  ring.  All  the 
speakers  on  the  panel  are 
top-flight  executives  of  im- 
portant firms  in  the  drug 
field.  They  were; 

Alfred  E.  Driscoll,  presi- 
dent of  Warner-Lambert 
Pharmaceutical  Company 
and  former  governor  of  New 
Jersey. 

Don  G.  Mitchell,  chairman 
and  president  of  Sylvania 
Electric  Products,  Inc. 


Madam  Lilly  Dache,  presi- 
dent of  the  General  Beauty 
Products  Co. 

Eugene  N.  Beesley,  presi- 
dent of  Eli  Lilly  & Company. 

Dudley  J.  Taw,  vice  presi- 
dent of  McKesson  & Robbins, 

Inc. 

Another  panel  was  devoted 
to  techniques  and  sugges- 
tions on  how  to  merchandise. 
Keith  K.  Keller,  independent 
drug  store  proprietor  of  Min- 
neapolis, moderated  the 
panel. 

Fair  Trade  was  discussed 
at  a joint  conference  of  state, 
metropolitan  and  local  asso- 
ciation leaders.  It  was  open 
to  every  member  of  the 
N.A.R.D.  Maurice  Mermey, 
director  of  the  Bureau  of 
Education  on  Fair  Trade,  out- 
lined plans  of  action  for  fair 
trade. 

Superexcellent  entertain- 
ment was  provided  for  the 
convention  and  elaborate 
luncheons  were  arranged  for 
the  women. 

The  drug  show  held  in  con- 
junction with  the  convention 
was  one  of  the  best  in  the 
history  of  the  N.A.R.D. 

The  business  sessions  and 
the  drug  show  were  held  at 
the  Municipal  Convention 
Hall. 
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A.PH.A.  ANNOUNCES 

1959  OFFICERS 

Officers  of  the  American 
Pharmaceutical  Association 
are  elected  by  a mail  ballot 
participated  in  by  all  mem- 
bers in  good  standing.  The 
votes  are  counted  by  a Board 
of  Canvassers  appointed  by 
the  President,  and  the  re- 
sults are  certified  to  the  Sec- 
retary in  due  course. 

The  Board  of  Canvassers 
met  on  September  5 and  6, 
1958,  at  Washington,  D.  C.  to 
count  the  votes  cast  in  the 
election  of  officers  for  instal- 
lation at  the  1959  convention. 

The  following  officers  were 
elected  and  will  be  installed 
at  the  annual  convention  in 
Cincinnati,  Ohio,  the  week  of 
April  19,  1959: 

President-elect  Howard  C. 
Newton,  of  Boston,  Massa- 
chusetts; pharmaceutical 
educator  and  dean. 

First  Vice-President-elect 
Leo  F.  Godley,  of  Ft.  Worth, 
Texas;  hospital  pharmacist. 

Second  Vice-President- 
elect Paul  W.  Wilcox,  of  West 
Point,  Pennsylvania;  re- 
search pharmacist. 

Members-elect  of  the  Coun- 
cil for  a term  of  three  years: 

George  F.  Archambault,  of 
Washington,  D.  C.;  United 
States  Public  Health  Service, 
Pharmacy  Branch  Chief. 

Robert  P.  Fischelis,  of 
Washington,  D.  C.;  retiring 
Secretary  of  the  American 
Pharmaceutical  Association. 

Leroy  A.  Weidle,  Jr.,  of  St. 
Louis,  Missouri;  practicing 
pharmacist. 

* * * 

The  present  officers  of  the 
American  Pharmaceutical 
Association,  elected  by  mail 
ballot,  who  will  continue  to 
function  through  the  Cin- 


cinnati convention,  April  19- 
25,  1959,  are: 

President 

Louis  J.  Fischl,  Oakland, 
California 

First  Vice-President 

Stephen  Wilson,  Detroit, 
Michigan 

Second  Vice-President 
Howell  R.  Jordan,  Aus- 
tin, Texas 

The  Honorary  President  is 
elected  by  the  House  of  Dele- 
gates annually,  and  the  Sec- 
retary and  the  Treasurer  are 
elected  triennially  by  the 
House  of  Delegates. 


CONVENTION 

RESOLUTIONS 

The  following  resolutions 
were  adopted  by  the  South 
Dakota  State  Pharmaceutical 
Association  at  the  72nd  an- 
nual meeting  in  Brookings, 
South  Dakota,  June  25,  1958. 

No.  1 — RESOLVED  that 
this  association  extend  a vote 
of  thanks  to  Dr.  Guilford 
Gross  and  Chan  Shirley  and 
all  the  Brookings  pharma- 
cists, Faculty  members  and 
wives  who  made  this  conven- 
tion a success. 

No.  2 --  RESOLVED  that 
this  association  extend  a vote 
of  thanks  to  all  the  manufac- 
turers and  wholesalers  who 
contributed  prizes,  cash  and 
exhibits  to  the  convention. 

No.  3 — RESOLVED  that 
this  association  extend  a vote 
of  thanks  to  the  following 
groups  and  firms  for  their 
most  generous  provisions  of 
food  and  hospitality:  Allied 
Drug  Travelers,  Brown  Drug 
Co.,  Dean  Rubber  Co.,  Eli 
Lilly  and  Co.,  Jewett  Drug 
Co.,  McKesson  & Robbins 
Drug  Companies  of  Minn- 
eapolis, Omaha  and  Sioux 
City,  Merck,  Sharp  & Dohme, 


Northwestern  Drug  Co., 
Parke  Davis  & Co.,  Youngs 
Rubber  Co. 

No.  4 —RESOLVED  that 
this  association  extend  a vote 
of  thanks  to  the  following 
speakers  who  appeared  on 
our  program:  David  Stiles, 
Abbott  Laboratories;  George 
A.  Bender,  Parke  Davis  & 
Co.;  Clark  T.  Eidsmoe,  South 
Dakota  State  College;  Dean 
Joseph  Burt,  University  of 
Nebraska;  Byron  Nichols, 
Nichols  Advertising;  and 
Dennis  Sullivan,  Sobering 
Corporation. 

No.  5 — RESOLVED  that 
this  association  extend  a vote 
of  thanks  to  Dr.  John  Rezatto 
for  the  summertime  presen- 
tation of  Rabbit  Rarities. 

No.  6 —RESOLVED  that 
this  association  extend  a vote 
of  thanks  to  Harold  L.  Tisher 
for  the  time  and  effort  he 
has  put  in  and  the  fine  job 
he  has  done  during  the  past 
12  years  as  a member  of  the 
Board  of  Pharmacy. 

No.  7 — RESOLVED  that 
the  South  Dakota  Pharma- 
ceutical Association  approve 
as  their  suggested  prescrip- 
tion pricing  guide  the  sched- 
ule compiled  by  Dr.  William 
D.  Nelson  of  the  Minnesota 
Pharmaceutical  Association. 

No.  8 — WHEREAS,  South 
Dakota  State  College  is  cele- 
brating its  75th  Anniversary 
in  1959;  and  WHEREAS,  they 
feel  a souvenir  remembrance 
of  some  type  should  be  of- 
fered the  alumni,  now  there- 
fore be  it — 

RESOLVED,  that  this  asso- 
ciation approve  the  plan  pre- 
sented by  South  Dakota 
State  College  for  the  sale  of 
souvenir  coffee  mugs  by 
pharmacists  throughout  the 
state  and  recommend  that 
the  Executive  Committee  set 
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up  a plan  of  distribution  of 

same. 

No.  9 — WHEREAS:  The 
South  Dakota  State  Phar- 
maceutical Association  has 
entered  into  a cooperative 
interprofessional  research 
program  with  the  South 
Dakota  State  Dental  Asso- 
ciation at  the  Division  of 
Pharmacy  at  South  Dakota 
State  College,  and 

WHEREAS:  Cooperation  be- 
tween the  pharmacists  and 
dentists  of  South  Dakota  in 
this  program  has  already 
been  of  great  value  to  the 
Division  of  Pharmacy  and 
has  assisted  in  the  strength- 
ening of  interprofessional 
relations,  and 

WHEREAS:  The  establish- 
ment of  the  Dental-Phar- 
macy Research  Program  by 
this  Association  has  drawn 
national  attention  to  the 
pharmacists  and  dentists  of 
South  Dakota  as  the  first 
cooperative  interprofes- 
sional program  of  its  type 
in  the  nation:  and 

WHEREAS:  The  South  Da- 
kota State  Dental  Associa- 
tion in  convention  assem- 
bled has  expressed  its  will- 
ingness to  continue  this  co- 
operation and  has  voted  to 
contribute  $300  for  that 
purpose, 

BE  IT,  THEREFORE,  RE- 
SOLVED: That  the  South 
Dakota  State  Pharmaceu- 
tical Association  hereby 
wishes  to  continue  the 
Dental-Pharmacy  Research 
Program  at  the  Division  of 
Pharmacy,  South  Dakota 
State  College  and,  that  the 
Executive  Committee  of 
this  association  is  hereby 
empowered  to  make  a con- 
tribution toward  the  con- 
tinuance of  this  program  in 
an  amount  to  be  deter- 


mined by  the  committee 
but  said  amount  shall  not 
exceed  $300. 

No.  10  — (Regarding 
“Branches,  Agents  and  Pick- 
Up  Stations”):  RESOLVED, 
No  pharmacy  nor  pharmacist 
shall  have,  participate  in,  or 
permit  an  arrangement, 
branch,  connection  or  affilia- 
tion whereby  prescriptions 
are  advertised,  solicited,  ac- 
cepted, collected,  or  picked 
up,  from  or  at  any  location 
other  than  a pharmacy  for 
which  a drug  store  permit  in 
good  standing  has  been 
issued  by  the  Board. 

No.  11  — WHEREAS:  The 
Board  of  Pharmacy  deems  it 
necessary  for  proper  inspec- 
tion that  they  have  an  ad- 
ditional inspector;  and 
WHEREAS,  this  additional 
necessary  inspection  service 
cannot  be  supplied  out  of 
present  revenue: 

BE  IT,  THEREFORE,  RE- 
SOLVED, That  this  associa- 
tion approve  and  recommend 
to  the  next  session  of  the  leg- 
islature, an  increase  in  max- 
imum fees  to  an  amount 

designated  by  the  Executive 
Committee.  (NOTE  — Por- 
tion underlined  is  an  amend- 
ment offered  by  J.  Kenneth 
Jones  in  lieu  of  specific 

amounts  as  offered  in  orig- 
inal. 

No.  12  — BE  IT  RE- 

SOLVED, that  the  method  of 
institution  of  the  proposed 
regulations  be  completely 

governed  as  to  when  and  how 
by  the  Board  of  Pharmacy. 


BOARDS  AND 
COLLEGES  MEET 
The  annual  meeting  of 
District  V,  National  Associa- 
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tion  of  Boards  of  Pharmacy 
and  the  American  Associaion 
of  Colleges  of  Pharmacy  was 
held  October  19-20  at  the 
Pick  Nicollet  Hotel  in  Minn- 
eapolis, Minnesota. 

Approximately  50  board 
members  and  pharmacy  fac- 
ulty were  present.  The  state 
boards  of  South  Dakota, 
North  Dakota,  Nebraska, 
Iowa,  Minnesota  and  the 
seven  colleges  of  pharmacy 
in  those  states  sent  delegates. 

Those  representing  the 
South  Dakota  State  Board  of 
Pharmacy  included  Bliss  C. 
Wilson,  Secretary;  Harold 
Mills,  Rapid  City;  Harold 
Tisher,  Yankton;  Tom  Hag- 
ger,  Watertown;  and  Glen 
Velau,  Inspector,  Sioux  Falls. 

Delegates  from  the  Di- 
vision of  Pharmacy  at  South 
Dakota  State  College  were 
Dean  Floyd  J.  LeBlanc  and 
Harold  S.  Bailey,  Professor 
of  Pharmaceutical  Chem- 
istry. Professor  Bailey  pre- 
sented a paper  to  the  group 
on  “Intraprofessional,  Inter- 
professional, and  Public  Re- 
lations-The  Faculty’s  Role.” 


PHARMACY 

ENROLLMENT 

Fall  quarter  enrollment  in 
the  Division  of  Pharmacy, 
South  Dakota  State  College 
is  approximately  240. 

The  figure  is  the  same  as 
the  enrollment  last  year  for 
this  quarter. 

Registration  by  classes 
shows  65  freshmen,  60  soph- 
omores, 39  juniors,  75  seniors 
and  two  graduate  students. 
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In  Biliary  Distress 

ZANCHOE 


Improves  Flow  and  Color  of  Bile 


Zanchol  (brand  of  florantyrone),  a distinct  chemical 
entity  unrelated  to  the  bile  salts,  provides  the  medical 
profession  with  a new  and  potent  hydrocholeretic  for 
treating  disorders  of  the  biliary  tract. 

The  high  degree  of  therapeutic  activity  of  this  new 
compound  and  its  negligible  side  reactions  yield  dis- 
tinct clinical  advantages. 

• Zanchol  produces  a bile  low  in  sediment. 

• Zanchol  enhances  the  abstergent  quality  of  bile. 

• Zanchol  produces  a deep,  brilliant  green  bile,  re- 
gardless of  its  original  color,  suggesting  improved 
hepatic  function. 


• Zanchol  improves  the  flow  and  quantity  of  bile  with- 
out increasing  total  bile  solids. 

Bile  with  these  qualities  minimizes  biliary  stasis,  re- 
duces sediment  and  debris  in  the  bile  ducts  and  dis- 
courages the  ascent  of  infection. 

For  these  reasons  zanchol  has  shown  Itself  to  be  a 
highly  valuable  agent  in  chronic  cholecystitis,  cholan- 
gitis and  care  of  patients  following  cholecystectomy. 

Administration!  One  tablet  three  or  four  times  a day. 
Zanchol  is  supplied  in  tablets  of  250  mg.  each.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 
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BUY 
QUALITY 
IN  YOUR 
PRINTING 


An  old  adage  says  "Clothes  make  the  man."  Per- 
haps this  is  not  true  in  a very  strict  sense,  but 
nevertheless  a v/ell-groomed  man  makes  a better 
impression  than  one  v/ho  is  not.  This  same  reason- 
ing may  well  apply  to  the  printed  forms  which 
leave  your  office.  A dignified,  well-printed  state- 
ment or  envelope  can  lend  a great  deal  of  prestige 
to  your  practice.  It  costs  no  more  to  get  QUALITY 
printing  than  poor  printing. 

We've  had  many  years  of  printing  experience  and 
would  like  to  help  you  with  your  printing  require- 
ments. 


MIDWEST-BEACH  COMPANY 

222  South  Phillips  Ave.  • Sioux  Foils,  S.  Dok. 


For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


A/so  available  as 
PMB-400  (0.4  mg.  "Premarin,"  400  mg.  meprobamate 
in  each  tablet). 


Supply; 

No.  880,  P/AB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  500. 


TMB-200 


'Tremarin^^  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 


AYERST  LABORATORIES 


New  York  16,  New  York 


Montreal,  Canada 


“Premarin®"  coniugated  estrogens  (equine) 


Meprobamate  licensed  under  U.S.  Pot.  No.  2,724,720 
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^ cold  symptoms 

Nezv  timed-release  tablet  provides: 


. . . the  superior  decongestant  and  antihistaminic  action 
of  Triaminic 


. . . non-narcotic  cough  control  as  effective  as  with 
codeine,  but  ivithout  codeine’s  draiubacks 

...an  expectorant  to  augment  demulcent  fluids 

. . . the  specific  antipyretic  and  analgesic  effect  of  loell- 
tolerated  APAP 


. . . the  prompt  and  prolonged  activity  of  timed-release 
medication 


Each  Tussagesic  Tablet  contains: 


TRIAMINIC® 50  mg. 

(phenylpropanolamine  HCl  ....  25  mg.; 

pheniramine  maleate 12.5  mg.; 

pyrilamine  maleate 12.5  mg.) 

Dormethan  (brand  of  dextro- 
methorphan HBr) 30  mg. 

Terpin  hydrate 180  mg. 


APAP  (N-acetyl-para-aminophenol)  . 325  mg. 

TiLssagesic  Tablets  provide  relief  from  all  cold 
symptoms  in  minutes,  lasting  for  hours. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon, and  in  the  evening,  if  needed.  The 
tablet  should  be  swallowed  whole  to  preserve 
the  timed-release  action. 


To  reduce  upper  respiratory  congestion  and  irritating 
secretions. 

For  non-narcotic  control  of  the  cough  reflex. 

To  augment  demulcent  respiratory  secretions. 

For  specific,  highly  effective  antipyresis  and  analgesia. 


Also  available— lor  those  who  prefer 

palatable  liquid  medication—  1 USS3.^CS1C  SUSpCflSlOri 


T 


ussagesic 


SMITH -DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

300  First  National  Bank  Sioux  Falls,  S.  D. 

Subscription  $2.00  per  year  20c  per  copy 

CONTRIBUTORS 

MANUSCRIPTS:  Material  appearing  in  all  publi- 
cations of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not 
the  carbon  should  be  submitted.  Footnotes  should 
conform  with  this  request  as  well  as  the  name  of 
author,  title  of  article  and  the  location  of  the  author 
when  manuscript  was  submitted.  The  used  manu- 
script is  not  returned  but  every  effort  will  be  used 


to  return  manuscripts  not  accepted  or  published 
by  the  Journal  of  Medicine. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings 
will  be  furnished  by  The  South  Dakota  Journal  of 
Medicine  when  satisfactory  photographs  or  draw- 
ings are  supplied  by  the  author.  Each  illustration, 
table,  etc.,  should  bear  the  author’s  name  on  the 
back.  Photographs  should  be  clear  and  distinct. 
Drawings  should  be  made  in  black  India  ink  on 
white  paper.  Used  illustrations  are  returned  after 
publication,  if  requested. 

REPRINTS:  Reprints  should  be  ordered  when 
galley  proofs  are  submitted  to  the  authors.  Type 
left  standing  over  30  days  will  be  destroyed  and 
no  reprint  orders  will  be  taken.  All  reprint  orders 
should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  300  First  Nat’l  Bank,  Sioux 
Falls,  South  Dakota. 
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Committee  on  Civil  Defense 


L.  C.  Askwig,  M.D.,  Chr.  __ Pierre 

G.  J.  Bloemendaal,  M.D Ipswich 

P.  V.  McCarthy.  M.D ......Aberdeen 

Commission  for  Improvement  of  Patient  Care 

D.  J.  Buchanan,  M.D.,  Chr.  (1959)  — Huron 

R.  Delaney,  M.D.  (1960)  ..Mitchell 

M.  Sanders,  M.D.  (1960)  Redfield 

C.  L.  Vogele,  M.D.  (1961)  Aberdeen 

C.  F.  Gryte,  M.D.  (1961)  Huron 

J.  A.  Muggiy,  M.D.  (1959)  Madison 

Committee  on  School  Health 

W.  A.  Anderson,  M.D.,  Chr Sioux  Falls 

G.  Q.  Olsson,  M.D Rapid  City 

T.  E.  Eyres,  M.D.  : Vermillion 


Committee  on  Budget  and  Audit 

A.  P.  Reding,  M.D.,  Chr.  — Marion 

A.  A.  Lampert,  M.D Rapid  City 

C.  R.  Stoltz,  M.D — Watertown 


Hunters  Fall  Medical  Meeting 

W.  A.  Delaney,  M.D.,  Chr.  Mitchell 

H.  R.  Lewis,  M.D.  Mitchell 

L.  W.  Tobin,  M.D .....Mitchell 


Committee  on  Aging 


Warren  Jones,  M.D.,  Chr.  Sioux  Falls 

M.  M.  Morrissey,  M.D.  Pierre 

R.  J.  Bareis,  M.D.  ....Rapid  City 


Committee  on  Coroner’*  Law 


W.  A.  Geib,  M.D.,  Chr.  Rapid  City 

M.  M.  Morrissey,  M.D Pierre 

R.  H.  Hayes,  M.D Winner 


Committee  on  Traffic  Safety 

J.  J.  Stransky,  M.D.,  Clir.  Watertown 

R.  L.  Lillard,  M.D Madison 

H.  L.  Saylor,  M.D Huron 


Medical  - Legal  Conference  Committee 

C.  L.  Swanson,  M.D.,  Chr.  Pierre 

Ted  Hohm,  M.D Huron 

P.  P.  Brogdon,  M.D.  .Mitchell 

W.  A.  Geib,  M.D.  Rapid  City 

Liason  Committee  with  The  S.  D.  Pharmaceutical  Association 

R.  A.  Buchanan,  M.D.,  Chr.  Huron 

R.  H.  Hayes,  M.D.  Winner 

L.  C.  Askwig,  M.D.  Pierre 


DISTRICT  OFFICERS 
DISTRICT  1 

President ...  A.  Keegan,  M.D.,  Aberdeen,  S.  D. 

Vice-President.... .G.  H.  Steele,  M.D.,  Aberdeen,  S.  D. 

Secretary-Treasurer W.  E.  Gorder,  M.D.,  Aberdeen,  S.  D. 

DISTRICT  2 

President S.  W.  Allen,  Jr.,  M.D.,  Watertown,  S.  D. 

Vice-President B.  Brewster,  M.D.,  Watertown,  S.  D. 

Secretary-Treasurer T.  J.  Wrage,  Jr.,  M.D.  Watertown,  S.  D. 

DISTRICT  3 

President S.  E.  FriefeM,  M.D.,  Brookings,  S.  D. 

Vice-President ..C.  S.  Roberts,  Jr.,  M.D.,  Brookings,  S.  D. 

Secretary-Treasurer ..C.  M.  Kershner,  M.D.,  Brookings,  S.  D. 

DISTRICT  4 

President K.  C.  Jahraus,  M.D.,  Pierre,  S.  D. 

Vice-President  J.  C.  Murphy,  M.D.,  Murdo,  S.  D. 

Secretary-Treasurer J.  T.  Cowan,  M.D.,  Pierre,  S.  D. 

DISTRICT  5 

President Ted  Hohm,  M.D.,  Huron,  S.  D. 

Vice-President. Roscoe  Dean,  M.D.,  Wess.  Springs,  S.  D. 

Secretary-Treasurer Fred  Leigh,  M.D.,  Huron,  S.  D. 

DISTRICT  6 

President ....W.  S.  Peiper,  M.D.,  Mitchell,  S.  D. 

Vice-President D.  R.  Nelimark,  M.D.,  Mitchell,  S.  D. 

Secretary-Treasurer....T.  A.  PoIIerman,  M.D.,  Alexandria,  S.  D. 

DISTRICT  7 

President  F.  G.  Kohlmeyer,  M.D.,  Sioux  Falls,  S.  D. 

Vice-President, C.  S.  Larson,  M.D.,  Sioux  Falls,  S.  D. 

Secretary A.  K.  Myrabo,  M.D.,  Sioux  Falls,  S.  D. 

Treasurer D.  L.  Ensberg,  M.D.,  Sioux  Falls,  S.  D. 

DISTRICT  8 

President  R.  Monk,  M.D.,  Yankton,  S.  D. 

Vice-President A.  C.  Michael,  M.D.,  Vermillion,  S.  D. 

Secretary W F.  Stanage,  M.D.,  Yankton,  S.  D. 

Treasurer A.  Andre,  M.D.,  Vermillion,  S.  D. 

DISTRICT  9 

President S.  F.  Sherrill,  M.D.,  Belle  Fourche,  S.  D. 

Vice-President  R.  Boyce,  M.D.,  Rapid  City,  S.  D. 

Secretary-Treasurer Wayne  Geib,  M.D.,  Rapid  City,  S.  D. 

DISTRICT  10 

President.. Peter  Lakstigala,  M.D.,  White  River,  S.  D. 

Secretary-Treasurer H.  H.  Hayes,  M.D.,  Winner,  S.  D. 

DISTRICT  11 

President Alexander  Stephans,  M.D.,  Selby,  S.  D. 

Secretary-Treasurer B.  P.  Nolan,  M.D.,  MobTidge,  S.  D. 

DISTRICT  12 

President W.  C.  Brinkman,  M.D.,  Sisseton,  S.  D. 

Secretary-Treasurer D.  A.  Gregory,  M.D.,  Milbank.  S.  D. 
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whenever 

he 

starts 

to 


hes 
ready 
for 


Delectavjtes 


New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 


There’s  nothing  easier  to  give 
or  take- 

than  Delectavites. 

A real  treat . . . 

the  children’s  favorite . . . 

tops  with  adults,  too. 


WHITE  LABORATORIES,  INC, 
KENILWORTH,  N.J. 


Vitamin  A 
Vitamin  O 
Vitamin  C 
Vitamin  E 

Vitamin  B-1 

Vitamin  B-2 

Vitamin  8-6..... 

Vitamin  B-12  Activity 3 meg. 

Panthenol 5 mg. 

Nicotinamide 20  mg. 

Folic  Acid O.l  mg. 

Biotin 30  meg. 

Rutin 12  mg. 

Calcium  Carbonate 125  mg. 

Boron 0.1  mg. 

Cobalt 0.1  mg. 

Fluorine 0.1  mg. 


Iodine 

Magnesium... 
Manganese .. 
Molybdenum. 
Potassium 


0.2  mg. 

3.0  mg. 

1.0  mg. 

1.0  mg. 

2.S  mg. 

tiMT 

; One  Nugget  per  day 
Boxes  of  30-one 
month’s  supply 
Boxes  of  90-three 
months'  supply  or 
family  p 
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NEW  SURGICAL 
BOARD  FORMED 


The  American  Board  of 
Abdominal  Surgery  recently 
formed  and  as  an  educational 
procedure  have  issued  a 
rather  lengthy  statement 
aimed  at  justifying  their 
creation.  Excerpts  from  that 
statement  follow: 

“The  American  Board  of 
Abdominal  Surgery  has  been 


founded  by  the  general  sur- 
geons of  the  United  States 
and  Canada  to  fill  an  abvious 
need  in  the  field  of  surgery. 

The  American  Board  of 
Abdominal  Surgery  has  been 
formed  as  an  independent 
organization,  as  are  the  other 
Specialty  Boards,  because 
abdominal  surgery  is  a 


specialty  too  extensive  and 
too  complicated  lo  be  just  an 
affiliation  type  of  board. 

The  prime  interest  of  the 
Board  is  the  abdominal  cav- 
ity, and  does  not  intend  to 
encroach  upon  the  areas  of 
the  other  Boards.  The  Amer- 
ican College  of  Surgeons  and 
the  American  Board  of  Sur- 
gery are  organizations  in- 
terested in  and  devoted  to 
the  entire  field  of  surgery  as 
a whole.  They  must  and 
should  continue  along  their 
established  endeavors.  As 
each  surgical  specialty  de- 
velops into  a more  compli- 
cated field,  coordination  be- 
tween these  specialties  is 
needed  more  than  ever.  The 
American  Board  of  Abdom- 
inal Surgery  will  give  all  pos- 
sible assistance  to  these  or- 
ganizations in  coordinating 
the  entire  field  of  surgery. 

The  American  Board  of 
Abdominal  Surgery  is  a spec- 
ialty group  concerned  with  a 
well  defined  anatomical  area 
of  the  body  and  established 
a definite  position  for  the 
“general”  surgeon,  who  has 
demonstrated  by  his  per- 
formance that  he  is  the  back- 
bone of  American  surgery. 

The  American  Board  of 
Abdominal  Surgery  is  cor- 
rect in  its  position  and  stands 
firm  in  its  convictions.” 


NEWS  NOTES 
H.  D.  Sewell.  M.D..  74, 

formerly  associated  with  the 
Huron  Clinic,  died  in  Boston 
August  25th,  following  a 
stroke.  He  practiced  in 
Huron  from  1917  to  1942. 
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KREISER  SURGICAL  Inc. 


Sioux  Foils,  S.  D. 

1220  S.  Minnesota 


Rapid  City,  S.  D. 

528  Kansas  City  St. 
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in^  very  spectat  cases 
a very  superior  brandy. . . 
specify  ? 

MmiiisW ; 

COGNAC  BRANDY 


Protection  against  loss  of  income  from  acci- 
dent & sickness  as  well  as  hospital  expense 
benefits  for  you  and  all  your  eligible  depend- 
ents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 


ANKLE 

SPRAINED 

or 

SINUS 

INFLAMED? 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY. 
Pearl  River,  New  York 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARDA 


r STREPTOKINASE-STRCPTODORNASE 


TABLETS 


Two  capsules  on  arising  last  all  day  1 

Two  capsules  at  bedtime  last  all  night  £ 

relieve  nervous  tension  on  a sustained 
basis,  without  between-dose  interruption. 


1. Meprobamate  is  more  widely  prescribed  than  any 
other  tranquilizer.  Source:  Independent  research 
organization;  name  on  request. 
2.  Baird,  H.  W,,  HI : A comparison  of  Meprospan 
(sustained  action  meprobamate  capsule)  with  other 
tranquillzing  and  relaxing  agents  in  children. 

Submitted  for  publication,  1958, 


“T/ie  administration  of  meprobamate  in 
sustained  action  form  [Meprospan^  produceah 
a more  uniform  and  sustained  action ... 
these  capsules  offer  effectiveness  at 
reduced  dosage^^  ^ ' 

Dosage:  2 Meprospan  capsules  q.  12  h. 

Supplied:  200  mg.  capsules,  bottles  of  30.  , • 


Literature  and  samples  m request 


tS^WALLACE  LABORATORIES,  New  Brunswick,  N.  J, 
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Paul ..  .give  real  relief: 


A.P.C."""Demeror 


Aspirin  200  mg.  (3  grains) 

Phenacetin  150  mg.  (21/2  grains) 

Caffeine  30  mg.  (V2  grain) 


Demerol  hydrochloride  ...  30  mg.  (1/2  grain) 


Dm: 

1 or  2 tablets. 


Narcotic  blank  required. 


Potentiated  Pain  Relief 


WINTHROP  LABORATORIES 

New  York  18,  N.  Y.  • Windsor,  Ont. 


Demerol  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 


ATOmC  D6RMATmS  . ECZEMAS 


iRIASIS 


VhNCNAT; 


PERFORMANCE  WITH 


IN  THE  MANAGEMENT 
OF  DERMATOSES  . , . 

(Regardless  of  Previous  Refraetormess) 

Cortf irmeci  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 


JL  CREAM 

Hydrocortisdrte  0.5%  and  Special  Coal  Tar  Extract  S% 
(TAR80N1S®)  in  a greaseleSSi  stainless  vanishing  creaffi  base. 


ointment 

Hydrocortisone  0.5%,  Nebrnycin  0.35%  (as  Sulfate)  and  Special 
Coal  Tar  Extract  .5%  (TAR  BONIS)  in  an  okitment  base. 


NEWS  TARCORTIN  LOTION 
excellent  for  lesions  of  head  and  hattids 
Supplied:  plastic  squeeze  bottles,  % oz. 


REED  & CARNRICK  / Jersey  City  6,  New  Jersey 


1.  Welsh,  A.  L.,  and  Ede,  M.:  J.A.M.A.  I6fi:158,  1958. 

2.  Bleiberg,  J.:  J.M.  Soc.  New  Jersey  53:37.  1956. 

3.  Abrams,  B.  P.,  and  Shaw,  C.:  Clin.  Med.  3:839,  1956. 

4.  Bleiberg,  J.:  Am.  Practitioner  3:1404,  1957. 

6.  Clyman,  S.  G.;  Postgrad.  Med.  ^1:309,  1957. 
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the  chill 

the  cough 

the  aching  muscles 

the  fever 


Viral  upper  respiratory  infection. . . . For  this  patient,  your  management  will  be  twofold — 
prompt  symptomatic  relief  plus  the  prevention  and  treatment  of  bacterial  complications. 
PEN*VEE*Cfdfn  backs  your  attack  by  broad,  multiple  action.  It  relieves  aches  and  pains,  and 
reduces  fever.  It  counters  depression  and  fatigue.  It  alleviates  cough.  It  calms  the  emotional 
unrest.  And  it  dependably  combats  bacterial  invasion  because  it  is  the  only  preparation  of  its 
kind  to  contain  penicillin  V. 


This  advertisement  con- 
forms to  the  Code  for 
Advertising  of  the  Physi- 
cians’ Council  for  Infor- 
mation on  Child  Health. 


SUPPLIED:  Capsules,  bottles  of  36.  Each  capsule  contains  62.5  mg.  (100,000  units)  of  penicillin  V,  194  mg.  of 
salicylamtde,  6.25  mg.  of  promethazine  hydrochloride,  130  mg.  of  phenacetin,  and  3 mg.  of  mephentermine  sulfate. 


Pen  -Vee  • Cidin 


Penicillin  V with  Salicylamide,  Promethazine  Hydrochloride,  Phenacetin,  and  Mephentermine  Sulfate,  Wyeth  Philadelphia  1.  Pa. 
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PRESTIGE 

PRESCRIPTION 

PRODUCTS 


WE  ARE  A 


DISTRIBUTOR 


The  economic  heart 
of  the  retail  pharmacy 

Prescriptions  provide  the  profit  foundation  for  most 
successful  pharmacies.  In  1957,  the  average  store  de- 
rived 30  percent  of  its  total  sales  and  well  over  half  of 
its  net  profit  from  the  department  alone. 

As  this  department  grows  in  volume  and  economic 
importance,  control  of  inventory  becomes  a vital  con- 
sideration. By  depending  on  our  comprehensive  stocks 
and  quick,  competent  service,  you  can  maintain  a well- 
balanced  inventory.  Thousands  of  drug  items  are  avail- 
able economically  and  without  delay. 

You  are  invited  to  take  advantage  of  our  service.  Route 
your  orders  through  us. 

BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


Astra  Pharmaceutical  Products,  Inc., 
Worcester  6,  Mass.,  U.S.  A. 


general  use . . . 
in  general  practice 


fast,  effective  and  long-lasting  relief  from... 


XYLOCAINE® 

(brand  of  lidocaine*) 


gr~**^ 


<ZI> 


BURNS  — sunburn,  cooking,  ironing 


PAIN  — hemorrhoids  and  inoperable  anorectal 
conditions,  cuts  and  abrasions,  cracked  nipples 


ITCHING  — insect  bites,  poison  ivy,  pruritus 


The  water-soluble,  nonstaining  base  melts 
on  contact  with  the  tissue,  releasing  the  Xylocaine 
for  immediate  anesthetic  action.  It  does  not 
interfere  with  the  healing  processes. 


OINTMENT  2.5%  & 5% 


New 


Milprem-  200 


a new  potency  for 
greater  dosage  flexibility 
in  treating  the  menopause 


SUPPLIED:  Bottles  of  60  tablets. 

DOSAGE : One  tablet  t.i.d.  in  21-day  courses 
with  one  week  rest  periods. 

Should  be  adjusted  to  individual  requirements. 

ALSO  AVAILABLE:  Milprem-400 (400  mg. 

Miltown  + 0.4  mg.  Conjugated  Estrogens,  equine) 
in  bottles  of  60  tablets. 

Literature  and  samples  on  request 

. WALLACE  LABORATOEIES,  N&w  Brunswick,  N.  J. 


for  prompt 
relief 
from 
emotional 
and  somatic 
disturbances 
of  ovarian  decline 


38 


S.D.J.O.M.  OCTOBER  1958  - AD\ 


new  3 -way 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — B,,  Bg,  Bia. 


strengthen  bodies  with  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
othejr  low-grade  protein  foods  are  up-graded 
"5  to  maximum  growth  potential. 


discourage  nutritional  anemia 
with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate. ..plus  sorbitol  for 
enhanced  absorption  of  both  iron  and  B,. 


new 


Lystne-Vitamlns 


WITH  IRON  SYRUP 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


: 

f’’ 


*Reg.  U.  S.  Pat.  Off. 


Average  dosage  is  1 teaspoonful  daily.  Available 

in  bottles  of  4 and  10  tl.  oz. 

Each  teaspoonful  (5  cc.)  contains: 

1-Lysine  HC1 

Vitamin  812  Crystalline 

Thiamine  HC1  (B:) 

Pyridoxine  HC1  (Be) 

Iron  (as  Ferric  Pyrophosphate) 

Sorbitol 

M CYANAMiD  COMPANY,  Pearl  River, 

, New  York 
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cuNfCAt.  air  Staph 

RtSULTS  adults  children  Infections 

Cared  172(80%)  148(89%)  71(88%) 

tmproyed  28  (13%)  8 (5%)  7 (9%) 

Failure  17(7%)  11(6%)  3(3%) 

Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microorganisms  were  Staph. 
aureus  and  Staph,  atbus.  Tao  has  its  grearesi 
usefulness  against  organisms  such  as:  staphy* * 
Ipcocci  (including  strains  resistant  to  other  anti- 
hiotlcs),  streptococci  (beta-hemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu* 
mococci,  gonococci,  Hemophilus  influenzae.- 


Per  cent  of  “antibiotic-resistant”  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicoi.i 


(b)  children 
Total -0.6% 

(lout  of  167) 

Skin  rash -none 
Gastrointestinal— 
0.6%  (1  out  of  167) 


REACTIONS: 

(a)  adults 
Total-9.2% 

(20  out  of  217) 

Skin  rash -1.4% 

(3  out  of  217) 

Gastrointestinal — 

7.8%  (17  out  of  217) 

There  was  complete  freedom  from  adverse 
reactions  in  94.5%  of  all  patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


stability  in  gastric  acid  • rapid,  high  and  sus- 
tained blood  levels  • high  urinary  concentrations 

• outstanding  palatability  in  a liquid  preparation. 

osage  and  Administration:  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.;  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied:  Tao  Capsules— 250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  — 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride,  T.  J.:  Antibiotics  & Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy  (Aug.) 
1958.  4.  Celmer,  W.  D.,  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 


“Much  better! 


COSA-TETRACYN' 

GLUCOSAMINE  POTENTIATED  TETRACYCLINE 


CAPSULES 

(black  and  white) 
250  mg.,  125  mg. 


ORAL  SUSPENSION  NEW!  PEDIATRIC  DROPS 

(orange-flavored)  (orange-flavored)  5 mg.  per  drop, 

125  mg.  per  tsp.  (5  cc.) , 2 oz.  bottle  calibrated  dropper,  10  cc.  bottle 


. COSA-TETRASTATIN* 

glucosamine  potentiated  tetracycline  with  nystatin 
antibacterial  plus  added  protection  against 
monilial  superinfection 

CAPSULES  (black  and  pink)  250  mg.  Cosa-Tetracyn, 
(with  250,000  u.  nystatin) 

ORAL  SUSPENSION  125  mg.  per  tsp.  (5  cc.)  Cosa- 
Tetracyn,  (with  125,000  u.  nystatin),  2 oz.  bottle 


COSA-TETRACYDIN* 

glucosamine  potentiated  tetracycline-analgesic-  ^ 

antihistamine  compound 

For  relief  of  symptoms  and  malaise  of  the  common  | 
cold  and  prevention  of  secondary  complications  | 

CAPSULES  (black  and  orange)  Ea.  capsule  contains;  t| 
Cosa-Tetracyn  125  mg.  • phenacetin  120  mg.  . caffeine  1 
30  mg.  . salicylamide  150  mg.  . buclizine  HCl  15  mg.  H 


references:  1.  Carlozzi,  M.:  Ant.  Med.  & Clin.  Therapy  5:146  (Feb.)  1958.  2.  Welch,  H.;  Wright,  W.  W.,  and  Staffa,  A.  W.:  Ant.  Med. 

& Clin.  Therapy  5:52  (Jan.)  1958.  3.  Marlow,  A.  A.,  and  Bartlett,  G.  R.:  Glucosamine  and  Leukemia.  Proc.  Soc.  Exp.  Biol.  & Med.  84:41,  ! 

'1953.  4.  Shalowitz,  M.:  Clin.  Rev.  1:25  (April)  1958.  5.  Nathan,  L.  A.:  Arch.  Pediat.  75:251  (June)  1958.  6.  Cornbleet,  T.;  Chesrow,  E.,  ' 

snd  Barsky,  S.:  Ant.  Med.  & CUn.  Therapy  5:328  (May)  1958.  7.  Stone,  M.  L.;  Sedlis,  A.,  Bamford,  J.,  and  Bradley,  W.:  Ant.  Med.  & ' | 
Qin.  Therapy  5:322  (May)  1958.  8.  Harris,  H.:  Clin.  Rev.  1:15  (July)  1958.  'J 


Proven  in  research 

1 . Highest  tetracycline  serum  levels 

2.  Most  consistently  elevated  serum  levels 

3.  Safe,  physiologic  potentiation  (with  a natural  human  metabolite) 

And  now  in  practice 

4.  More  rapid  clinical  response 

5.  Unexcelled  toleration 

Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 

Div.,  Chas.  Pfizer  and  Co.,  Inc. 

Brooklyn  6,  New  York 


♦ Trademark 


FORD,  R.  V.,  Rochelle,  J.B.lll,  Handley,  C.  A.,  Moyer,  J.  H,  and  Spurr,  C.  L: 
j.A.MA  166:129,  Jan.  11, 1958. 

. . in  premenstrual  edema,  convenience  of  therapy  points  to  the  selection  of 
chlorothiazide,  since  it  is  both  potent  and  free  from  adverse  electrolyte 
actions.”  In  the  vast  majority  of  patients,  'DIURSL*  relieves  or  prevents  the  fluid 
"build-up”  of  the  premenstrual  syndrome.  The  onset  of  relief  often  occurs 
within  two  hours  following  convenient,  oral,  once-a-day  dosage.  *D!UR!L*  is  well 
tolerated,  does  not  interfere  with  hormonal  balance  and  is  continuously 
effective—even  on  continued  daily  administration. 

DOSAGE:  one  500  mg.  tablet  'DiURlL'  daily-^beginning  the  first  morning  of 
symptoms  and  continuing  until  after  onset  of  menses.  For  optimal  therapy, 
dosage  schedule  should  be  adjusted  to  meet  the  needs  of  the  individual  patient. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL'  (chlorothiazide); 
bottles  of  100  and  1,000. 


Diuril  is  a trade-mark  of  Merck  & Co.,  inc; 


MERCK  SHARP  & DOHME  Division  of  MERCK&CO..!nc., Philadelphia l,Pa. 


ten 

(EDEMA) 


quickly  relieves 
Distress 
Distention 
Discomfort 


ANY  INDIOAIIOH  FOR  DIURESIS  IS  AH  INQIDATIO^ 


FOR  'DIURIU 


In  potentially- 
serious 
infections... 


Panalba 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 
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*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES,  a Division  ofiAMERlCAN  CYANAMID'I§^''y. 
Pearl  River.  New  York  j,, 


•is- 


ACCELERATE  THE" 
RECOVERY 
PROCESS  WITH 


OCTOBER  ADVERTISERS 

Abbott  Laboratories 
Ames  Company 
Astra  Pharmaceuticals 
Ayerst  Laboratories 
Bristol-Myers  Company 
Burroughs-Welcome  & Co.,  Inc. 
Brown  Drug 
Chicago  Medical  Society 
Coca-Cola  Company 
Corn  Products  Sales  Co. 

Druggists  Mutual  Insurance  Co. 
General-Electric  X-Ray  Dept. 
Kreiser’s,  Inc. 

Lakeside  Laboratories 
Lederle  Laboratories 
Eli  Lilly  & Company 
Merck,  Sharp  & Dohme 
Midwest-Beach  Printing  Co. 

Parke,  Davis  & Co. 

Charles  Pfizer 

Physicians  Casualty  Association 
Reed  & Carnrick 
Riker  Laboratories 
A.  H.  Robins  Company,  Inc. 

J.  B.  Roerig  & Company 
Kayser  Roth,  Co. 

Schering  Corporation 
Schielifelin  & Co. 

-V  '1#  " 

G.  D!>  Searle  & Co. 

Smi^  Dorsey 

Srhith,  Kline  & French  Laboratories 

E.  R.  Squibb  & Sons 

U.  S.  Brewers  Foundation 

Upjohn  Company 
■ 

Wallace  Laboratories 
white  Laboratories 
Winthrop  Laboratories 
Wyeth  Laboratories 
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ARTHRITIS... 

OR 

COUTP 


GOUT-THE  DIAGNOSTIC  PROBLEM 

Clinical  “curiosity”  rather  than 
clinical  “instinct”  is  the  key 
to  accurate  diagnosis  of  gout. 
Visible  manifestations  may  not 
appear  until  late  in  the  course 
of  the  disease.  Moreover,  the 
patient’s  description  of  the  pain 
and  the  site  of  the  pain  may  not 
differ  markedly  from  other 
articular  disorders. 

THE  FOLLOWING  FINDINGS  ARE  HIGHLY 
INDICATIVE  OF  GOUT:  (1)  Tophacems 
deposits  resulting  in  irregular, 
asymmetrical  deformity  of  joints; 
(2)  Elevated  serum  uric  acid  levels 
(above  6mg.%) ; (3)  Pain  relief 
vnth  colchicine.  When  findings  sug- 
gest gout,  therapy  with  ‘Benemid’ 
should  be  started  immediately. 

BENEMID®-AN  EFFECTIVE  URICOSURIC 
AGENT 

‘Benemid’  is  firmly  established 
as  an  effective  and  exceptionally  safe 
uricosuric  agent.  ‘Benemid’ 
approximately  doubles  the 
excretion  of  uric  acid ; reduces 
serum  uric  acid  levels  toward 
normal ; often  prevents  formation 
of  new  tophi,  and  gradually 
mobilizes  existing  uric  acid 
deposits ; minimizes  incidence  and 
severity  of  future  attacks. 

‘Benemid’  is  of  remarkably  low 
toxicity— usually  so  low  as  to  be 
clinically  insignificant— even  in 
patients  who  have  been 
on  uninterrupted  therapy  for  almost 
a decade.  The  uricosuric  effects 
of  salicylates  and  ‘Benemid’  are 
mutually  antagonistic  and  these 
compounds  should  not  be 
used  together. 


RECOMMENDED  DOSAGE:  0.25  Gm. 

(y2  tablet)  twice  daily  for  one  week 
followed  by  1 Gm.  (2  tablets)  daily 
in  divided  doses. 

MERCK  SHARP  & DOHME 

PROBENECID 

DIVISION  OF  MERCK  & CO.,  iNC.,  PHILADELPHIA  1,  PA. 


BENEMID 


A SPECIFIC  FOR  GOUT 


Benemid  is  a trade-mark  of  Merck  & Co.,  Ine. 
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urity,  the 
leness, 
quality  of 
Dca-Cola  as 
3nt  has  helped 
Coke  the 
i sparkling 
all  the  world. 


SIGN  OF  GOOD  TASTE 


in  spasticity  of  the  Gl  tract 


Pavatrine 
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THE  MONTH  IN  WASHINGTON 


When  the  Congress  that  is  elected  in  No- 
vember goes  to  work  next  January  7 it  will 
have  before  it  a half  dozen  important  health- 
medical  issues  that  the  last  Congress  took 
some  interest  in  but  didn’t  resolve.  They  in- 
clude hospitalization  under  social  security, 
tax-deferment  on  annuities,  loans  and  mor- 
tgage guarantees  for  hospitals  and  nursing 
homes,  aid  to  medical  schools  and  amendment 
of  Veterans  Administration’s  hospitalization 
procedures. 

The  issue  of  hospitalization  under  social 
security  — the  Forand  bill  principle  — will 
come  into  the  spotlight  shortly  after  the  new 
session  starts.  Under  instructions  from  the 
House  Ways  and  Means  Committee,  the  De- 
partment of  Health,  Education,  and  Welfare 
will  complete  a study  on  the  problems  of  fi- 
nancing hospital  care  for  the  aged  before  next 
February  1.  Some  study  of  medical  costs 
may  also  be  included. 

Decision  to  move  ahead  with  a study  of 
medical  care  costs  for  the  aged  was  reached 
by  the  committee  at  the  same  time  it  ex- 
cluded the  Forand  idea  from  the  social  secur- 


ity bill  enacted  during  the  summer.  HEW 
was  told  to  pay  particular  attention  to  the 
possibility  of  increasing  OASI  taxes,  and  with 
the  money  purchasing  health  insurance  (non- 
profit or  commercial)  to  take  effect  upon  re- 
tirement or  disability.  This  would  differ  from 
the  Forand  plan  in  that  health  care  would  be 
financed  through  insurance,  and  not  paid  for 
directly  by  the  Federal  government. 

The  Keogh  bill  to  allow  doctors  and  other 
self-employed  to  defer  income  taxes  on 
money  put  into  retirement  funds  passed  the 
House  with  very  little  opposition,  but  en- 
countered difficulty  in  the  Senate.  It  was  de- 
feated there  in  the  closing  days,  and  under 
unusual  circumstances.  Policy  committees  of 
both  parties  decided  to  oppose  the  bill  as  too 
costly,  and  the  vote  came  in  the  course  of  a 
complicated  legislative  maneuver  that  could 
not  be  used  as  a test  of  whether  individual 
Senators  favored  or  opposed  the  bill  itself. 

Keogh  bill  sponsors,  however,  are  encour- 
aged that  32  Senators  resisted  official  party 
instructions  and  stayed  with  the  pension  plan. 

(Continued  on  Page  52) 
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Make  sparkling  radiographs... 


order  fresh  SUPERMIX  ^ TODAY 


STAIN-LESS 

SPEED 

SUPERMIX  LIQUIDS 

DEVELOPER 

REFRESHER 

FIXER* 

FIXER 

26  oz.  makes  1 gal 

$1.42  .... 

$1.42  .... 

$1.22  

$1.27 

12  or  more,  each 

1.28  .... 

1.28  ... 

1.10  

1.14 

80  oz.  makes  3 gal 

.3.84 

3.52 

4 or  more,  each 

3.46 

3.17 

1 gal.  makes  5 gal 

5.07  .... 

5.07  ... 

4.25  

4.61 

4 or  more,  each 

4.56  .... 

4.56  .... 

3.83  

4.15 

*Comes  in  1 and  5 qt.  only,  to  make  1 and  5 gal.  of  solution. 


• Stainless-steel  processing  tanks  are  no  longer  a luxury  , . . Ask  us 
for  details  on  economical  G-E  “5-15-5”  models. 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


DIRECT  FACTORY  BRANCHES 


RESIDENT  REPRESENTATIVE 


MINNEAPOLIS 

808  Nicollet  Ave.  • FEderal  6-1643 
OMAHA 

1617  Dodge  St.  • ATlantic  6049 


SIOUX  FALLS 
A.  G.  TROSTAD 

2501  South  Blauvelt  Ave.  • Phone  2-3066 
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LABORATORIES 
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lEDERLE  LABORATORIES,  a Oiifision  ol  AMERICAN  CYANAMID  COMPANY. 
Pearl  River.  Nev»  York 


THE  MONTH  IN  WASHINGTON— 
(Continued  from  Page  49) 

They  are  confident  that  next  year  under  more 
favorable  legislative  circumstances  the  meas- 
ure will  clear  the  Senate. 

An  effort  was  made  late  in  the  session  to 
authorize  grants  to  medical  schools  for  build- 
ing and  equipping  teaching  as  well  as  re- 
search facilities.  The  bill  extending  the  re- 
search grants  program  also  would  have 
allowed  use  of  the  grants  for  “multi-purpose” 
structures  (teaching  and  research)  if  emphasis 
were  on  research.  However,  for  fear  this 
change  would  hold  up  the  simple  extension 
bill,  it  was  dropped  off  before  the  bill  reached 
the  House  floor.  Sponsors  of  aid  to  medical 
education  will  be  back  next  year  and  cam- 
paign on  this  issue  alone. 

Legislation  for  U.  S.  guarantee  of  nursing 
home  mortgages,  strongly  supported  by  the 
American  Medical  Association,  fell  by  the 
wayside  in  the  House  during  the  closing  hours 
of  the  session,  after  having  cleared  the  Senate 
with  no  trouble  whatever.  This  also  will  be 
pushed  next  year,  and  may  have  a better 
chance  of  passage  because  of  the  growing  em- 
phasis on  need  for  solving  the  problems  of 
the  aged. 

Far  too  late  for  passage.  Chairman  Olin 
Teague’s  House  Veterans  Affairs  Committee 
reported  out  a bill  that  would  make  a number 
of  changes  in  VA  hospitalization  procedures, 
liberalizing  some  and  tightening  up  on  others. 
The  bill  also  would  require  VA  to  open  5,000 
beds  over  which  Mr.  Teague  and  VA  Admin- 
istrator Whittier  have  been  squabbling  for 
months,  the  latter  maintaining  that  the  beds 
aren’t  needed.  That  issue  still  is  unresolved, 
inasmuch  as  the  bill  didn’t  pass. 

Congress  did  roll  out  a sizeable  list  of 
medical-health  laws.  It  ordered  the  calling 
of  a 1961  White  House  Conference  on  the 
Aging,  gave  Food  and  Drug  Administration 
authority  to  enforce  its  pre-testing  standards 
on  foods  to  which  chemicals  and  other  sub- 
stances have  been  added,  authorized  loans 
as  well  as  grants  under  the  Hill-Burton  pro- 
gram, authorized  grants  for  the  country’s 
schools  of  public  health  and  for  civil  defense 
purposes,  raised  military  and  VA  physicians’ 
pay,  and  required  labor  and  management 
health  and  welfare  plans  to  make  reports 
and  open  up  their  book  for  inspection  by 
members. 
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NEW  styling 

for  known  standard 

To  diabetics  and  their  physicians,  Clinitest  means  rapid  and  reliable  urine-sugar  testing- 
standardized  for  accurate  results  every  time.  And  now,  the  new  streamlined  model  (No.  2105) 
gives  your  diabetics  this  standard  test  in  the  best  looking,  most  efficient  form. 

CLINITEST 

BRAND 

urine-sugar  analysis  set 


• functional:  full-view  test  tube 

always  in  place 


• refillable:  takes  either  bottle 
of  36  or  sealed-in-foil  Clinitest 
reagent  tablets 


■ attractive: 


two-tone,  neutral 


gray  plastic  case 


Model  No.  2105  Clinitest  Urine- 
Sugar  Analysis  Set  contains  everything 
needed  for  accurate  standardized 
testing:  bottle  of  36  Clinitest  Reagent 
Tablets,  test  tube,  unbreakable  dropper, 
color  scale  — instruction  sheet,  analysis 
record,  diabetic’s  identification  card 


MODEL  NO.  2105 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


S675S 
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PARENTS  URGED  TO  PROVIDE  FULL 
LIFE  FOR  CHILDREN  WITH 
MUSCULAR  DYSTROPHY 

Children  who  are  victims  of  muscular  dys- 
trophy have  the  same  basic  desires  and  needs 
as  other  children  and  should  be  given  as  much 
opportunity  as  possible  to  live  a normal  life. 
What  this  means  in  practice  is  spelled  out  in 
a new  25-cent  pamphlet  entitled  OUT  OF 
THE  SHADOWS,  released  today  by  the  Pub- 
lic Affairs  Committee,  22  East  38th  Street, 
New  York,  N.  Y. 

“Muscular  dystrophy  doesn’t  make  its  vic- 
tim content  to  live  a vegetable  existence,” 
declares  the  author,  Elizabeth  Ogg.  “He  wants 
passionately  to  grow  in  the  four  dimensions 
so  necessary  to  a child  — in  body,  in  mind,  in 
heart,  in  personal  experience.” 

The  pamphlet  emphasizes  that  “research 
and  more  research  remains  the  only  hope  of 
saving  the  lives  of  muscular  dystrophy  vic- 
tims.” Both  basic  and  applied  research  are 
necessary,  it  is  argued,  since  “In  the  total  war 
on  dystrophy,  applied  research  is  like  a front- 
line offensive,  which  may  suddenly  win  a 
breakthrough”  while  “far  behind  the  lines, 
some  basic  research  team  may  unexpectedly 


discover  the  ultimate  weapon.” 

“Meanwhile,  for  most  dystrophies,  one 
thing  that  may  be  helpful  at  certain  stages  is 
physical  therapy  — a planned  regime  of  exer- 
cises, orthopedic  supports  to  maintain  normal 
posture,  and  baths,”  Miss  Ogg  explains.  “It 
is  only  in  the  past  decade  or  so  that  this  has 
been  recognized.” 

“Many  child  victims,  for  example,  fail  to 
use  the  good  muscles  they  still  have,”  the 
pamphlet  continues.  “Well-meaning  adults 
rush  to  do  for  them  things  they  could  do  for 
themselves  ....  Thus  the  children  are  de- 
prived of  almost  all  exercise.” 

“More  schooling  for  dystrophies,  preferably 
away  from  home,  is  greatly  needed,”  Miss 
Ogg  stresses.  “From  this  can  flow  all  kinds 
of  blessings.  Besides  getting  an  education, 
the  child  participates  in  a social  group  outside 
his  family  where  he  can  achieve  something 
in  his  own  right.” 

“New  public  schools,  if  properly  designed, 
could  include  ramps  and  desks  scaled  for 
wheel  chairs  at  no  extra  cost  and  could  then 
accommodate  physically  handicapped  chil- 
dren when  the  need  arose.” 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 
March  2,  3,  4 and  5,  1959 
Palmer  House,  Chicago 

Lectures  Teaching  Demonstrations 

Medical  Color  Telecasts 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFER- 
ENCE  should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend 
and  make  your  reservations  at  the  Palmed  House. 
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TABLETS  AND  EXTENTABS® 
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there's  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  prima 
secondary  fibrositi 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage 
corticosteroid' . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate*  ® brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 


more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy— 

. much  less  likelihood  of  treatment-interrupting 
side  effects'  * . . . reduces  possibility  of  residual 
injury  . . . simple,  flexible  dosage  schedule 

THERAPY  SHOULD  BE  INDIVIDUALIZED 

acute  conditions;  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 


subacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime.. 


precautions;  Because  stoMACEN  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 


any 
case 
lls  for 


tablets 


Composition 

METicoRTEN®  (prednisone)  i 0.75  mg. 

Acetytsalicylic  acid  325  mg. 

Aluminum  hydroxide  ..! 75  mg. 

Ascorbic  acid  20  mg. 


Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References;  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.;  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7;1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 


to  relieve 


FINNERTY,  F.  A,  Buchholz,  J.  H.  and  Tuckman,  J.:  JAMA  166:141, 

Jan.  11, 1958. 

DIURIL  (Chlorothiazide)  given  alone  to  85  patients,, . . caused  an  excellent 

diuresis,  with  reduction  of  edema,  weight,  blood  pressure,  and  albuminuria 

The  average  effective  dose  was  found  to  be  1 Gm.  per  day  by  mouth The  usually 

excellent  response  coupled  with  the  absence  of  significant  toxicity  and  lack  of 
development  of  drug  resistance  makes  chlorothiazide  ideal  for  the  prevention 
and  treatment  of  toxemia." 

DOSAGE:  one  or  two  500  mg.  tablets  of  DIURIL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 


OlURiL  isa  trademark  of  Merck  & Co.,lq& 
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MERCK  SHARP  & DOHME  Division  of  MERCK  & CO..  Inc.,  Philadelphia  1,  Pa. 
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BONADOXIN 

STOPS 
MORNING 
SICKNESS,  BUT.., 


Highest  percentage  of  relief: 

In  Drugs  of  Choice^,  clinical  data 
on  several  therapies  for  nausea 
and  vomiting  of  pregnancy  is 
summarized,  bonadoxin  afforded 
the  highest  percentage  of  relief 
in  the  “excellent”  1^79%)  and 
“good”  (16%)  combined 
categories.  The  majority  of  cases 
were  completely  controlled  in 
the  first  week  of  treatment, 
almost  all  on  one  tablet  nightly. 


Safe,  too: 

BoNADOxiN  doesn’t  "stop”  the 
patient.  It  is  free  of  side  effects 
commonly  associated  with 
overpotent  antinauseants. 
Goldsmith,  reporting  on  620 
controlled  cases,  states  that 
"toxicity  and  intolerance 
[are]  zero."® 


BONADOXIN 


DOESN’T 

STOP 


nriiTTr' 

LrliL 

PAT^TTTIVT'T'f 

ILm  jL JL  a JL  • 


Now 

available  in  tablet  or  drop  form. 

Dosage:  usually  one  tablet  or  one  tsp. 

(5  cc.)  at  bedtime.  Severe  cases  may  require 
another  dose  on  arising. 

Supplied:  tiny  pink-and-blue  tablets, 
bottles  of  25  and  100.  Bonadoxin  Drops  in 
30  cc  dropper  bottles. 

Each  tiny  pink-and-blue  Bonadoxin  tablet  contains: 
Meclizine  HCl  {25  mg.) 

...for symptomatic  relief 
Pyridoxine  HCl  (50  mg.) 

...for  metabolic  action  and  prompt 
antinauseant  effect. 


Infant  colic? 

Non-narcotic  Bonadoxin  Drops  stop  colic 
in  about  85%  of  cases. 

Each  cc.  contains: 

Meclizine  Dihydrochloride. . .8.33  rag. 
Pyridoxine  Hydrochloride. . . 16.67  mg. 
Dosage: 


under  6 months 

0.5  cc. 

2 or  3 times 
daity,  on  the 

6 months  to  2 years 

1.5  to  2 cc. 

2 to  6 years 

3 cc. 

4" 

tongue,  in 
Iruit  juice  or 
water 

adults  and  children 
over  6 years 

1 teaspoon  (5  cc.) 

Supplied: 

fruit-flavored,  clear  green  syrup  in  30  cc 
dropper  bottles. 

References:  1.  Drugs  of  Choice  1958-1959,  i 
St.  Louis,  C.  V.  Mosby  Company.  1958,  p.  347. 
2.  Goldsmith,  J.  W.;  Minnesota  Med. 

40:99  (Feb.)  1957. 
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Unusual  Antibacterial  and  Anti-infective  Properties— More  soluble  in  acid  urine> . . . higher  and 
better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.* 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.* 

Dosage:  The  recommended  advdt  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mUd  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYNEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (7)^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz, 

references: 

1 Grieble.  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J.  Med, 
258:1-7,  1958 

2.  Editorial : New  England  J.  Med.  25  8 : 48-4  9.  195  8. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Peart  River,  New  York 

♦Reg.  U.S.  Pat.  Off. 


and  more 


for  Rauwiloid  IS  better  tolerated... 
"alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  therapeutic 
efficacy  to  reserpine  in  the  treatment 
of  hypertension,  but  with  significantly 
less  toxicity.” 

Ford,  R.  V.,  and  Moyer,  J.  H.:  Rauwolfia 
Toxicity  in  the  Treatment  of  Hypertension, 
Postgrad.  Med.  23:41  (Jan.)  1958. 


for  three  years 


Many  such  hypertensives 

have  been  on 


No  Tolerance  Development 

Lower  Incidence  of  Depression 

just  two  tablets 
at  bedtime 

After  full  effect 
one  tablet  suffices 


For  gratifying  Rauwolfia  response 
virtually  free  from  side  actions 

When  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkovervir  3 mg, 

for  moderate  to  severe  hypertension. 

Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium 

akeroxyion  1 mg.  and  hexamethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertension. 

Initial  dose  Vi  tablet  q.i.d. 

Both  combinations  in  convenient  single-tablet  form. 


CAUfOmiA 


Rauwiloid 

ALSEROXYLON,  2 MG. 


Compazine 


nausea  and  vomiting 

—from  virtually  any  cause 


• in  pregnancy — pre-  and  postoperative  states — 
gastroenteritis — alcoholism — cancer  and  chronic 
diseases 


• control  is  achieved  with  low  dosage — usually 
15  to  20  mg.  daily — and  often  within  a half 
hour  after  the  first  oral  dose 


‘Compazine’  is  remarkable  for  its  freedom  from  drowsiness.  Patients 
carry  on  normal  activities  and  often  experience  an  actual  alerting  effect. 

. . .for  immediate  control  of  severe  vomiting: 

Ampuls,  2 cc.  (5  mg./cc.) 

NEW:  Multiple  dose  vials, 

10  cc.  (5  mg./cc.) 

Also  available: 

Tablets,  5,  10  and  25  mg.,  in  bottles  of  50  and  500. 

SpansuM  capsules,  10,  15  and  30  mg.,  in  bottles  of  30  and  250. 

Suppositories,  5 and  25  mg.,  in  boxes  of  6. 

Syrup,  5 mg./teaspoonful  (5  cc.),  in  4 fl.  oz.  lightproof  bottles. 

Smith  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tX.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 
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QUALITY  RESEAFICK  INTECniTV 


Ml- 


Speed  patient  recovery  . . . 
help  meet  increased  nutritional 


the  extended-range  therapeutic 
vitamin-mineral  tablet 


Available  in  bottles  of  30  and  100 
at  pharmacies  everywhere 


Ml-CEBRIN  T®  (vitamin-minerals  therapeutic,  Lilly) 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.S.A. 


806340 


Reports  on  studies  of  in  vitro  activity  of  CHLOROMYCETIN  over  the  past  few  years  indicate  that  this 
antibiotic  has  maintained  its  effectiveness  against  most  strains  of  staphylococci^'^  “...Staphylococci 
do  not  acquire  resistance  to  chloramphenicol  [CHLOROMYCETIN]  as  they  do  to  other  antibiotics,  in 
spite  of  heavy  use  of  chloramphenicol  [CHLOROMYCETIN].”^ 

These  in  vitro  studies  are  borne  out  by  excellent  clinical  results  with  CHLOROMYCETIN  in  treatment 
of  patients  for  severe  staphylococcal  infections,  including  staphylococcal  pneumonia,^  postoperative 
wound  infections,®  postoperative  parotitis,^  and  puerperal  breast  abscesses.® 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  a variety  of  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated  with 
its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other 
drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES:  ( l)  Royer,  A.,  in  Welch,  H.,  & Marti-Ibanez,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc., 
1958,  p.  783.  (2)  Waisbren,  B.  A.,  & Strelitzer,  C.  L.:  Arch.  Int.  Med.  101:397,  1958.  (3)  Koch,  R.,  & Donnell,  G.:  California  Med.  87:313, 
19.57.  (4)  Roy,  T.  E.;  Collins,  A.  M.;  Craig,  G.,  & Duncan,  I.  B.  R.:  Canad.  M.  A.  J.  77:844,  1957.  (5)  Cooper,  M.  L.,  & Keller,  H.  M.: 
}.  Dis.  Child.  95:245, 1958.  (6)  Caswell,  H.  T,  et  ah:  Surg.,  Gijnec.  ir  Obst.  I06.T,  1958.  (7)  Brown,  J.  V;  Sedwitz,  }.  L.,  & Hanner,  J.  M.: 
U.  S.  Armed  Forces  M.  J.-.  9:161,  1958.  (8)  Sarason,  E.  L.,  & Bauman,  S.:  Surg.,  Gtjnec.  6-  Obst.  105:224,  1957. 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN  " 


IN  VITRO  SENSITIVITY  OF  STAPHYLOCOCCI  FROM  THREE  FOCI  OF  INFECTION 
TO  CHLOROMYCETIN  FROM  1953  TO  1957* 


Skin 


Upper 

■respiratory 

Ear 

Skin 

Upper 

respiratory 

I 'Ear 


, I Skin 

Upper 

respiratory 

Ear 

'! 

I 


JANUARY'JUNE,  1957 


j ‘Adapted  from  Royer.’ 

!■, 


rersa 


THE  SOUTH  DAKOTA 

JOURNAL  OF  MEDICINE 

AND 

PHARMACY 


JOURNAL  OF  THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION. 
THE  SOUTH  DAKOTA  PHARMACEUTICAL  ASSOCIATION  AND 
THE  SIOUX  VALLEY  MEDICAL  ASSOCIATION 


Volume  XI 


November  1958 


Number  11 


CONTENTS 


MEDICAL  SECTION 

Perinatal  Mortality  at  a Midwest  Community  Hospital  . . . 

C.  A.  Stern,  M.D.,  Sioux  Falls,  South  Dakota 

The  Management  of  Pheochromocytoma 

Robert  H.  Quinn  and  Robert  C.  Lynch,  New  Orleans,  La. 

Treatment  of  Acute  Injuries  of  The  Hand 

Paul  R.  Lipscomb,  Rochester,  Minnesota 

The  Joint  Commission  For  Improvement  of  Care  of  the  Patient 

E.  A.  Pittenger,  M.D.  — 1891-1958  

C.  F.  Morsman,  M.D.  — 1880-1958  . 

President’s  Page 

A.  A.  Lampert,  M.D.,  Rapid  City,  South  Dakota 

Editorial  Page 

Medical  Library  Bookshelf  

This  is  Your  Medical  Association 


439 

444 

447 

451 

454 

454 

455 

456 
458 
461 


PHARMACY  SECTION 

Pharmacy  Unlimited 464 

George  A.  Bender,  Sc.D.,  Detroit,  Michigan 

Pharmaceutical  Economics  469 

President’s  Page 472 

Vere  Larsen,  Alcester,  South  Dakota 

Recent  Pharmaceutical  Specialties 473 

Pharmacy  News  477 


Entered  as  second-class  matter  January  22,  1948  at  the  post  office  at  Sioux  Falls,  South  Dakota 

under  the  act  of  August  24,  1912 

Published  monthly  by  the  South  Dakota  Medical  Association,  Publication  Office 
300  First  National  Bank  Building,  Sioux  Falls,  South  Dakota 


S.D.J.O.M.  NOVEMBER  1958  - ADV. 


3 


TYPICAL  IMFERON  RESPONSES 


CHRONIC  BLOOD  LOSS: 


iron.  His 
.8  gm.  per 
^oidectomy] 
increased  to 
jmitantly  with  the 
improvement 
toms  tifrBsu^ 


INTOLERANCE  TO  ORAL  IRON 


LAKESIDE  23 
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Foods  to  give  your  patient  good  nutrition 
naturally — and  tastefully,  too! 


The  High-\^tamin, 
High-Mineral  Diet 


—and,  with  your 
consent,  a glass 
of  beer  to  make 
them  even  better 


Shredded  new  cabbage  and  carrot  slaw  goes 
nicely  with  any  meal,  combining  vitamins  A,  C, 
and  calcium.  Dried  apricots  and  figs  stuffed  with 
cottage  cheese  and  peanuts  on  watercress  provide* 
calcimn,  iron,  vitamins  A,  B2,  niacin  and  C. 
Oysters  are  rich  in  iron,  calcium  and  carry 
vitamins  A and  D,  too. 

Beef  liver  ranks  high  in  iron,  vitamins  A and 
B-complex.  Oatmeal,  rich  in  iron,  gets  a calcium 


and  vitamin  Be  bonus  when  served  with  molasses 
and  milk.  Custard  contains  calcium  and  vitamins 
A,  Bi,  B2.  A topping  of  orange  juice  concentrate 
adds  Vitamin  C. 

And  with  a glass  of  beer*— at  your  discretion 
— your  patient  will  find  his  diet  interesting  and 
ample  without  straying  from  your  instructions. 

*An  8-oz.  glass  of  besr  contains  10  mg.  calcium,  50  mg.  phosphorus, 

minimum  daily  requirement  of  niacin,  and  smaller  amounts  of 
other  B-complex  vitamins.  (Average  of  American  beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

If  you’d  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y, 
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the  clinical  results  are  positive  when 


restores  positii/e  nitrogen  balance 

The  anabolic  effects  of  Nilevar  are  quickly  manifest  both  to  the  patient 
and  to  the  attending  physician. 

When  loss  of  nitrogen  delays  postsurgical  recovery  or  stalls 
convalescence  after  acute  illness  and  in  severe  burns  and  trauma, 

Nilevar  has  been  found  to  effect  these  responses: 

• Appetite  improves  • The  patient  feels  better 

• Weight  increases  • The  patient  recovers  faster 

Similarly  Nilevar  helps  correct  the  “protein  catabolic  state”  associated 
with  prolonged  bed  rest  in  carcinomatosis,  tuberculosis,  anorexia  nervosa 
and  other  chronic  wasting  diseases. 

Nilevar  is  unique  among  anabolic  steroids  in  that 
androgenic  side  action  is  minimal  or  absent  in  appropriate  dosage. 

Nilevar  (brand  of  norethandrolone)  is  supplied  as  tablets  of  10  mg.  and 
ampuls  (1  cc.)  of  25  mg.  The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the  daily  dosage  is  0.5  mg. 
per  kilogram  of  body  weight,  in  single  courses  no  longer  than  three  months. 
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Each  teaspoonfitl  cc.}  c8lifomg 

Dihydrocodeinone  bitartt'ate 
. Chi«r-Trimbton®  Maleate 
[bhlorprophenpyridamine  maleate) 

^3  Sodium  salicylate 

Sodium  citrate 
BS'  Caffeine 

ptj  - Glyceryl  guaiacolate 

„ ©Exempt  narcotic. 


1,67  mg. 


2 mg. 
0.225  Gm. 
0.12  Gm. 
30  mg. 
0.03  Gm. 


SPHERING  CORP0EATION  • BLOOMFIELD,  NEW  JEESH;Y 


CN-J.6Ita 
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pneumonitis 

adenitis 

sinusitis 

otitis 

bronchitis 


COMBINES : Traditional  components  for  re- 
lief of  the  annoying  symptoms  of  early  upper 
respiratory  infections . . . 

PLUS:  Protection  against  bacterial  compli- 
cations often  associated  with  such  conditions. 


TABLETS  (sugar  coated) 

Each  contains: 

ACHROMYCIN*  Tetracycline  125  mg. 

Phenacetin 120  mg. 

Caffeine  30  mg. 

Salicylamide  15  0 mg. 

Chlorothen  Citrate 25  mg. 


Bottles  of  24  and  100. 

SYRUP  (lemon-lime  flavored,  caffeine-free) 
Each  5 cc.  teaspoonful  contains: 
ACHROMYCIN*  Tetracycline  equivalent  to 


Tetracycline  HCl  125  mg. 

Phenacetin  120  mg, 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamlne  Maleate 15  mg. 

Methylparaben  4 mg. 

Propylparaben 1 mg. 


Bottle  of  4 fl.  oz. 

Adult  dosage  for  ACHROCIDIN  Tablets 
and  new  caffeine-free  Syrup  is  two  tablets 
or  teaspoonfuls  of  syrup  three  or  four  times 
daily.  Dosage  for  children  adjusted  accord- 
ing to  age  and  weight. 

Available  on  prescription  only. 
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Use  of  traa^ailisers  in  the  treatment  of  headache.  Is,  Pract,  & Digest  Treat,  Bt9h^ 
,M.A,  March  30,  195?,  l82,  Friedaaa,  11.  f,  md  Maraelsat,  ¥,  L.t  M^arse 
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How  +o  wYni^ -friends  ... 


The  Best  Tasting 
Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable 
down  to  the  last  tablet. 


25^  Bottle  of  48  tablets  (134  g^s.  each). 


We  will  be  pleased  to  send  samples  on  request. 


THE  BAYER  COMPANY  DIVISION 

of  Ste rl ing  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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Functional  and  Organic  Control 


Gastrointestinal 
irritability  and  Tension 


MONODRAL 

"'^MEBARAL 


TABLETS 


if  you  were 
in  the  rheumatoid  arthritic’s  shoes. 

Doctor. . . 

wouldn’t  you  want  a steroid 
with  a proved  record 

of  safety  and  success? 

METICORTEN' 

prednisone 

you  can  count  on  rapid  relief  from  pain,  swelling  and  stiffness  followed 
by  functional  improvement  and  maintained  on  an  uncomplicated, 
low-dosage  regimen  with  minimal  chance  of  side  effectsf 
and  without  unexplained  weight  loss,  anorexia,  muscle  cramps 
as  reported  with  certain  other  corticoidsf 
tRound-table  Discussion  by  Leading  Investigators,  San  Francisco,  Calif.,  June  20,  1958. 


Meticorten,  1, 2.5  and  5 mg.  white  tablets. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


MC-J-2288 


> ■»  
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Raudixin  helps 
you  relieve 
pressures  in 
your  patients 

Eaudixin  ‘‘lowers 
blood  pressure  and  slows 
the  pulse  rate  much 
more  efficiently  than  the 
barbiturates. ...  It  is  not 
habit-forming  and  is 
synergistic  with  all  other 
known  hypotensive  drugs.”* 


Raudixin  helps 
you  relieve 
pressures  on 
your  patients 

Eaudixin  ‘‘relieves 
anxiety  and  tension, 
particularly  the 
tension  headache 
of  the  mild 
hypertensive  patient, 
better  than 
any  other  drug.”* 


RAUDIXIN... "Is  the 


symptom  reliever.' 


In  mild  to  moderate  cases,  Eaudixin  is  frequently  sufficient. 

Base  line  therapy  with  Eaudixin  permits  lower  dosage  of  more  toxic  agents. 
The  incidence  and  side  effects  of  these  agents  are  minimized.  Diuretics  often 
potentiate  the  antihypertensive  effect  of  Eaudixin. 


•Fintietty,  F.  A.  it.:  New  York  Stale  J,  Med.  57:8957  (Sept.  15)  1957. 


Squibb  t Squibb  Quality —the  Priceless  Ingredient 


T. Meprobamate  is  more  widely  prescribed  than  any 
other  tranquilizer.  Source:  Independent  research 
organization;  name  on  request. 
2.  Baird.  H.  W.,  Ill : A comparison  of  Meprospan 
(sustained  action  meprobamate  capsule)  with  other 
tranquilizing  and  relaxing  agents  in  children. 

Submitted  for  publication.  1958. 


* 


meprobamate 


(Miltown®)  capsules 


Two  capsules  on  arising  last  all  day 
Two  capsules  at  bedtime  last  all  night 
relieve  nervous  tension  on  a sustained 
basis,  without  between-dose  interruption; 

“T/ie  administration  of  meprobamate  in 
sustained  action  form  {Meprospan']  produced 
a more  uniform  and  sustained  action . . . 
these  capsules  offer  effectiveness  at 
reduced  dosage”^ 


Dosage:  2 Meprospan  capsules  q.  12  h. 
Supplied:  200  mg.  capsules,  bottles  of  30. 


Literature  and  samples  on  request 


©WALLACE  LABORATORIES,  New  Brunswick,  N.  J, 
who  discovered  and  introduced  Miltoum® 
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Hospital  practice  of  infant  feeding 


Self-regulated  schedules 

The  newborn  may  become  a feeding  problem  if 
the  formula  is  excessive  or  if  he  is  awakened  to 
be  fed  forcefully. 

The  young  infant  may  balk  at  new  food  or  pro- 
cedure. The  older  infant,  devoted  to  his  bottle, 
may  resent  weaning — it  takes  a certain  readiness 
for  weaning  to  make  the  change  agreeable.  Later, 
the  infant  may  become  somewhat  independent 
and  arbitrary — what  he  enjoyed  yesterday  he 
rejects  today. 


When  a feeding  problem  is  in  the  making,  sensi- 
ble decorum  will  solve  it.  Nature  invites  infant 
feeding  cooperation  through  hunger.  If  hunger  is 
appeased  on  demand  rather  than  by  clock  there 
will  be  fewer  problems — the  baby  is  the  best 
judge  of  when  he  wants  food  and  how  much. 
Feeding  must  be  adapted  to  the  infant  individu- 
ally to  make  it  a pleasurable  experience.  This  is 
the  current  objective  in  successful  infant  feeding 
formulated  for  normal  infants  in  the  charts  below: 


WHOLE  MILK  FORMULAS 


Age 

Months 

Whole 
Milk 
Fluid  Oz. 

Water 

Oz. 

Karo  Syrup 
Tbsp. 

Each 

Feeding 

Oz. 

Number  of 
Feedings  in 
24  Hours 

Total 

Calories 

Birth 

10 

10 

2 

3 

6 

320 

1 

12 

13 

3 

4 

6 

532 

2 

15 

13 

3 

4V2 

6 

480 

3 

17 

9 

3 

5 

5 

520 

4 

20 

11 

3V2 

6 

5 

610 

5 

23 

11 

4 

6y2 

5 

700 

6 

26 

10 

4 

7 

5 

760 

7 

28 

11 

3 

7V2 

5 

740 

8 

30 

11 

2y2 

8 

5 

750 

10 

32 

9 

2 

8 

5 

760 

12 

32 

9 

0 

8 

5 

640 

EVAPORATED 

MILK 

FORMULAS 

Evaporated 

Each 

Number  of 

Age 

Milk 

Water 

Karo  Syrup 

Feeding 

Feedings  in 

Total 

Months 

Fluid  Oz. 

Oz. 

Tbsp. 

Oz. 

24  Hours 

Calories 

Birth 

6 

12 

2 

3 

6 

380 

1 

8 

16 

3 

4 

6 

532 

2 

9 

14 

3 

4y2 

5 

576 

3 

10 

15 

3V2 

5 

5 

650 

4 

12 

18 

4 

6 

5 

768 

5 

12 

21 

4 

6V2 

5 

768 

6 

13 

22 

4 

7 

5 

812 

7 

14 

21 

3 

7 

5 

796 

8 

15 

20 

2 

7 

5 

780 

10 

16 

16 

1 

8 

4 

764 

12 

16 

16 

0 

8 

4 

704 

ADVANTAGES  OF  KARO®  SYRUP  IN  INFANT  FEEDING 

Composition:  Karo  Syrup  is  a superior  dextrin- 
maltose-dextrose  mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rapidly  transformed 
into  dextrose  which  requires  no  digestion. 

Concentration:  Volume  for  volume 
Karo  Syrup  furnishes  twice  as  many 
calories  as  similar  milk  modifiers  in 
powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and  de- 
void of  pathogenic  organisms. 

Low  Cost:  Karo  Syrup  costs  1/5  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians— Book  of  In- 
fant Feeding  Formulas  with  conven- 
ient schedule  pads.  Write:  Karo  In- 
fant Feeding  Guide,  Box  280,  New 
York  46,  N.  Y. 


CORN  PRODUCTS  REFINING  COMPANY 


Comments  by  investigators  on 


(Mcthogarhamol  Robins,  U.5.  Pat.  No.  2770649) 


-the  remarkably  efficient  skeletal  muscle  relaxant> 
unique  in  chemical  formulation,  and  outstanding  for 
sustained  action  and  relative  freedom  from  adverse 
side  effects. 


PUBLISHED  REFERENCES;  %.  Carpenter.  E.  B.t  Southern  Medical  Journal  51:627,  1958. 
2.  Forsyth,  H.  F.:  J.A.M.A.  167:163,  1958.  3.  Little,  J.  M.,  and  Truitt,  E.  B..  Jr.:  J.  Pharm. 
& Exper.  Therap.  119:161,  1957.  4.  Morgan,  A.  M.,  Truitt,  E.  B.,  Jr.,  and  LlUle,  J.  M.t  J. 
Am.  Pharm.  Assn.,  Scl.  Ed.  46:374,  1957.  5.  O'Doherty,  D.  S.,  and  Shields,  C.  D.:  J.A.M.A. 
167:160,  1958.  6.  Park,  H.  W.:  J,A.M.A.  167:168,  1958.  7.  Truitt,  E.  B.,  Jr.,  and  Patterson, 
R.  B..  Proc.  Soc.  Exper.  Bio.  & Med.  95:422,  1957.  8.  Truitt,  B.  B.,  Jr.,  Patterson,  R.  B.* 
Morgan.  A.  M,.  and  Little,  J.  M.:  J.  Pharm.  4c  Exper.  Therap.  119:189,  2957. 

Supply:  Tablets  (white,  scored) , 0.5  Gm.,  bottles  of  50  and  500. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


Summary  of  four  new  published  clinical  studies: 


Robaxin  Beneficial  in  95.6%  of  Cases  of  Acute  Skeletal  Muscle  Spasm 


CONDITION 

NO. 

PATIENTS 

RESPON! 

>E 

STUDT  7* 

“marked" 

moderate 

slight 

none 

Skeletal  muscle 

spasm  secondary  to 

acute  trauma 

33 

26 

6 

1 

— 

STUOy  2® 

‘‘pronounced” 

Herniated  disc 

39 

25 

13 

— 

1 

Ligamentous  strains 

8 

4 

4 

— 

— 

Torticollis 

3 

3 

_ 

■— 

Whiplash  injury 

3 

2 

1 

— 



Contusions, 

fractures,  and 

muscle  soreness 

due  to  accidents 

5 

3 

2 

— 

— 

STUDY  3® 

"excellent’' 

Herniated  disc 

8 

6 

2 

- - - 

Acute  fibromyositis 

8 

8 

- - 





Torticollis 

1 

— 

— 

1 

— 

STUDY  4® 

"significant'' 

Pyramidal  tract 

and  acute  myalgic 

disorders 

30 

27 

— 

2 

1 

TOTALS 

138 

104 

28 

4 

2 

(75.3%) 

(20.3%) 

ence,  methoegrbamol  has  af- 
forded greater  relief  of  muscle 
spasm  and  pain  for  a longer 
period  of  time  without  undesir- 
able, side  effects  or  toxic  reac- 
tions than  any  other  commonly 
used  reloxants  , , 


"An  excellent  result,  following 
methocarbamol  odministration, 
was  obtained  in  all  patients  with 
acute  skeletal  muscle  spasm."^ 


THE  JOURNAL 


"In  no  instance  was  there  any 
significant  reduction  in  voluntary 
strength  or  intensity  of  simple 
reflexes."® 


"This  study  has  demonstrated 
that  methocarbamol  (Robaxin)  is 
a superior  skeletal  muscle  relax- 
ant in  acute  orthopedic  condi- 
tions."* 
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Unusual  Antibacterial  and  Anti-infective  Properties— More  soluble  in  add  urine* ...  higher  and 
better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.** 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.** 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYHEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (7  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

references: 

I Grieble,  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine,  New  England  J.  Med. 
258:1-7,  1958 

2.  Editorial : New  England  J.  Med.  258  :48-49,  1958. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
♦Reg.  U.S.  Pat.  Off. 
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now— an  antihiotic  troche  that 


The  cough  control  provided  by  homarylamine  (a  non-narcotic  antitussive) 
approximates  that  of  codeine. 

Three  antibiotics  (bacitracin,  tyrothricin,  neomycin)  act  in  combination 
against  a wide  variety  of  pathogens— with  little  danger  of  side  reactions. 
The  anesthetic-analgesic  effect  of  benzocaine  brings  soothing  relief  to  in- 
flamed tissues  of  mouth  and  throat. 

Pentazets  now  extend  the  therapeutic  usefulness  of  convenient  troche 
medication.  Each  pleasant-tasting  Pentazets  troche  acts  promptly  against 
the  most  bothersome  aspects  of  mouth  and  throat  irritations. 

PRESCRIBE 

Pentazets 

antitussive— antibiotic  -anesthetic-analgesic  troches 


Domge:  Three  to  5 troches  daily  for  3 to  5 days. 
Supplied:  In  vials  of  12. 

Pentazets  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Hiuir  DIVISION  OF  MERCK  & CO..  Inc..  PHILADELPHIA  1,  PA. 
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IN  OFFICE  SURGERY  J 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first.., 
as  a local  anesthetic 
or  a topical  anesthetic 

SWAB^f  SPRAY  ^ INFILTRATION  | NERVE  BLOCK 


XYLOCAINE^  HCi  SOLUTION 

(brand  of  lidocatne*) 

Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


Xylocaine  HCI  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 : 100, 000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1 :100,000. 


1 
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PREVENT 

both  cause  and  fear  of 


Miltrate* 

NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 

prolonged  relief  from  sustained  coronary 

anxiety  and  tension  with  vasodilation  with 

MILTOWN^  4*  I’ETN 

The  original  meprobamate,  pentaerythritol  tetranitrate 

discovered  and  introduced  a leading, 

by  Wallace  Laboratories  long-acting  nitrate 


proven 

safety 

for 

long-term 

use 


“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”^ 

The  addition  of  Miltown  to  PETN,  as  in  Miltrate  . .appears  to  be  more  effective 
than  [petn]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”^ 


Miltrate  is  recommended  for  'prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied:  Bottles  of  50  tablets. 

Bach  tablet  contains:  200  mg.  Miltown  -f  10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  a-nd  literature,  write  Dept.  56B 

1,  Friedlander,  H.  S.:  The  role  of  ataraxics  in  cardiology.  Am.  J,  Card.  \ :395,  March  1958. 

2.  Shapiro,  S.:  Ohservationa  on  the  use  of  meprobamate  in  cardiovascular  disorders.  Angiology  8:504*  Dec.  1957» 

f^WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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intranasal  synergism 


CofitautA: 


Convenient  'plastic, 
unbreakable  squeeze  bottle. 
Leakproof,  delivers 
a fine  mist. 


DiCONOESTIVi 

Neo-Synephrine®  HCl  0.5% 

ANTMNFLAMMATORY 

Hydrocortisone  0.02% 

ANTI-ALLERGIC 

Thenfadil®  HCl  0.05% 

ANTIBACTERIAL 

Neomycin  (sulfate) 

1 mg./cc. 


{equivalent  to 
0.6  mg.  neomycin 
base/cc.) 


Polymyxin  B 
(as  sulfate) 
3000  u/cc. 


LABORATORIES 

NEW  YORK  18,  N.  Y. 


POTENTIATED  ACTION  for 

better  clinical  results 


III/ 


COLDS 

SINUSITIS 


N#o°Synephrine  (brand  of 
phenylephrine)  and  Thenfadil 
(brand  of  thenyldiomine), 
trademarks  reg,  U.S,  Pat,  Off. 


ALLERGIC  RHINITIS 


for 

colds 

of 


inclusive 

prescription 

CORICIDIN^  FORTE 

CAPSULES 
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Provides  tlierapeutic  quantities 

Potent  ‘Trinsicon’  offers  complete  and 
convenient  anemia  therapy  plus  max- 
imum absorption  and  tolerance.  Just  two 
Pulvules  ‘Trinsicon’  daily  produce  a 
standard  response  in  the  average  imcom- 
plicated  case  of  pernicious  anemia  (and 
related  megaloblastic  anemias)  and  pro- 


of  all  known  Irematinic  factors 

vide  at  least  an  average  dose  of  iron  for 
hypochromic  anemias,  including  nutri- 
tional deficiency  types.  The  intrinsic  fac- 
tor in  the  ‘Trinsicon’  formula  enhances 
(never  inhibits)  vitamin  absorption. 
Available  in  bottles  of  60  and  500. 


♦ 'Trinsicon'  (Hematinic  Concentrate  with  Intrinsic  Factor,  Lilly) 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.S.A 

8t90a* 


PERINATAL  MORTALITY  AT  A 
MIDWEST  COMMUNITY  HOSPITAL 
C.  A.  Stern,  M.D. 

Sioux  Falls,  S.  Dak. 


This  study  was  assumed  in  order  that  some 
information  relative  to  perinatal  deaths  in 
this  community  might  be  available  for  an- 
alysis and  study.  Sioux  Valley  Hospital  is  a 
235  bed  general  hospital  with  30  obstetrical 
beds.  It  is  affiliated  with  the  School  of  Med- 
icine, University  of  South  Dakota.  The  hos- 
pital staff  members  number  about  eighty  ac- 
tive physicians,  the  majority  of  whom  engage 
in  general  practice.  The  population  of  the 
community  is  on  a Similar  social  and  eco- 
nomic level  and  is  almost  exclusively  of 
Northern  European  ancestry.  This  paper  is 
the  result  of  the  study  of  227  fetal  and  neo- 
natal deaths  occuring  in  Sioux  Valley  Hos- 
pital during  the  years  1950  through  1956. 
Materials  and  Methods: 

All  data  used  in  the  study  was  obtained 
from  both  infants’  and  mothers’  charts  furn- 
ished by  the  hospital  record  department.  The 
following  deaths  were  eliminated  from  the 
study: 

(1)  Fetal  and  neonatal  deaths  under  1000 
grams. 

(2)  Neonatal  deaths  where  birth  occurred 
elsewhere. 

(3)  Neonatal  deaths  which  occurred  after 
the  tenth  day  of  life. 

Each  perinatal  death  was  cross  checked 
against  a list  of  deaths  occurring  in  the  hos- 
pital for  the  period  studied  (1950-1956)  furn- 

From  the  Department  of  Obstetrics  and  Gyne- 
cology, Sioux  Valley  Hospital,  Sioux  Falls,  South 
Dakota. 


ished  by  the  South  Dakota  State  Department 
of  Health.  We  were  able  to  add  only  three 
additional  deaths  by  this  method  for  a total  of 
230  perinatal  deaths.  On  the  other  hand,  we 
found  that  incomplete  reporting  was  an  im- 
portant factor  in  a study  of  this  type  since 
there  were  20  deaths,  the  majority  of  them 
fetal,  which  were  unlisted  by  the  Department 
of  Health.  This  is  comparable  to  the  figure  of 
14%  Yerushalmyi  gives  as  the  amount  of 
under  reporting  for  fetal  deaths  in  the  last 
trimester  for  New  York  City. 

Perinatal  mortality  rates  were  calculated 
on  the  basis  of  1000  total  births  for  deaths 
over  1000  grams. 

Fetal  mortality  was  divided  into  antepar- 
tum and  intrapartum  deaths. 

Perinatal  deaths  were  also  separated  into 
a premature  group  (1001  to  2500  grams)  and  a 
term  group  (over  2500  grams). 

An  antepartum  death,  we  defined  as  a 
stillbirth  which  showed  no  evidence  of  life 
prior  to  hospital  admission.  We  considered  a 
death  intrapartum  if  a stillbirth  occurred 
after  hospital  admission  where  F.H.T.  had 
been  recorded  in  the  hospital  on  two,  or  more, 
different  occasions.  We  found  hospital  ad- 
mission rather  than  the  onset  of  labor  to  be 
the  factor  which  we  could  most  easily  use  to 
separate  antepartum  from  intrapartum 
deaths.  The  classification  of  causes  of  peri- 
natal deaths  was,  in  general,  that  used  by 
Potter.2 

In  many  cases,  where  there  was  insufficient 
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information  or  knowledge  to  determine  the 
sequence  of  events  leading  to  death,  we  listed 
these  perinatal  deaths  under  “Not  Classified.” 
In  a few  deaths,  we  questioned  the  anatom- 
ical diagnosis  although,  in  most  deaths,  the 
autopsy  protocol,  when  present,  served  as  the 
final  basis  of  classification. 

There  was  also  considerable  overlapping  in 
several  of  the  causes  of  perinatal  mortality. 
Anoxic  deaths  during  labor  would  tend  to 
overlap  deaths  due  to  birth  injuries.  We  con- 
sidered all  deaths  that  occurred  during  or 
following  delivery  to  be  due  to  birth  injury 
under  these  conditions:  (1)  the  presence  of 
clinical  trauma,  (2)  an  anatomical  diagnosis 
of  non-anoxic  brain  hemorrhage,  dural  tears, 
or  ruptured  viscus.  Deaths,  either  intra  par- 
turn  or  neonatal,  following  a history  of 
shoulder  dystocia,  precipitate  or  prolonged 
labor,  or  breech  delivery  were  not  classified 
as  birth  injuries  unless  intracranial  hemor- 
rhage of  the  traumatic  type  was  present. 

Another  source  of  confusion  was  the  classi- 
fication “Abnormal  Pulmonary  Ventilation.” 
We  listed  under  this  category  only  those  neo- 
natal deaths  where  respiratory  distress  was 
a prominent  clinical  feature  or  where  an 
anatomical  diagnosis  of  atelectasis  of  the  re- 
absorptive  type  was  made.  The  majority  of 
premature  neonatal  deaths  with  no  anatom- 
ical findings  except  those  of  prematurity 
were  placed  in  the  “No  Classification”  group. 
Bundesen’sS  figure  of  60.5%  of  neonatal 
deaths  due  to  abnormal  pulmonary  ventila- 
tion is  due  to  the  listing  of  prematures  under 
this  classification. 

Perinatal  Mortality; 

Perinatal  mortality  for  the  years  1950-56, 
together  with  fetal  and  neonatal  mortality 
rates,  is  seen  in  Figure  I.  The  average  peri- 


Figure  I 

Perinatal,  neonatal  and  fetal  deaths  per  1000 
births  by  years  for  infants  over  1000  grams. 


natal  mortality  rate  was  2.36%.  This  is  com- 
parable to  rates  found  by  Diddle^  for  hos- 
pitals of  our  size  over  a similar  period. 

Figure  II  shows  mortality  by  time  of  occur- 
rence and  maturity.  Neonatal  deaths  accoun- 
ted for  50.4%  of  all  perinatal  deaths,  while 
fetal  deaths  were  about  equally  divided  be- 
tween antepartum  (27.4%)  and  intrapartum 
(21.7%). 


Figure  11 

Perinatal  deaths  according  to  the  time  of  occur- 
rence by  year. 

Deaths  in  the  premature  group  (1001-2500 
grams)  were  also  about  equal  to  those  in  the 
term  group;  there  were  only  13  more  deaths 
listed  in  the  latter  group. 

Causes  of  Death: 

The  final  classification  of  causes  of  death, 
with  time  of  occurrence  and  maturity,  ap- 
pears in  Figure  III. 

Figure  IV  lists  the  causes  of  death  as  orig- 
inally appeared  on  209  infant  charts.  There  is 
about  43%  agreement  between  the  two.  Much 
of  the  difference  is  due  to  the  elimination  of 
the  “Stillbirth”  and  “Prematurity”  categories. 
About  50%  of  deaths  which  appear  under 
“Stillbirth”  were  placed  in  the  “No  Classifica- 
tion” group.  “Anoxia”  and  “Birth  Injury” 
were  the  two  major  groups  into  which  the 
remaining  fetal  deaths  were  reclassified. 
“No  Classification”  was  the  group  into  which 
59%  of  all  deaths  diagnosed  under  “Prema- 
turity” were  placed.  The  majority  of  the  rest 
were  reclassified  under  “Anoxia”  and  “Ab- 
normal Pulmonary  Ventilation.” 
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Figure  III 

RECLASSIFIED  CAUSES  OF  PERINATAL  DEATHS 
WITH  TIME  OF  OCCURRENCE  AND  MATURITY 


Cause  of  Death 

Ante 

Partum 

Intra 

Partum 

Neo- 

natal 

Prem- 

ature 

Term 

Peri- 

natal* 

% 

NO  CLASSIFICATION 

67 

Prenatal  Comp. 

2 

1 

5 

7 

4 

8 

Toxemia 

7 

2 

4 

10 

3 

13 

29.5 

None 

24 

6 

16 

23 

19 

46 

ANOXIA 

9 

57 

Placental 

9 

8 

6 

11 

11 

23 

25.1 

Cord 

4 

5 

1 

3 

7 

10 

Labor 

4 

8 

6 

5 

12 

18 

Other 

1 

0 

5 

4 

2 

6 

MALFORMATION 

8 

8 

25 

17 

21 

41 

18.1 

AB.  PUL.  VENTILATION 

0 

0 

24 

19 

5 

24 

10.6 

BIRTH  INJURY 

0 

8 

8 

3 

12 

16 

7.0 

ERYTHROBLASTOSIS 

5 

1 

5 

3 

8 

11 

4.8 

INFECTION 

9 

Pulmonary 

0 

3 

4 

2 

4 

7 

4.0 

Other 

0 

0 

2 

0 

2 

2 

OTHER 

0 

0 

2 

0 

2 

2 

.9 

TOTAL 

227 

100% 

* Perinatal  column  is  total  of  ante  partum,  intra  partum  and  neonatal  columns,  but  not  of  Premature 
and  term  since  birth  weights  did  not  appear  on  several  charts. 


Figure  IV 

ORIGINAL  CAUSE  OF  209  PERINATAL 
DEATHS  APPEARING  ON  CLINICAL 
HISTORY 


CAUSE  OF  DEATH 

NUMBER 

% 

STILLBIRTH 

54 

25.8 

MALFORMATION 

39 

18.7 

PREMATURITY 

38 

18.2 

ALL  MATERNAL 

COMPLICATIONS 

29 

13.9 

ERYTHROBLASTOSIS 

15 

7.1 

NONE  GIVEN 

9 

4.3 

CORD  COMPRESSION 

7 

3.3 

TOXIC  OR  INFECTIOUS 

REACTION 

6 

2.9 

ANOXIA 

5 

2.4 

PNEUMONIA 

4 

1.9 

MISCELLANEOUS 

3 

1.4 

TOTALS 

"2TO 

9M 

The  listing  of  maternal  complications  alone 
as  a cause  of  perinatal  death  was  eliminated. 
About  80%  of  deaths  diagnosed  as  various 
maternal  complications  were  reclassified  as 
“Anoxia.”  Anoxia  was  a clinical  diagnosis  in 
only  five  of  our  perinatal  deaths. 

The  best  correlation  between  clinical  and 
reclassified  causes  of  death  was  in  the  “Mal- 
formation” group. 

Five  perinatal  deaths  diagnosed  “Erythro- 
blastosis” were  reclassified  because  of  insuf- 
ficient evidence  for  such  a diagnosis.  There 
were  nine  deaths  where  no  diagnosis  was 
given;  each  of  these  could  be  classified  on  the 
basis  of  our  present  knowledge  of  fetal  and 
neonatal  pathology. 

UNCLASSIFIED  CAUSES.  Unclassified 
fetal  deaths  made  up  37.5%  of  all  perinatal 
deaths.  Prematures  accounted  for  38.4%  of 
all  deaths  not  classified.  Prenatal  bleeding 
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and  toxemia  were  associated  with  one-third 
of  the  deaths  in  this  classification.  Intra- 
partum deaths  were  uncommon,  and  ante  par- 
turn  deaths  were  only  slightly  more  than  neo- 
natal. 

ANOXIA;  Anoxia  was  the  second  leading 
cause  of  fetal  death  (34.7%)  with  the  neonatal 
figure  more  than  50%  less  (15.2%).  Deaths 
in  the  term  group  of  infants  was  slightly 
more  than  the  premature.  There  were  no 
great  differences  in  the  incidence  of  anoxia 
due  to  placental  causes  among  the  antepar- 
tum, intrapartum,  or  neonatal  groups.  An- 
oxia due  to  cord  causes,  however,  was  al- 
most exclusively  confined  to  antepartum  and 
intra  partum  deaths.  Anoxia  during  labor 
was  twice  as  common  in  the  fetal  group  as  in 
the  neonatal. 

BIRTH  INJURIES:  Deaths  from  birth  in- 
juries were  about  equally  divided  between 
the  partum  and  neonatal  groups.  The  mor- 
tality in  term  infants  was  about  four  times 
that  of  the  premature.  A history  of  trauma 
during  delivery  was  recorded  in  only  one- 
third  of  the  deaths  classified  under  “Birth 
Injuries.” 

MALFORMATION:  Major  developmental 
defects  were  found  in  21.1%  of  neonatal 
deaths  as  compared  to  14.2%  for  fetal  deaths. 
Defects  of  the  central  nervous  system  were 
slightly  greater  than  cardiovascular  defects; 
major  malformations  in  other  systems  were 
rare.  The  incidence  of  malformation  in  the 
premature  and  term  groups  was  similar. 

ABNORMAL  PULMONARY  VENTILA- 
TION: Abnormal  pulmonary  ventilation  was 
the  third  most  common  cause  of  death  (20.3%) 
in  the  neonatal  group.  About  75%  of  these 
deaths  were  in  prematures. 

OTHER  CAUSES:  Infections,  erythroblas- 
tosis, and  all  other  causes  accounted  for  about 
10%  of  all  perinatal  deaths. 

Autopsies: 

The  average  autopsy  rate  during  the  years 
of  this  study  was  58%.  Considerable  improve- 
ment occurred  the  last  two  years  (1955-1956) 
with  a rate  of  79%  and  80%. 

In  122  deaths  which  were  autopsied,  there 
was  a 65.5%  agreement  between  the  clinical 
and  the  anatomical  diagnosis.  The  greatest 
divergence  occurred  in  the  intrapartum 
deaths  which  were  diagnosed  clinically  as 
“Stillbirths.”  There  was  almost  complete 
agreement  between  anatomical  and  clinical 


diagnosis  in  the  term  group  of  deaths.  On  the 
other  hand,  the  premature  deaths  showed  a 
30%  difference  between  the  two  diagnoses. 
We  found  a few  anatomical  causes  of  death 
in  error  or  questionable  and  several  where 
multiple  or  conflicting  causes  of  death  were 
listed.  We  would  agree,  then,  with  Stone^ 
who  found  2.5%  to  13%  error  in  the  patho- 
logical diagnoses  at  a small  community  hos- 
pital. 

Maternal  Age: 

The  average  maternal  age  in  191  perinatal 
deaths  was  27.6  years.  There  was  no  signif- 
icant difference  in  maternal  ages  between  the 
premature  and  the  term  deaths.  There  was  a 
difference  of  +1.6  years  between  the  ante- 
partum and  neonatal  deaths.  Schmitz®  re- 
ports an  average  age  of  “just  over”  27  years 
in  a study  of  83  neonatal  deaths  and  believes 
that  age  (and  parity)  has  little  to  do  with  the 
problem  of  neonatal  deaths. 

Number  of  Pregnancies; 

About  70%  of  perinatal  deaths  occurred  in 
women  who  had  less  than  four  pregnancies. 
The  number  of  perinatal  deaths  in  women 
with  their  first  (64)  and  second  (61)  preg- 
nancies were  about  equal.  There  was  a sharp 
decline  in  deaths  in  women  with  their  third 
(24)  pregnancy,  but  this  is  probably  due  to  the 
smaller  total  of  Gravida  III  births.  Premature 
perinatal  mortality  was  highest  in  women 
with  their  first  pregnancy,  and  the  incidence 
appeared  to  decrease  with  the  succeeding 
two  pregnancies.  The  distribution  of  deaths 
by  time  of  occurrence  followed  the  same  pat- 
tern as  that  of  the  total  deaths  (Figure  II). 

Donnelly '7  in  a study  of  279  deaths,  believes 
that  parity  is  unimportant  when  compared  to 
age  as  a factor  in  perinatal  death.  On  the 
other  hand,  Nesbitt®  states  that,  after  the 
first,  mortality  increases  with  each  succeed- 
ing pregnancy. 

Prenatal  Complications: 

The  incidence  of  recorded  prenatal  compli- 
cations was  23.3%;  there  was  considerable 
variation  from  year  to  year.  This  compares  to 
an  incidence  of  about  48%  reported  by  Don- 
nelly and  one  of  about  35%  reported  by 
Schmitz.  Bleeding  and  toxemia  accounted 
for  80%  of  all  complications.  The  distribution 
of  these  deaths  according  to  time  of  occur- 
rence was  no  different  than  that  of  the  total 
Mortality  in  Figure  II.  There  were  14  more 
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deaths  in  the  premature  group  than  in  the 
term  among  women  who  had  prenatal  com- 
plications. 

Fetal  Presentation  and  Size: 

There  were  34  breech  presentations  in  this 
study,  an  incidence  of  about  15%.  All  other 
abnormal  presentations  totaled  only  eight. 
About  50%  of  deaths  delivering  by  breech 
occurred  in  the  intrapartum  period.  Eight 
were  antepartum  and  fifteen  were  neonatal. 

There  were  five  intrapartum  deaths  in  all 
other  malpresentations;  one  was  antepartum 
and  two  were  neonatal. 

There  were  seven  deaths  in  infants  weigh- 
ing over  4500  grams,  an  incidence  of  3%.  Four 
of  these  deaths  were  intrapartum  and  three 
neonatal. 

Labor  Complications: 

Labor  complications,  if  we  exclude  cases 
with  prenatal  complications  especially  asso- 
ciated with  bleeding,  were  uncommon.  Pro- 
longed (more  than  24  hours)  or  precipitate 
(one  hour  or  less)  labor  were  the  most  com- 
mon labor  complications  if  placental  acci- 
dents associated  with  prenatal  bleeding  were 
excluded.  The  incidence  of  abnormal  labors 
was  14.5%.  The  mortality  associated  with 
precipitate  labors  was  almost  three  times  that 
associated  with  prolonged.  The  number  of 
intra  partum  deaths  in  both  long  (6)  and  short 
(9)  labors  appeared  similar;  however,  there 
were  four  times  as  many  neonatal  deaths  as- 
sociated with  precipitate  labors  as  that  with 
prolonged.  Short  labors  were  slightly  more 
common  in  the  premature  (14)  group  than  in 
the  term  (10).  Mortality  associated  with  pro- 
longed labor  was  confined  exclusively  to 
term  infants. 

Operative  Delivery: 

The  average  cesarean  section  rate  at  Sioux 
Valley  Hospital  during  the  period  of  study 
was  2.54%.  There  was  a total  of  24  sections 
among  the  perinatal  deaths.  Eighteen  were 
primary  and  six  were  repeat. 

The  mortality  rate  for  the  sectioned  infants 
was  10.5%,  or  more  than  four  times  the  aver- 
age perinatal  rate.  Neonatal  deaths  follow- 
ing section  were  two  times  the  sum  of  ante- 
partum and  intrapartum  deaths.  Prematures 
constituted  60%  of  the  total  perinatal  deaths 
following  operative  delivery. 

Anoxia  was  the  principle  cause  of  perinatal 
deaths  in  sectioned  infants.  Abnormal  pul- 
monary ventilation  was  second  for  perinatal 


deaths,  but  first  by  a wide  margin  as  a cause 
of  neonatal  deaths. 

No  classification  associated  with  toxemia 
of  pregnancy  and  malformation  appeared  to 
be  almost  equal  as  the  next  most  common 
factors  in  perinatal  deaths.  These  four  causes, 
anoxia,  abnormal  pulmonary  ventilation,  no 
classification  and  malformation  accounted  for 
over  90%  of  all  deaths  in  sectioned  infants. 

Version  and  extraction  were  done  in  six 
perinatal  deaths;  five  deaths  were  intrapar- 
tum and  one  was  antepartum. 

Practically  all  of  the  deaths  associated  with 
operative  obstetrics  were  in  the  term  group. 
Summary  and  Conclusions: 

The  results  of  a study  of  227  perinatal 
deaths  at  a midwest  community  hospital  have 
been  presented.  A more  uniform  clinical  and 
anatomical  terminology  in  the  classification 
of  the  cause  of  perinatal  death  is  essential  if 
the  proper  emphasis  is  to  be  given  each  cause. 

Although  neonatal  deaths  are  roughly 
equal  to  antepartum  and  intrapartum  deaths 
combined,  intrapartum  deaths  have  not  re- 
ceived enough  emphasis.  They  account  for 
almost  50%  of  all  fetal  deaths,  and,  in  theory, 
they  are  preventable. 

Of  the  classified  causes  of  perinatal  mor- 
tality, three  (anoxia,  malformation,  and  ab- 
normal pulmonary  ventilation)  account  for 
over  80%  of  perinatal  deaths. 

Unclassified  deaths  constitute  the  largest 
single  division  of  perinatal  deaths.  This  would 
indicate  that  (1)  even  in  infants  over  1000 
grams,  prematurity  remains  a major  problem, 
and  (2)  the  exact  causes  of  antepartum  fetal 
deaths  are  still  poorly  known. 

We  wish  to  express  our  appreciation  to 
Harriet  Smith,  R.R.L.,  Record  Librarian, 
Sioux  Valley  Hospital,  and  William  D.  John- 
son, Acting  Director,  Division  of  Public 
Health  Statistics,  South  Dakota  Department 
of  Health,  for  their  help  in  the  preparation  of 
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Discussions  of  various  manifestations  of 
pheochromocytoma  are  appearing  in  the  med- 
ical literature  with  increasing  frequency.  Al- 
though these  tumors  are  still  rare,  it  is  be- 
lieved that  they  are  now  being  recognized 
more  often  because  of  greater  interest  and 
improved  diagnostic  methods. 

It  is  the  object  of  this  paper  to  summarize 
briefly  the  most  common  clinical  manifesta- 
tions and  to  review  the  current  methods  of 
diagnosis  and  treatment,  based  on  the  ex- 
perience gained  in  the  management  of  pheo- 
chromocytomas  by  the  surgical  staff  of  the 
Ochsner  Clinic.  In  the  past  few  years,  6 cases 
of  pheochromocytomas  have  been  diagnosed 
preoperatively  and  treated  successfully  with 
no  deaths.  One  additional  patient  died  during 
thoracotomy  as  a result  of  the  reactions 
caused  by  an  unsuspected  pheochromocytoma. 

Pathologically,  pheochromocytomas  are 
chromaffin  tumors  that  are  usualy  benign  but 
may  be  malignant.  Graham  i found  only  24 
tumors  among  207  pheochromocytomas.  Ac- 
cording to  Tamura  and  Lawrence, 2 only  33 
malignant  pheochromocytomas  have  been  re- 
ported. These  tumors  occur  chiefly  in  the 
adrenal  medulla.  Approximately  10  per  cent 
are  bilateral,3  and  often  these  are  familial. 
Rarely,  pheochromocytomas  are  in  extra- 

From  the  Department  of  Surgery,  Ochsner  Clinic, 
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medullary  positions,  most  often  in  the  retro- 
peritoneal space  along  the  peri-aortic  region, 
although  they  have  been  reported  in  the 
chest’-  3-  neck’’  3 and  urinary  bladder.^a 

The  symptoms  of  actively  secreting  pheo- 
chromoeytomas  are  varied  and  often  bizarre. 
They  usually  occur  in  paroxysms  but  may  be 
sustained.  Complaints  in  order  of  frequency 
are  headache,  palpitation,  nausea  and  vomit- 
ing, sweating,  weakness,  pallor  and  dizziness. 
Substernal  or  abdominal  pain  is  common.  Pa- 
tients whose  tumors  cause  paroxysmal  mani- 
festations often  describe  their  symptoms  as 
occurring  in  “attacks”  with  intervals  between 
attacks  varying  from  minutes  to  many 
months.  The  patient  may  provide  a diag- 
nostic clue  by  relating  some  action,  position, 
or  ph^i^sical  function  that  precipitates  an  at- 
tack. Frequently,  these  paroxysms  occur  at 
night.  The  few  patients  having  the  sustained 
type  have  the  same  manifestations  as  patients 
with  hypertension. 

The  physical  findings  are  also  varied.  The 
cardinal  finding  is  sustained  or  paroxysmal 
hypertension.  The  possibility  of  pheo- 
chromocytomas should  be  considered  as  a 
causative  factor  in  all  patients  with  hyper- 
tension, but  especially  in  the  younger  ones. 
Related  manifestations  of  hypertension,  such 
as  cardiac  enlargement  and  fundoscopic 
changes,  including  narrowing  and  nicking  of 
the  arterioles,  may  be  present.  Tachycardia 
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and  pallor  appear  during  a typical  crisis.  A 
mass  is  palpable  in  the  flank  in  10  to  14  per 
cent  of  cases.  1-5  Since  pressure  or  massage 
over  the  flank  may  precipitate  an  attack,  this 
diagnostic  test  should  be  used  only  if  the  ex- 
aminer is  prepared  to  control  the  crisis.  A 
negative  result  of  the  cold  pressor  test  is  of 
differential  diagnostic  value.  The  patient 
should  be  examined  for  other  neurogenic 
lesions.  The  presence  of  von  Recklinghausen’s 
disease,®-®  malignant  schwannoma,^  Lindau- 
von  Hippel  disease  (multiple  hemangioblas- 
tomas)® and  medullated  corneal  nerves, ^ in 
association  with  hypertension,  should  arouse 
strong  suspicion  of  the  presence  of  a function- 
ing pheochromocytoma. 

Laboratory  tests  are  of  considerable  assist- 
ance in  establishing  the  diagnosis.  Graham  1 
reported  that  20  per  cent  of  patients  with 
pheochromoyctomas  have  elevated  blood  sugar 
and  symptoms  of  diabetes  mellitus.  Te ve- 
to vlu  and  Lee’o  reported  laboratory  evidence 
of  diabetes  insipidus  among  some  patients 
with  functioning  pheochromocytomas.  The 
basal  metabolic  rate  is  usually  elevated  dur- 
ing an  attack,  and  the  tumor  may  produce 
symptoms  highly  suggestive  of  hyperthyroid- 
ism. Recently,  various  quantitative  tests  have 
been  developed  to  determine  the  amount  of 
epinephrine  and  norepinephrine  present  in 
both  the  blood  and  urine.'' i-"' 2 

Roentgenography  is  of  great  help  in  con- 
firming the  diagnosis  or  localizing  the  tumor. 
A roentgenogram  of  the  kidney,  ureter  and 
bladder  may  reveal  a faint  outline  of  the 
tumor  above  the  kidney  or  downward  dis- 
placement of  the  kidney.  Intravenous  pyelo- 
grams  corroborate  this.  Retroperitoneal  in- 
sufflation of  air  or  carbon  dioxide  has  been 
used  to  outline  suprarenal  tumors,  but  it 
cannot  be  employed  without  danger.'' 3- 
The  lesion  may  also  be  effectively  demon- 
strated by  aortography,'®  but  again,  a word 
of  caution  is  necessary.  One  should  be  pre- 
pared in  case  of  severe  crisis.  Fatalities  have 
been  reported  after  both  of  these  pro- 
cedures.'3-''® 

The  pathologic  physiology  associated  with 
pheochromocytomas  results  from  the  sus- 
tained or  paroxysmal  release  of  excess  hor- 
monal pressor  substances  into  the  general 
circulation.  These  substances  are  catechol 
amines,  epinephrine  and  norepinephrine. 
They  produce  the  previously  described  symp- 


toms associated  with  hypertension,  increased 
metabolism,  tachycardia  and  increased  blood 
sugar. 

Pharmacologic  tests  are  based  on  two 
premises:  1)  suppression  of  the  action  of  the 
pressor  substances  (adrenolytic)  and  2)  stimu- 
lating release  of  adrenal  cortical  hormones. 
Currently,  Regitine®  is  the  most  universally 
employed  adrenolytic,  and  histamine,  the 
commonest  provocative  agent.  These  tests 
produce  a positive  or,  at  least  equivocal,  re- 
sponse in  patients  with  active  pheochro- 
mocytomas. 

Treatment  consists  in  surgical  excision  of 
all  tumor,  and  if  malignant,  all  metastatic 
tissue.  We  believe  that  the  best  approach  to 
suprarenal  pheochromocytomas  is  through 
the  classical  renal  incision.  Removal  of  the 
twelfth  rib  facilitates  the  exposure.  Before 
undue  manipulation,  the  tumor  should  be 
isolated  physiologically  by  ligation  of  its 
veins.  This  prevents  excessive  spillage  of  the 
pressor  amines  into  the  general  circulation. 

Care  of  the  patient  before,  during  and  after 
operation  is  of  utmost  importance.  Accurate 
replacement  of  blood  is  important.  Only  by 
this  means  can  shock  due  to  excessive  hemor- 
rhage and  a confusing  status  be  prevented. 
Fluid  and  electrolyte  balance  should  be  main- 
tained. The  surgeon  must  acquaint  himself 
with  the  cardiac  status,  the  basal  metabolism, 
the  diabetic  tendencies  and  the  renal  func- 
tions of  the  individual. 

Zintel  and  Bottie''^  described  three  periods 
of  major  operative  hazard.  All  occur  during 
phases  producing  either  sudden  secretion  or 
sudden  withdrawal  of  excessive  amounts  of 
hormonal  amines  into  the  general  circulation. 
The  first  occurs  during  induction  of  anes- 
thesia, and  the  second  during  the  operation, 
when  the  tumor  is  exposed  to  manipulation. 
Both  of  these  cause  an  increase  in  the  output 
of  the  pressor  substances.  The  third  hazard- 
ous phase  results  from  sudden  withdrawal 
of  the  catechol  amines  causing  a precipitate 
drop  in  blood  pressure.  The  operative  and 
postoperative  mortality  rate  reported  by 
Hightower®  is  26  per  cent.  He  believed  that 
the  most  common  cause  of  death  is  severe 
postoperative  hypotension. 

The  patient  may  need  Regitine®  for  several 
days  before  operation  to  control  the  blood 
pressure.  He  should  be  well  sedated  the  night 
before  operation.  He  should  be  transported 
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to  the  surgical  suite  with  the  utmost  gentle- 
ness to  prevent  precipitation  of  a crisis. 

The  routine  for  induction  of  anesthesia 
outlined  by  Thompson  and  Arrowwood^s 
has  proved  satisfactory  with  a few  variations 
in  our  experience.  Morphine  and  atropine  or 
scopolamine  are  given  one  hour  before  opera- 
tion. Sodium  pentothol,  or  as  recommended 
by  Thompson  and  Arrowood,  a combination 
of  sodium  pentothol  and  thiopentol,  are  given 
intravenously  until  the  patient  barely  re- 
sponds. Intravenous  administration  of  glu- 
cose in  water  is  started  immediately.  This  is 
arranged  with  a three  way  stop-cock  attached. 
Regitine®  (5  to  20  mg.)  diluted  in  a 5 per  cent 
solution  of  glucose  and  a solution  containing 
1 norepinephrine  are  kept  in  readiness. 

Once  the  proper  stage  of  induction  is 
reached,  nitrous  oxide,  oxygen  and  ether  are 
administered.  After  proper  relaxation  has 
been  obtained,  an  intratracheal  tube  must  be 
inserted. 

A close  relationship  must  exist  between  the 
anesthesiologist  and  the  surgeon  during  the 
procedure.  They  should,  in  these  patients 
more  than  in  any  others,  work  as  a team  and 
keep  one  another  informed  as  to  the  progress 
and  changes  in  the  patient’s  condition. 

After  the  tumor  has  been  isolated,  the  pre- 
cipitous drop  in  blood  pressure  must  be  con- 
trolled by  the  intravenous  administration  of 
norepinephrine.  Without  artificial  support 
with  norepinephrine  the  hypotension  may 
exist  as  long  as  seventy  hours  postoperatively. 
For  this  reason,  the  intravenous  drip  is  con- 
tinued postoperatively  until  the  blood  pres- 
sure has  been  stabilized.  It  is  during  this 
phase  that  a specially  trained  recovery  team 
can  mean  the  difference  between  a surgical 
success  or  an  operative  death.  Before  the  pa- 
tient is  discharged  from  the  hospital,  another 
histamine-Regitine®  test  should  be  done  to 
insure  that  all  chromaffin  tumor  has  been  re- 
moved. 

SUMMARY 

Pheochromocytomas,  though  still  rare,  are 
being  recognized  more  frequently  now  than 
formerly.  They  are  chromaffin  tumors  that 
are  usually  benign  but  may  be  malignant. 
These  tumors  usually  cause  paroxysmal  at- 
tacks but  symptoms  may  be  sustained.  Com- 
plaints in  order  of  frequency  are  headache, 
palpitation,  nausea  and  vomiting,  sweating, 
weakness,  pallor  and  dizziness.  The  cardinal 


physical  sign  is  sustained  or  paroxysmal 
hypertension.  Roentgenography  confirms  the 
diagnosis  and  localizes  the  tumor. 

Treatment  is  surgical  excision.  It  is  be- 
lieved that  the  mortality  rate  resultant  from 
the  treatment  of  these  chromaffin  tumors  can 
be  steadily  decreased.  The  pathologic  phys- 
iology that  exists  in  these  patients  results  in 
an  extremely  labile  blood  pressure.  Attention 
to  detail  in  the  managed  regulation  of  these 
patients  through  the  operative  and  postopera- 
tive period  can  prevent  complications  that 
can  and  do  arise. 
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The  late  Dr.  Sterling  Bunnell  stated  that 
wounds  of  the  hand  comprised  approximately 
36  per  cent  of  all  industrial  accidents.  It  is 
estimated  that  a similar  incidence  is  present 
in  injuries  around  the  farm  and  the  home.  It 
is  the  duty  of  physicians  to  restore  injured 
hands  to  useful  function  as  soon  as  possible. 
Above  all,  it  is  our  obligation  not  to  add  to 
the  injury  and  produce  crippling  that  other- 
wise could  have  been  avoided. 

Review  of  the  six  main  types  of  crippling 
of  the  hand  listed  by  Bunnell,  namely  (1) 
stiffening  in  poor  position,  (2)  flexion  con- 
tractures, (3)  skeletal  malalignment,  (4)  loss 
of  motion  or  sensation  from  injury  to  tendons 
or  nerves,  (5)  ischemic  contractures  and  (6) 
trophic  or  vasomotor  conditions,  led  to  the 
conclusion  that  many  of  these  complications 
can  be  ascribed  to  treatment  and,  therefore, 
are  preventable. The  commonest  cause  of 
stiffening  in  poor  position  is  edema,  together 
with  immobility.  If  these  two  factors  are 
combined  with  a position  of  nonfunction,  the 
hand  will  stiffen  in  poor  position.  Edema  re- 
sults from  many  causes  but  especially  from 
infection.  In  the  presence  of  edema,  fibrin  is 
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Medical  Association,  Huron,  South  Dakota,  May 
19  and  20,  1958. 
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precipitated  about  the  tendons,  muscles  and 
joints.  The  presence  of  fibrin  soon  induces 
the  production  of  rigid  fibrous  tissue  or  scar. 
Infection  produces  not  only  edema  but  also 
pain  on  motion  and  thus  immobility  and  a 
poor  position  that  is  assumed  for  protection. 
It  is  obvious  that  all  possible  precautions 
must  be  taken  to  prevent  infection.  Edema 
from  stasis  is  prevented  soon  after  the  injury 
by  elevation  and  the  use  of  compression  dress- 
ings, which  should  be  voluminous  and  snug 
but  not  too  tight.  Active  motion  should  be 
started  as  soon  as  it  is  feasible.  The  part  of  the 
hand  that  is  injured  must  be  splinted;  how- 
ever, the  remainder  of  the  hand  must  not  be 
immobilized  but  kept  active  and  moving. 

Essentials  for  Surgical  Care  of  Injuries  of 
the  Hand 

A mask  should  be  worn  by  all  who  come 
in  contact  with  an  open  wound  of  the  hand. 
A large  protective  sterile  dressing  should  be 
applied  to  the  hand  immediately  after  the  in- 
jury. The  wound  should  not  be  probed  or 
fully  examined  until  this  large  first-aid  dress- 
ing is  removed  and  arrangements  have  been 
made  to  proceed  with  the  necessary  surgical 
care.  Requirements  include  a well-equipped 
operating  room,  good  lighting,  adequate  small 
instruments,  sufficient  assistance,  complete 
anesthesia  and  a bloodless  field  as  supplied 
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by  a pneumatic  tourniquet.  Strict  asepsis, 
with  use  of  masks,  gowns  and  gloves,  is  essen- 
tial. The  wound  then  should  be  gently  but 
thoroughly  cleansed  with  soap  and  water, 
rinsed  with  an  isotonic  solution  of  sodium 
chloride  and  then  excised  or  debrided.  Ten- 
dons, nerves  and  bones  should  be  carefully 
preserved.  Tendons  and  nerves  should  not 
be  repaired  primarily  in  crushing,  explosive 
or  grinding  injuries.  Every  effort  should  be 
made  to  attain  effective  and  early  cutaneous 
closure  of  the  wound.  Fresh  wounds  usually 
heal  well  if  cleansing,  circulation,  closure, 
compression  dressings  and  rest  are  adequate; 
thus,  months  of  drainage  from  infection  and 
its  concomitant  crippling  may  be  avoided. 
Early  active  motion  is  encouraged  when  the 
danger  of  infection  has  passed  and  healing 
will  permit. 

Types  of  Wounds  Usually  Seen 

Confusions.  — Severe  contusions,  regard- 
less of  their  cause,  require  splinting  and  con- 
trol of  edema  by  the  measures  previously 
enumerated  if  severe  adduction  contractures 
of  the  thumb  and  contractures  of  the  fingers 
are  to  be  prevented. 

Lacerations.  — The  usual  simple  laceration 
that  does  not  involve  tendons  or  nerves  pre- 
sents no  particular  problem.  However,  the 
wound  should  be  carefully  cleansed,  debrided 
and  loosely  closed,  care  being  taken  to  pre- 
vent scars  that  later  might  cause  contractures. 
When  tendons  or  nerves  are  severed  in  the 
palm  or  wrist  by  a clean  laceration,  it  may  be 
advisable  to  suture  these  structures  prima- 
rily; however,  it  is  better  for  one  who  has  not 
had  special  training  in  the  care  of  injuries  of 
the  hand  to  forego  primary  suture  of  tendons 
and  nerves.  Even  for  the  surgeon  who  is  ex- 
perienced in  care  of  the  hand,  it  is  usually 
better,  when  lacerations  of  tendons  occur  in 
the  “no-man’s  land”  of  Bunnell,  to  limit  the 
initial  repair  to  cleansing,  debridement  and 
suturing  of  the  skin.  The  definitive  care  is 
best  carried  out  3 or  4 weeks  later,  after  the 
wound  has  healed;  delay  ed  suturing  of  nerves 
and  tendons  or  the  insertion  of  tendon  grafts, 
as  the  case  may  warrant,  gives  uniformly  bet- 
ter results,  even  in  the  hands  of  specially 
trained  surgeons,  than  does  primary  repair 
of  these  structures.  Digital  nerves,  if  not  re- 
paired primarily,  should  be  sutured  second- 
arily. A finger  without  sensation  is  virtually 
useless.  In  this'  day  and  age  it  almost  goes 


without  saying  that  surgical  incisions  should 
be  in  the  midlateral  position  on  the  fingers 
and  should  parallel  the  creases  in  the  palm. 
An  incision  never  should  cross  a flexion 
crease  at  right  angles. 

Fractures  and  Dislocations.  — ■ Skeletal  mal- 
alignment should  be  prevented  by  restoration 
of  the  bony  structures  at  the  earliest  possible 
time.  Restoration  of  normal  position  is  ac- 
complished by  manipulation,  skeletal  traction 
or  open  reduction.  Full  relaxation,  preferably 
induced  by  having  the  patient  under  general 
anesthesia,  is  usually  desirable  in  the  reduc- 
tion of  fractures  or  dislocations.  Manual  trac- 
tion, pressure  and  molding  should  be  per- 
formed gently  and  deliberately  to  avoid 
further  injury  to  soft  tissues.  If  reduction  is 
not  promptly  successful,  operative  (open) 
treatment  is  in  order,  since  less  harm  is  done 
by  simple  surgical  procedures  performed 
through  a correct  incision  than  by  rough  and 
forceful  closed  manipulation. 

After  reduction,  simple  splinting  for  main- 
tenance of  position  is  often  sufficient.  Main- 
tenance of  reduction  of  the  fracture  may  re- 
quire skeletal  fixation  or  traction.  Little 
traction  is  needed  for  most  fractures  of  the 
metacarpals  or  phalanges.  When  traction  is 
applied,  the  hand  and  injured  finger  or  fin- 
gers must  be  supported  in  a position  of  func- 
tion. The  pull  should  be  applied  with  the 
finger  held  in  semiflexion  and  never  straight. 
Rotary  malunion  of  digits  is  avoided  by 
checking  to  see  that  the  plane  of  motion  of 
each  finger  passes  through  the  navicular 
tubercle  at  the  base  of  the  thumb  and  by  ob- 
serving the  plane  of  the  nail.  The  use  of 
tongue  blades,  other  straight  splints  and  trac- 
tion on  banjo  splints  is  to  be  condemned.  The 
cast  or  splint  should  hold  the  wrist  in  dorsi- 
flexion.  It  must  be  molded  to  the  metacarpal 
arch  an.d  should  terminate  at  the  distal 
flexion  crease  of  the  palm,  so  that  the  prox- 
imal finger  joints  of  all  uninjured  digits  are 
free  for  moving.  Stiffening  of  adjoining  fin- 
gers is  avoided  by  splinting  only  the  one  that 
is  injured.  Many  metacarpal  fractures  are  best 
treated  by  temporary  pinning  with  Kirsch- 
ner  wires  cut  off  beneath  the  skin  to  avoid 
infection;  the  hand  does  not  stiffen.,  as  it  is 
not  in  a cast.  Healing  of  fractures  of  the  long 
bones  of  the  hand  requires  immobilisation 
for  3 to  5 weeks,  whereas  healing  of  frac- 
tures of  the  carpal  bones  requires  12  to  14 
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weeks.  Fractures  of  the  navicular  may  re- 
quire 4 months  or  more  for  union.  If  im- 
mobilized consistently  for  these  periods,  most 
of  these  fractures  will  not  require  surgical 
intervention. 

Ischemic  contractures,  both  of  the  Volk- 
mann  type  and  the  local  type  in  the  hands, 
are  usually  prevented  by  avoidance  of  tight 
casts  or  dressings.  If  the  patient  continues  to 
complain  of  severe  pain  a few  minutes  after 
the  cast  or  dressing  is  loosened  and  if  there  is 
evidence  of  impaired  circulation,  emergency 
surgical  treatment  is  necessary  if  the  severe 
crippling  that  results  from  prolonged  is- 
chemia is  to  be  avoided.  5 

Burns.  — The  primary  requisites  for  most 
burns  of  the  hand  are  alleviation  of  pain, 
aseptic  handling  of  the  wound,  prevention  of 
contractures  and  early  skin  grafting.  Flexion 
contractures  most  often  are  caused  by  con- 
tracted scar  tissue  resulting  from  a burn  or  an 
open  infected  wound.  Prevention,  therefore, 
involves  utilization  of  all  available  means  to 
close  the  wound  as  early  as  possible.  As  in 
other  wounds,  the  physician,  nurses  and  all 
attendants  should  use  masks  and  sterile 
gloves  to  prevent  droplet  contamination  and 
that  which  results  from  bacterially  dirty 
fingers.  Initially,  no  more  than  superficial 
debridement  of  the  burned  region  should  be 
done. 

I believe  that  the  closed  method  of  therapy 
should  be  used  for  all  burns  of  the  hands.® 
The  dressing  applied  should  afford  a mild  de- 
gree of  even  pressure,  be  as  occlusive  as  pos- 
sible and  be  protective.  The  dressing  should 
be  abundant,  absorbent  and  comfortable.  It 
is  only  by  the  use  of  such  a dressing  that  the 
burned  hand  may  be  maintained  in  a position 
of  function. 

In  burns,  the  deep  bed  is  usually  in  good 
condition  for  grafting.  The  burn  sometimes 
becomes  demarcated  to  such  an  extent,  if 
localized,  that  the  destroyed  skin  can  be  ex- 
cised 4 or  5 days  after  the  injury  and  a split- 
thickness skin  graft  can  be  applied  at  the 
same  time  or  a few  days  later.  Granulation 
tissue,  if  present  at  the  time  of  grafting, 
should  be  scraped  off  so  as  to  apply  the  skin 
on  a good  bed  that  will  not  contract  later.  The 
borders  of  the  graft  should  be  zigzag  and 
should  not  cross  a flexion  crease  in  a straight 
line.  In  all  burns  of  the  hand,  the  surgeon 


should  strive  to  have  the  grafting  procedures 
completed  by  the  end  of  the  second  week. 
There  is  no  longer  any  excuse  to  allow  a pa- 
tient to  wait  for  months  in  the  hope  that  the 
surface  of  a third-degree  burn  will  epithelize 
from  the  periphery. 

Amputations.  — As  a general  rule,  it  is 
advisable  to  save  all  the  length  possible  in 
amputations  that  involve  the  fingers  or  hand. 
In  instances  of  traumatic  amputation  invol- 
ving the  distal  phalanges,  the  remaining 
length  may  be  maintained  by  thorough 
cleansing  and  debridement  of  the  wound,  fol- 
lowed by  application  of  a free,  split-thickness 
or  full-thickness  skin  graft  to  the  defect  at 
the  tip  of  the  remaining  finger.  Application 
of  a pedicle  flap  to  the  end  of  the  remaining 
digit  occasionally  may  be  advisable.  It  is  es- 
pecially important  to  maintain  all  possible 
length  of  the  remaining  thumb.  It  is  just  as 
important  to  remove  an  irretrievably  dam- 
aged digit  as  it  is  to  preserve  a digit  that  is 
not  irretrievably  damaged;  however,  if  one 
is  in  doubt  about  the  circulation  of  a digit,  it 
does  no  harm  to  wait  2 or  3 days  to  note 
whether  its  blood  supply  is  adequate  rather 
than  to  discard  a digit  that  has  questionable 
vascularity.  Secondary  amputation  always 
can  be  performed  but  once  a part  of  the  hand 
is  discarded  it  never  can  be  replaced.  Preser- 
vation of  only  two  metacarpals  or  parts  of 
metacarpals,  for  example,  gives  much  better 
function  than  does  the  most  expensive  and 
highly  developed  prosthetic  appliance. 

Crushing,  Explosive  or  Grinding  Injuries. 

— These  wounds  often  present  a combined 
problem  of  severe  contusions,  lacerations, 
amputations,  impairment  of  circulation  to 
skin  flaps,  fractures  and  dislocations,  as  well 
as  injuries  to  tendons  and  nerves.  Again,  after 
thorough  cleansing  and  debridement  of  the 
wound,  every  effort  should  be  made  to  attain 
effective  and  early  closure.  All  usable  parts 
are  saved  but  especially  nerves  and  tendons. 
Irretrievably  damaged  skin  is  excised.  Frac- 
tures are  reduced,  the  digits  being  placed  in  a 
position  of  function  so  they  will  be  opposable. 
A cover  of  skin  is  supplied  if  at  all  possible, 
and  usually  it  is,  by  swinging  a flap,  by 
applying  a split-thickness  skin  graft  to  the 
resultant  defect,  by  application  of  a split- 
thickness skin  graft  directly  to  the  traumatic 
defect  in  selected  instances,  or  by  use  of  a 
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direct  pedicle  graft  from  the  abdominal  wall. 
If  a finger  is  severely  injured  and  has  to  be 
discarded,  its  skin  with  vessels  and  nerves 
may  be  utilized  for  cover.  Especially  is  it 
important  to  cover  all  vulnerable  parts  such 
as  joints,  bones,  tendons  and  nerves,  which 
are  so  susceptible  to  infection.  On  the  other 
hand,  the  closure  must  not  be  under  tension. 
If  a wound  is  too  dirty  to  close,  it  may  be 
packed  open  for  5 to  7 days  and  closed  second- 
arily by  one  of  the  methods  enumerated, 
usually  by  application  of  a split-thickness 
skin  graft.  Utilization  of  these  principles 
often  allows  much  to  be  accomplished  at  a 
later  date  by  the  use  of  reconstructive  sur- 
gical technics  to  improve  materially  the  func- 
tion of  the  severely  injured  hand. 

Postoperative  Management 
As  previously  mentioned,  swelling  is 
avoided  in  all  severe  injuries  of  the  hand  by 
the  use  of  fluff  compression  dressings  that 
are  applied  just  tightly  enough  but  not  too 
tightly  to  the  hand,  which  is  in  a position  of 
function  with  the  finger  tips  exposed,  so  that 
circulation  may  be  evaluated.  The  bandaged 
hand  is  then  elevated  and  rest  is  insured  until 
the  acute  reaction  to  the  injury  is  past.  This 
usually  takes  about  3 days.  In  all  severe  in- 
juries of  the  hand,  it  is  advisable  to  immunize 
the  patient  against  tetanus;  likewise,  it  is  ad- 
visable to  administer  antibiotics.  However, 
one  should  not  get  a false  sense  of  security 
from  the  use  of  these  drugs.  Far  more  import- 
ant than  the  administration  of  antibiotics  is 
correct  care,  especially  in  cleansing  and  de- 
bridement of  the  wound. 

Supervised  active  (not  passive)  motion,  not 
only  of  the  uninjured  parts  but  also  of  the 
injured  ones,  must  be  started  as  soon  as  heal- 
ing will  permit.  It  is  only  by  such  a program 
that  the  best  function  possible  can  be  ob- 
tained. 

SUMMARY 

The  six  main  types  of  injuries  of  the  hand 
have  been  discussed.  These  include  con- 
tusions, lacerations,  fractures  and  disloca- 
tions, burns,  amputations,  and  crushing,  ex- 
plosive or  grinding  wounds.  Much  of  the 
crippling  that  develops  after  these  injuries 
can  be  prevented  by  proper  intelligent  treat- 
ment during  the  acute  phase. 
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THE  MANAGEMENT 
PHEOCHROMOCYTOMA— 

(Continued  from  Page  446) 

17.  Zintel,  H.  A.  and  Bottie,  R.:  Management  of 
patients  with  pheochromocytoma,  including 
two  case  reports.  Surgery  39:  270-276  (Feb.) 
1956. 

18.  Thompson,  J.  E.  and  Arrowood,  J.  G.:  Pheo- 
chromocytoma; surgical  and  anesthetic  man- 
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1954. 


REPOSITORY  FOR  CREDENTIALS  SET 

On  July  1,  1958,  the  services  of  a Central 
Repository  for  Medical  Credentials  became 
available  to  doctors  of  the  world.  During 
war  and  national  uprisings,  medical  records 
are  often  lost,  and  destroyed.  Because  of  this, 
many  doctors  are  today  unable  to  utilize  their 
professional  skills  because  of  the  loss  or  des- 
truction of  their  original  credentials  and  a 
lack  of  protective  service  in  which  authenti- 
cated copies  could  be  deposited.  Therefore, 
The  World  Medical  Association  has  under- 
taken a program  to  assure  that  the  doctor  will 
always  be  able  to  prove  himself  medically 
trained  and  fully  accredited  to  practice  med- 
icine. 

Requests  for  forms  and  additional  informa- 
tion in  regard  to  the  Central  Repository  for 
Medical  Credentials  is  available  from  The 
World  Medical  Association,  10  Columbus 
Circle,  New  York  19,  N.  Y. 
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THE  JOINT  COMMISSION  FOR 
IMPROVEMENT  OF  CARE  OF  THE 
PATIENT 


(Editor’s  Note:  The  work  of  the  Joint  Commission 
is  such  that  all  of  its  recommendations  can  be  im- 
plemented only  by  action  of  the  organization  in- 
volved. For  your  information  the  minutes  of  its 
September  meeting  are  printed  here). 

The  eighth  meeting  of  the  South  Dakota 
Joint  Commission  for  the  Improvement  of 
the  Care  of  the  Patient  was  held  in  St.  Fran- 
cis’ Classroom  of  St.  John’s  School  of  Nurs- 
ing of  September  17,  1958.  Thirteen  members 
were  present:  Four  representatives  from  the 
South  Dakota  Medical  Association,  six  rep- 
resentatives from  the  South  Dakota  Hospital 
Association,  one  from  the  South  Dakota  State 
Nurses  Association,  two  from  the  South  Da- 
kota League  for  Nursing,  three  guests,  one 
guest  speaker  for  the  program  and  twenty- 
three  student  nurses  present  for  the  Program 
on  Staphylococci. 

The  meeting  was  called  to  order  by  Doctor 
David  Buchanan,  chairman,  at  1:15  followed 
by  a program  on  Staphylococci  Infection 
with  a case-history  presentation  by  Dr.  B.  T. 
Lenz  of  Huron.  Dr.  Lenz  mentioned  that  the 
Staphylococci  organisms  are  present  in  the 
body  at  some  time  or  another  but  are  not 
vivid  until  the  resistance  of  the  patient  gets 
low.  Through  a careful  study  it  is  a known 
fact,  that  through  the  discovery  of  Penicillin 
many  organisms  become  resistant  to  Peni- 
cillin and  other  antibiotics.  There  are  over 
three  hundred  different  strains  of  Staphy- 
lococci present.  Some  may  be  controlled  with 
Penicillin.  Others  are  arrested  with  Strep- 


tomycin and  Erythromycin  which  were  quite 
effective  three  years  ago.  At  present  many 
doctors  are  employing  the  use  of  Spontine. 

Dr.  Lenz  told  the  group  that  the  orgardsms 
harbor  in  the  posterior  part  of  the  nasal  pas- 
sage and  may  be  transmitted  through  con- 
taminated articles  rather  than  through  drop- 
let infection  cleanliness  and  asepsis  was 
stressed  to  help  to  prevent  the  Staphylococci 
infections.  Spillage  of  Penicillin  in  the  med- 
icine room  or  elsewhere  on  the  floor  where 
dust  will  accumulate  will  spread  the  Staphy- 
lococci organisms.  People  employed  in  the 
hospital  become  more  resistant  to  Staphylo- 
cocci organisms. 

After  the  case  history  presentation,  a lively 
discussion  followed.  Dr.  Vogele  related  some 
of  his  case-finding  and  stressed  the  import- 
ance of  doing  drugsensitivity  tests  and  stool 
culture  on  all  patients  with  diarrhea.  Pneu- 
monococci organisms  are  picked  up  during 
the  process  of  doing  stool  culture  even 
though,  very  little  has  been  brought  out  in 
literature  at  the  present  time. 

A discussion  followed  on  the  importance  of 
keeping  strict  isolation  technique.  Dr.  Muggly 
brought  up  the  question,  “What  method  is 
employed  to  check  infection?”  Dr.  Vogele 
related  that  the  committee  on  infections  at 
Aberdeen  feel  that  fewer  visitors  should  be 
allowed  to  the  hospital,  restrict  fathers  only 
on  the  O.B.  Department,  parents  only  in  the 
Pediatrics,  patients  to  use  one  elevator  and 
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visitors  another.  An  extra  door  should  be 
provided  before  entering  the  surgery  proper. 
Dr.  Muggly  raised  the  question,  “Shall  we  cut 
down  on  Antibiotics?”  The  group  as  a whole 
felt  that  cleanliness  should  be  stressed  to  pre- 
vent infections  in  the  hospitals  and  less  anti- 
biotics will  be  needed.  Miss  Zella  Messner 
reminded  the  group  that  every  hospital 
should  have  a Committee  set  up  on  Infections 
and  reviewed  the  number  of  members  that 
comprise  this  committee  to  be  more  effective. 

The  question  was  raised,  “What  are  we  do- 
ing with  patients  with  boils  and  empetigo?” 
It  was  recommended  that  these  cases  should 
be  isolated  and  the  personnel  should  be  care- 
ful about  the  dressings.  Dr.  Lenz  felt  that 
Staphylococci  is  spread  by  dressings  from 
boils  rather  than  through  nasal  discharge  or 
droplet  infection.  We  must  use  every  pre- 
caution in  hospitals  by  washing  hands  in 
between  cases  and  more  attention  in  handling 
utensils  e.g.  bed-pans  for  the  patients  to 
safeguard  the  spread  of  infections. 

Dr.  David  Buchanan  appointed  a Program 
Committee  consisting  of  the  following: 
Veronica  Goebel — Chairman 
Agnes  Thompson 
Edna  Davidson 
Dr.  Vogele 

Coffee  break  followed  at  2:15  P.M. 

The  Meeting  reconvened  at  2:30  P.M. 

Minutes  of  the  last  meeting  were  read  by 
the  Secretary,  Sister  Mary  Heliodore  and 
they  were  approved  as  read. 

Sister  Mary  Rosaria  moved  that  the  amend- 
ments made  to  the  By-laws  and  Constitution 
as  revised  by  the  Committee  and  studied  by 
the  members  should  be  accepted  by  the  mem- 
bers. It  was  seconded  by  Dr.  Vogele  and  car- 
ried. 

Dr.  David  Buchanan  read  the  expiration 
terms  for  1958  for  the  following  representa- 
tives: 

South  Dakota  Medical  Association 
R.  Delaney 
M.  Sanders 
C.  F.  Gryte 
C.  Vogele 

South  Dakota  Hospital  Association 
Sister  M.  Rose  Marie 
Mr.  Jack  Rogers 

South  Dakota  League  for  Nursing 
Hazel  Hubbs 

South  Dakota  Nurses  Association 


Cora  Johnston 
Report  of  the  Secretary 

Minutes  of  the  March  1958  meeting  were 
typed  and  sent  to  each  parent  organization 
with  a revised  copy  of  the  By-laws  and  Con- 
stitution for  further  study.  These  were  to  be 
voted  upon  in  the  September  meeting. 

We  received  $17.34  from  the  South  Dakota 
League  for  nursing  for  the  past  expenses  of 
Mother  M.  Cornelia  who  received  $10.46  and 
Sister  M.  Aloysius  Ann,  past  Secretary  who 
received  $6.92. 

Other  expenses  dating  from  March  1958  to 
September  1958  are  as  follows: 

Printing  material  for  revised  by-laws  $5.41 


Stationery  — stamps,  etc.  2.52 

Clinical  help  2.00 


Total  expenses  $9.93 
Balance  on  hand  $1.54 


Letters  were  sent  to  the  five  state  wide  or- 
ganizations about  their  desire  to  be  repre- 
sented in  the  J.C.I.C.P.  The  letters  also 
stated  that  they  will  be  informed  about  their 
status  in  the  J.C.I.C.P.  after  the  September 
meeting. 

New  Business 

A discussion  followed  about  the  expenses 
of  the  organization.  According  to  Article  IX 
under  Financing  from  the  By-laws  it  states 
that  “the  expenses  of  the  representatives  shall 
be  a resonsibility  of  the  respective  appoint- 
ing organizations.  Other  organizational  ex- 
penses, such  as  these  for  clerical  service, 
meeting  space  and  office  work  shall  be  di- 
vided equally  between  all  groups  according 
to  representation. 

Mr.  J.  Foster  suggested  that  the  four  parent 
organizations  excluding  the  Participating 
group  for  the  present  should  divide  the  or- 
ganizational expenses  equally  as  follows: 

The  South  Dakota  Medical  Association  $15.00 
The  South  Dakota  Hospital  Association  15.00 
The  South  Dakota  League  for  Nursing  7.50 
The  South  Dakota  Nurses  Association  7.50 

Dr.  Vogele  moved  that  we  accept  the  sug- 
gestion made  by  Mr.  Foster  to  have  the  four 
parent  organizations  pay  their  share  equally 
according  to  representation  to  the  J.C.I.C.P. 
It  was  seconded  by  Dr.  Muggly  and  carried. 

Miss  Zella  Messner  suggested  that  letter- 
heads of  the  Commission  should  be  printed  on 
all  correspondence. 

Report  of  the  Program  Committee  on 
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Visitors. 

Sister  Mary  Rose  Marie  suggested  that  a 
booklet  or  a folder  be  given  to  visitors  to  ac- 
quaint them  with  some  of  the  rules  of  the 
hospital. 

In  order  to  control  the  number  of  visitors 
in  the  hospital,  Dr.  Vogele  felt  that  issuing 
two  cards  to  a patient  may  help  to  eliminate 
the  number  of  visitors.  Sister  M.  Rosaria 
thought  that  using  only  two  visitor  cards  may 
create  a problem  because  of  the  many  friends 
that  come  a long  distance  to  visit  the  patient. 
Sister  M.  Innocentia  discussed  the  card  sys- 
tem with  the  group  and  commented  that  the 
system  was  inaugurated  at  St.  John’s,  but 
visitors  used  side  doors  and  it  was  difficult 
to  control  them. 

Miss  Messner  suggested  that  a column 
about  visiting  hours  should  be  printed  in 
newspapers  and  any  professional  newsletter 
or  magazine.  A discussion  followed  that  in 
order  to  keep  uniformity  in  hospitals  it  would 
be  wise,  if  the  Health  Department  will  com- 
pile the  rules  and  have  them  printed  for  all 
of  the  hospitals.  Mr.  Atkins  felt  that  it  would 
help  to  get  suggestions  from  the  Health  De- 
partment about  restricting  visitors.  Sister  M. 
Rosaria  will  contact  Dr.  Van  Hevelen  in  this 
regard. 

Sitting  on  beds  in  the  patient’s  room  was 
another  topic  for  discussion.  Offer  a chair  in 
a tactful  way  to  visitors  and  allow  only  two 
to  a patient  was  a suggestion  made  by  Mr. 
Foster.  Sister  Rosaria  suggested  that  doctors 
could  help,  if  they  informed  the  patient’s 
family  about  restricting  visitors.  Miss  Goebel 
felt  that  educating  the  general  public  is  essen- 
tial in  keeping  hospital  rules. 

Miss  Thompson  inquired  of  Mr.  Foster  if 
any  new  legislation  is  coming  up  soon.  Mr. 
J.  Foster  cited  two  important  legislatures  to 
our  concern  in  hospitals. 

1.  Workmans  Compensation. 

2.  Medical  Care  to  the  Indigent. 

— No  plan  was  approved  as  yet — • 

A discussion  followed  about  Traffic  Safety. 
Everyone  driving  should  have  a license.  In 
case  of  an  alcoholic  on  the  road,  no  blood  can 
be  drawn  for  testing  by  the  doctor  without  a 
written  consent  of  the  patient.  It  was  men- 
tioned that  a Medical  Association  Committee 
is  working  to  compile  a form  of  an  implied 
consent  while  getting  the  license  for  driving. 
Sister  M.  Rosaria  raised  the  question  “if  hos- 


pitals have  any  trouble  with  Crippled  Chil- 
dren per  diem  rate  of  $15.00.”  A discussion 
followed.  Miss  Z.  Messner  felt  that  the  rates 
may  be  increased  in  the  near  future. 

A discussion  followed  about  the  reservation 
Indians  that  fall  under  the  Indigent  Program. 
Sister  Rosaria  felt  that  some  form  of  author- 
ization should  be  given  to  the  Indian  on  his 
admission  to  the  hospital.  The  question  was 
raised:  Is  this  a legislative  problem  or  a 
County  problem?  It  was  felt  that  it  is  up  to 
the  County  Commissioner  to  decide  who 
should  pay  the  medical  care  for  the  Indian. 

Mr.  Atkins  asked  the  group  what  they 
thought  of  the  sales  tax  of  2%  on  hospitals. 
He  felt  it  was  a nuisance  since  most  hospitals 
are  non-profit.  A discussion  followed.  Sister 
M.  Rosaria  said  that  a sick  person  pays  more 
for  sales  tax  than  a wealthy  person,  for  he  not 
only  pays  for  his  service  but  also  for  his  com- 
modity. A further  discussion  followed:  that 
if  the  hospital  or  the  doctor  paid  tax  the  first 
time  by  purchasing  the  drug,  the  patient 
should  not  be  taxed  again. 

Mr.  J.  Foster  felt  that  sales  tax  is  com- 
plicated even  in  keeping  the  accounts  in  the 
hospital  books  in  order.  He  also  told  the 
group  that  there  may  be  a movement  in  legis- 
lature to  broaden  the  base  for  sales-tax. 

Miss  A.  Thompson  raised  the  question: 
What  are  hospitals  doing  for  their  personel 
when  they  get  ill.  A discussion  followed. 
Sister  M.  Rosaria  stated  that  most  of  the  em- 
ployees have  some  form  of  insurance. 

What  are  hospitals  and  doctors  charging 
their  graduate  and  student  nurses  for  med- 
ical care?  Dr.  David  Buchanan  felt  it  was  up 
to  the  hospital  and  the  doctor  to  decide.  A 
discussion  followed.  Dr.  Muggly  felt  that 
some  small  charge  should  be  made  for  the 
services  rendered  by  the  doctor  and  the  hos- 
pital. Dr.  Vogele  suggested  that  the  Medical 
Association  should  set  up  some  standards  for 
charging  the  Graduate  or  the  Student  Nurse, 
and  this  should  be  clarified  on  a state-wide 
basis.  Miss  Goebel  felt  all  nurses  should 
have  some  form  of  insurance  and  be  charged. 
No  further  discussion  followed. 

Sister  M.  Rosaria  told  the  group  that  the 
laboratory  work  and  the  X-ray  is  given  at  a 
low  cost  at  the  hospital  and  free  after  a year 
of  employment  at  the  hospital.  Dr.  David 
Buchanan  suggested  the  Committee  on  Legal 
Economics  in  the  Medical  Association  should 
(Continued  on  Page  457) 
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E.  A.  PITTENGER.  M.D. 

1891—1958 

Dr.  Earle  Alexander  Pittenger,  66,  Aber- 
deen physician  and  surgeon,  died  Sept.  24th 
in  a Rochester,  Minn.,  hospital  of  a heart  at- 
tack following  surgery. 

Dr.  Pittenger  had  practiced  medicine  in 
Aberdeen  since  1921.  His  wife,  the  former 
Mary  Jeannette  (Jean)  Hedger,  daughter  of  a 
pioneer  Aberdeen  family,  preceded  him  in 
death.  They  were  married  April  10,  1924, 
in  Los  Angeles,  Calif. 

Survivors  are  two  daughters,  Mrs.  Eliza- 
beth Ann  Aaro,  Rochester,  Minn.,  and  Mary 
Jane  Brown,  Hellertown,  Pa. 

Dr.  Pittenger  was  born  Dec.  28,  1891,  at 
Ferry,  Mich.  He  was  graduated  from  Mich- 
igan State  Normal  College  at  Ypsilanti  in 
1912  and  held  school  principal  posts  at  Harbor 
Springs,  Mt.  Pleasant  and  Marshall,  all  in 
Michigan.  He  received  his  bachelor  of  Science 
degree  from  the  University  of  Chicago  in 
1918  and  his  doctor  of  medicine  degree  from 
Rush  Medical  College,  Chicago,  in  1919. 

He  received  an  honorary  master’s  degree 
from  Michigan  State  Normal  in  1938  and  an 
honorary  doctor’s  degree  from  the  same 
school  in  1954. 

Before  coming  to  Aberdeen  Dr.  Pittenger 
served  as  resident  in  surgery  at  Columbia 
Hospital,  Milwaukee,  and  the  same  position  at 
Children’s  Memorial  Hospital,  Chicago.  He 
came  to  Aberdeen  as  a member  of  the  staff 
of  the  old  Lincoln  Hospital.  Since  1929  he 
had  been  a member  of  the  surgical  staff  at 


St.  Luke’s  Hospital. 

Offices  held  by  Dr.  Pittenger  included: 
President  of  Aberdeen  district  medical  so- 
ciety, 1934;  councilor  of  South  Dakota  State 
Medical  Society,  1928-35;  president  of  the 
South  Dakota  Medical  Society,  1937;  poten- 
tate of  Yelduz  Shrine  Temple,  1938;  member 
of  the  federal  planning  board  for  South  Da- 
kota in  charge  of  infant  welfare  and  mater- 
nity work,  1935-39;  member  of  the  City  Board 
of  Health,  1926-40;  and  Milwaukee  Railroad 
division  surgeon,  1929  to  his  death.  He  was 
instructor  in  Obstetrics  at  St.  Luke’s  from 
1930-1954. 


C.  F.  MORSMAN.  M.D. 

1880—1958 

Dr.  C.  F.  Morsman,  Hot  Springs  physician, 
died  September  25th  at  the  age  of  78. 

Dr.  Morsman  was  born  January  4,  1880  in 
Knox  County,  111.  He  attended  the  Univer- 
sity of  Nebraska’s  college  of  Medicine  and 
in  1902  started  general  practice.  He  was  a 
specialist  in  internal  medicine  and  radiology. 

Dr.  Morsman  was  married  December  19, 
1921  to  the  former  Minnie  Mark  at  Moorhead, 
Minn.  He  served  several  terms  as  president 
of  his  local  Chamber  of  Commerce,  including 
1931-32  and  1944-45. 

A member  of  the  Black  Hills  District  Med- 
ical Society  and  the  South  Dakota  State  Med- 
ical Association,  he  also  was  a member  of  the 
American  Radium  Society,  Association  for 
the  study  of  Internal  Secretions,  American 
College  of  Physicians,  American  Congress  of 
Radiology,  International  Congress  of  Rad- 
iology, the  Radiological  Society  of  North 
America  and  the  American  College  of  Chest 
Physicians. 

During  his  long  career  as  a physician  Dr. 
Morsman  had  several  papers  published  in 
medical  journals.  He  was  founder  of  the  Dr. 
Charles  Frank  Morsman  Foundation  at  the 
University  of  Nebraska  and  held  specialist 
certificates  with  the  American  Board  of  In- 
ternal Medicine  and  the  College  of  Medicine 
for  the  study  of  the  ductless  glands. 

Dr.  Morsman  succumbed  at  6 a.m.  at  the 
Lutheran  Hospital  as  the  result  of  a heart 
attack  suffered  Sunday. 

From  May,  1937  to  1957  he  was  surgeon  at 
the  State  Soldiers  Home.  At  one  time  he  was 
associated  with  the  Hot  Springs  Clinic  and  in 
1929  he  opened  offices  in  the  Butler  Clinic. 
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This  month  I would  like  to  discuss  the  American  Medical  Association’s  attitude  towards 
socialized  or  government  medicine.  Everyone  knows  that  the  AMA  opposes  proposals  to  social- 
ize medicine  and  every  year  many  Americans  supported  by  many  politicians  take  the  doctors 
locally  to  task  for  this  attitude. 

Socialized  medicine  is  not  primarily  a scientific  cause,  but  a political  cause  for  politicians 
see  votes  in  it.  There  are  votes  in  socialized  medicine’s  schemes  for  the  reason  that  most  of  us 
are  poor,  and  find  it  difficult  to  meet  our  medical  bills.  Further,  politicians  claim  that  govern- 
ment controlled  medicine  will  halve  these  bills  — a form  of  thinking  serious-minded  people 
find  difficult  to  follow. 

Politicians  are  as  versed  in  human  nature  as  are  doctors,  and  when  you  are  versed  in  hu- 
man nature  you  attain  to  power  over  human  beings.  Adolph  Hitler  was  a good  example  of 
this,  so  was  Abraham  Lincoln,  but  each  in  a domain  totally  different  from  the  other. 

We  must  admit  that  socialized  medicine  would  reduce  medical  costs  for  certain  segments 
of  the  American  people,  but  it  does  not  do  this  by  increasing  medical  efficiency.  It  does  it 
by  shifting  the  costs  to  the  general  taxpayer. 

Medicine  as  an  art  and  a science  is  as  competitive  as  any  human  institution  known.  Those 
who  serve  it  range  from  the  sloppy  to  the  dazzling;  from  the  doltish  to  the  creative  and  self 
sacrificing.  Also  those  needing  medical  treatment  approach  it  emotionally,  and  excepting  the 
marital  state,  nothing  is  more  delicate  and  personal  than  the  relation  between  the  doctor  and 
patient. 

This  delicate  relationship  between  patient  and  physician  cannot  be  met  by  a political  or 
social  device  any  more  than  the  marital  relation  can  be  adequately  regulated  by  divorce  laws. 

The  cost  of  medical  and  hospital  care  is  high  and  is  rising.  That  high  cost  is  due  in  part 
to  the  high  cost  of  modern  technological  procedures  and  in  part  to  the  inflationary  price  struc- 
ture of  our  time. 

The  doctors  are  the  prime  socialistic  target  because  the  politicians  see  in  them  the  most 
vulnerable  target,  due  to  the  undeniable  reality  that  a good  doctor  makes  a good  income.  So 
do  good  lawyers,  but  most  of  us  go  through  life  without  even  needing  one.  Hence,  envy  of  a 
lawyer’s  lot  cannot  be  transformed  into  a political  cause. 

In  this  type  of  social  climate  there  has  been  a shift  of  public  interest  from  free  enterprise 
to  the  collective  or  welfare  state,  from  personal  freedom  to  personal  security.  This  phen- 
omenon is  predictably  inherent  to  the  democratic  system  where  the  influence  of  the  individ- 
ual is  small.  Gradually  through  the  ballot  we  bow  to  the  majority  which  can  express  only  col- 
lective, not  individual,  interest. 

We  physicians,  and  the  AMA  represents  us,  are  instinctively  opposed  to  these  trends  basic- 
ally because  they  interfere  to  some  degree  with  the  freedom  of  the  individual  and  interfere  with 
his  personal  professional  relationship  with  his  doctor.  We  disagree  likewise  with  the  subtle  shift 
from  the  traditional  concept  of  what  is  best  for  the  individual  patient,  to  the  collective  idea 
of  whqt  is  of  the  greatest  good  for  the  greatest  number. 

All  AMA  opinion  would  indicate  that  patients  still  prefer  a personal  physician  and  still 
have  a desire  for  personal  freedom.  The  traditional  doctor  patient  relationshin  means  freedom 
in  matters  pertaining  to  one’s  health.  As  a profession,  we  must  continue  to  mobilize  this  desire 
for  personal  freedom  until  it,  itself,  becomes  a collective  interest  and  neutralizes  the  present 
trend  towards  socialism  in  medicine. 

A personal  and  free  doctor  patient  relationship  must  be  reaffirmed,  strengthened,  and 
firmly  incorporated  into  the  changing  economic,  social,  and  political  environment.  Realizing 
that,  the  AMA’s  attitude,  which  is  our  attitude  toward  socialized  medicine,  becomes  under- 
standable to  the  laity. 

A.  A.  Lampert,  M.D. 

Rapid  City,  South  Dakota 


— 455  — 


EDITOLkAL  PAGE 


PROOF  OF  MALPRACTICE 

Malpractice  liability  is  generally  dependent 
upon  whether  the  physician  or  surgeon  is 
possessed  of  and  has  exercised  in  his  treat- 
ment of  a patient  the  degree  of  learning,  skill 
and  care  required  of  medical  men  in  good 
standing  practicing  in  the  same  community. 

Ordinarily,  proof  that  injury  is  the  result  of 
the  failure  to  be  possessed  of  and  to  exercise 
such  skill  and  care  depends  upon  testimony  of 
other  doctors.  This  is  a wise  rule  and  has,  as 
pointed  out  by  the  South  Dakota  Supreme 
Court,  prevented  lay  juries  from  “guessing 
away  the  reputation  and  money”  of  a phys- 
ician in  matters  so  intricate  and  so  little  un- 
derstood by  the  ordinary  juror. 

Nevertheless,  and  in  an  effort  to  prevent 
injustices  which  might  arise  from  a strict 
application  of  this  rule,  medical  testimony 
has  been  held  unnecessary  where  the  result 
of  the  physician’s  lack  of  care  is  so  obvious 
as  to  be  within  the  comprehension  of  lay- 
men, or  where  the  physician  injures  a part 
of  the  body  not  under  treatment,  or  where 
the  result  cannot  be  explained  except  for 
neglect  or  unskilled  care.  This  latter  excep- 
tion has  sometimes  been  referred  to  as  “res 
ipsa  loquitur,”  literally,  “the  thing  speaks  for 
itself.”  All  of  these  exceptions  have  been 
recognized  by  the  courts  for  a good  many 
years. 

Examples  of  situations  to  which  the  excep- 
tions to  the  general  rule  have  been  applied 
are  cases  involving  x-ray  burns,  foreign  sub- 
stances left  in  an  operative  field,  rib  fracture 


in  course  of  spinal  adjustment,  infection  from 
unsterile  surgical  instruments,  loss  of  sight 
from  eye  drops  and  puncture  of  an  artery 
during  injection  of  the  trachea.  There  are  a 
multitude  of  other  situations  to  which  the 
exceptions  to  the  general  rule  might  apply. 

The  rules  thus  promulgated  by  the  courts 
as  to  proof  necessary  to  suport  an  action  for 
malpractice  are  based  upon  reason  and  jus- 
tice, and  the  application  of  the  exceptions 
does  not  make  the  practice  of  medicine 
hazardous,  but  rather  protects  the  victim  of 
negligence  who  might  otherwise  be  left  un- 
compensated. 

Robert  C.  Heege,  J.  D. 
of  the  Sioux  Falls  law  firm  of 
Davenport,  Evans,  Hurwitz  & Smith 


THE  MONTH  IN  WASHINGTON 

For  many  years  a number  of  students  of 
government  have  been  searching  for  some 
way  of  checking  the  growth  of  the  Federal 
bureaucracy  and  returning  certain  functions 
to  the  states. 

Two  particularly  vexing  problems  are  in- 
volved. Because  the  Federal  government  has 
moved  into  so  many  taxation  areas,  states 
complain  that  even  if  they  wanted  to  regain 
control  over  certain  programs,  they  would 
have  no  way  of  paying  for  them. . Also,  a 
fool-proof  mechanism  would  have  to  be  de- 
vised to  insure  that  the  programs  didn’t  break 
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down  during  the  transition  and  that  the  states 
would  in  fact  keep  up  the  activities  after  U.  S. 
dollars  stopped  coming. 

If  the  administrative  details  could  be 
worked  out,  and  if  Congress  would  agree  to 
reverse  the  trend,  a number  of  U.  S.  Public 
Health  Service  grants  programs  presumably 
could  be  turned  over  to  the  states. 

President  Eisenhower  is  deeply  interested 
in  attempting  to  turn  the  tide,  and  last  year 
the  Administration  came  up  with  a con- 
crete proposal.  It  was  to  make  the  states  com- 
pletely responsible  for  the  water  pollution 
control  operation  ($50  million  annually  in 
U .S.  grants)  and  vocational  education  ($35 
million  a year).  So  the  state  would  have 
money  to  finance  the  work,  the  U.  S.  would 
drop  part  of  its  tax  on  telephone  service,  in- 
viting the  states  to  levy  their  own  tax. 

Congress  was  cool  to  the  idea.  Besides, 
after  giving  it  more  consideration,  the  then 
Secretary  Folsom  of  HEW  decided  it  wouldn’t 
work  because  the  low-income  states  couldn’t 
realize  enough  from  the  telephone  tax  to 
meet  the  extra  expenses. 

But  the  Administration  hasn’t  given  up 
hope.  Supported  by  the  federal-state  joint 
action  committee.  Secretary  Flemming  (Fol- 
son’s  successor)  is  proposing  a new  method, 
one  that  he  thinks  will  meet  the  problem  of 
the  low  income  states. 

He  would  shift  to  the  states  the  same  two 
programs  — water  pollution  control  and  vo- 
cational education.  At  the  same  time  the 
U.  S.  would  forego  30%  of  the  present  tax  it 
imposes  on  telephone  service  and  permit  the 
states  to  levy  this  amount.  In  addition,  to 
take  care  of  the  poor  states  the  U.  S.  would 
allocate  among  states  an  amount  equal  to 
10%  of  the  present  telephone  tax,  distributing 
relatively  larger  shares  to  the  low  per  capita 
income  states. 

In  dollars,  as  explained  by  Secretary  Flem- 
ming, the  states  would  be  losing  $85  million 
in  U.  S.  grants,  but  they  would  have  an  op- 
portunity to  collect  a total  of  about  $109  mil- 
lion on  telephone  service  and  receive  $36  mil- 
lion in  the  new  grant  arrangement. 

In  announcing  that  the  Administration  was 
going  to  try  again  to  have  this  idea  adopted, 
Mr.  Flemming  emphasized  that  both  pro- 
grams were  of  great  value  and  shouldn’t  be 
allowed  to  “drop  through  the  cracks  in  the 
floor”  during  the  period  of  transition.  He 


noted  that  under  his  proposal  the  U.  S.  could 
step  in  and  make  a state  use  the  money  for 
the  specific  purpose  if  it  showed  an  inclina- 
tion to  collect  the  tax  but  spend  the  money 
somewhere  else. 

The  question  now  is  whether  Congress  will 
show  any  enthusiasm  over  the  plan.  At  any 
rate,  it  will  be  opposed  vigorously  by  the  tele- 
phone industry  and  vocational  education  in- 
terests. The  latter  are  fearful  that  their  pro- 
grams might  suffer  under  all-state  operation. 
NOTES: 

HEW  is  giving  careful  study  to  the  Bayne- 
Jones  report  which  proposed  a doubling  of 
U.  S.  medical  research  spending  and  early 
construction  of  14  to  20  medical  schools.  Sec- 
retary Flemming  told  a press  conference  that 
final  estimates  of  the  cost  of  carrying  out 
some  of  the  report’s  proposals  are  due  to  be 
finished  in  December. 

S:  * * 

Social  Security  Commissioner  Charles  I. 
Schottland,  back  from  a month’s  tour  of 
Russia,  reports  that  nurseries  and  old  people’s 
homes  in  Russia  appear  to  be  “excellently” 
staffed  with  one  employee  for  about  every 
three  old  persons  and  one  for  every  two  and  a 
half  children.  He  points  out  that  a compre- 
hensive social  security  program  is  a must  in 
Russia,  inasmuch  as  wages  are  about  the 
only  source  of  income.  When  wages  halt,  the 
people  have  only  social  security  to  fall  back 
on. 

THE  JOIN'f  COMMISSION  FOR  THE  IM- 
PROVEMENT OF  THE  CARE  OF  THE 

PATIENT— 

(Continued  from  Page  453) 
come  out  with  some  recommendations  in  re- 
gard to  the  problem  who  pays  for  the  initial 
physical  examination  of  the  employee. 

The  question  about  insurance  policy  was 
raised.  Dr.  Vogele  suggested  that  the  best 
form  of  policy  is  a deductible  and  not  a full 
coverage.  No  further  discussion  followed. 

Dr.  David  Buchanan  announced  that  the 
next  annual  meeting  of  the  J.C.I.C.P.  will  be 
the  first  Wednesday  in  March  if  the  weather 
permits. 

Adjournment  at  4:10  P.M.  was  moved  by 
Dr.  Vogele,  seconded  by  Sister  M.  Innocentia 
and  carried. 

Respectively  submitted. 

Sister  Mary  Heliodore,  R.N. 

J.C.I.C.P. 
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NEW  EDITIONS 

Pathology  for  the  Physician  by  William 
Boyd.  6th  ed.,  Lea  and  Febiger,  1958. 

According  to  the  preface  large  sections  of 
this  book  have  been  rewritten.  In  the  sections 
on  general  considerations  which  open  each 
chapter,  newer  cytological,  physiological  and 
biochemical  aspects  of  the  subject  are  con- 
sidered. This  is  especially  evident  in  chap- 
ters dealing  with  the  kidney,  respiratory  sys- 
tem, blood  and  endocrine  glands.  The  table  of 
contents  at  the  beginning  of  each  chapter 
systematizes  and  classifies  the  material  in  a 
helpful  way.  This  would  be  useful  to  those 
“unfortunates”  who  have  to  face  the  ordeal 
of  satisfying  the  examiners  for  Specialty 
Boards  of  U.  S.  and  Royal  College  of  Phys- 
icians in  Britain,  Canada  and  Australia. 
Among  the  diseases  included  are  heart;  ar- 
teries; kidneys;  respiratory  system,  stomach 
and  duodenum;  intestines,  liver  and  gall- 
bladder; pancreas  and  others. 

This  book  was  formerly  titled  “The  Path- 
ology of  Internal  Diseases”  and  is  a com- 
panion volume  to  Pathology  for  the  Surgeon. 
It  is  well  organized;  very  readable;  up  to  date; 
authentic;  another  high  quality  “Boyd”  book. 
Valuable  for  graduate  students  and  phys- 
icians. 

Bacterial  and  Mycotic  Infections  in  Man 

edited  by  Rene  Dubos,  3rd  ed.,  Lippincott, 
1958. 

The  text  of  this  book  has  been  almost  com- 
pletely rewritten,  but  the  organization  and 
point  of  view  is  the  same  as  for  the  first  two 
editions.  Information  included  concerns  bac- 


teria, actinomycetes  and  molds  pathogenic  to 
man,  and  phenomena  characterizing  the  in- 
fectious process.  A companion  volume  on 
viruses  and  rickettsia  is  edited  by  Dr.  Rivers. 

The  editor  has  written  the  section  on  the 
Evolution  and  Ecology  of  Microbial  Diseases. 
Other  parts  have  been  written  by  experts  on 
the  different  pathogenic  agents  and  the  facts 
and  problems  concerning  parasite  and  host, 
bearing  on  infectious  disease.  For  medical 
students  and  practitioners  of  medicine. 

Preventive  Medicine  for  the  Doctor  in  His 
Community;  An  Epidemiologic  Approach  by 

Hugh  Leavell  and  E.  G.  Clark.  2nd  ed.,  Mc- 
Graw-Hill, 1958. 

The  definition  of  preventive  medicine  given 
in  this  book  is  “the  science  and  art  of  prevent- 
ing disease,  prolonging  life,  and  promoting 
physical  and  mental  health  and  efficiency.” 
This  book  should  contribute  toward  develop- 
ing a broader  viewpoint  on  the  part  of  the 
practitioner;  focusing  from  the  individual  pa- 
tient to  the  epidemiologic  focus  on  a group  of 
individuals  and  in  which  medical  treatment 
is  considered  as  preventive,  and  more  is  ac- 
complished by  an  earlier  application  of  skills. 
The  first  three  chapters  give  a clear  interpre- 
tation of  the  basic  principles:  what  is  meant 
by  preventive  medicine;  levels  of  application 
and  epidemiologic  approach  and  biostatistics 
as  an  essential  tool  to  epidemiology.  Part  2. 
The  application  of  these  principles  in  preven- 
tion of  communicable  disease;  cancer;  oral  di- 
sease and  others.  Part  3.  Preventive  medicine 
as  organized  community  action. 
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A companion  volume  to  this  book  is  edited 
by  John  P.  Hubbard  and  is  entitled  The  Early 
Detection  and  Prevention  of  Disease,  Mc- 
Graw-Hill, 1957.  This  book  was  the  result  of 
a five-day  symposium  at  the  University  of 
Pennsylvania  Medical  School  directed  by  the 
Department  of  Health  and  Preventive  Med- 
icine. Each  lecturer  was  an  authority  in  his 
own  field,  and  the  various  parts  are  on  Pre- 
ventive Medicine  in  Clinical  Practice;  Pre- 
ventive Medicine  and  the  Cardiovascular 
System;  Gastro-intestinal  System,  etc. 

FOR  LIGHTER  READING 
The  family  physician  in  particular  will 
chuckle  over  Joseph  Peck’s  best  seller.  Ail 
About  Men,  Prentice-Hall,  1958.  The  author 
has,  since  1950,  been  museum  paleontologist 
at  the  University  of  California.  He  received 
his  M.D.  in  1913  from  Ensworth  Medical  Col- 
lege in  St.  Joseph,  Missouri  which  closed  its 
doors  in  1914.  Much  of  his  practice  of  med- 
icine was  in  Utah. 

This  book  is  a chronicle  of  the  personal  ex- 
periences of  the  author,  as  well  as  comments 


about  his  male  patients,  told  in  a salty,  hu- 
morous, unorthodox  style.  The  author  phil- 
osophizes and  gives  much  sage  advice  about 
the  art  of  living,  starting  with  the  cradle,  in- 
cluding the  problems  of  a boy  growing  up, 
courtship,  marriage  relationships,  and  how 
to  adjust  to  the  retirement  years.  In  the 
preface.  Dr.  Peck  states  that  the  book  chron- 
icles the  life  of  the  average  man  as  he  knows 
him  after  long  years  of  study  of  the  subject, 
including  what  the  Peck  kid  did  at  various 
ages.  As  it  turns  out.  Peck  is  “so  blended 
with  others  who  came  after  him  that  I’M  not 
sure  of  his  identity.” 

Quoting  from  the  preface,  “The  male  child 
is  born  sightless,  toothless,  and  with  sore 
genital  organs,  and  all  he  can  do  to  express 
his  displeasure  is  yell  and  kick.  Seventy  years 
later  we  find  him  in  the  same  fix,  sans  eyes, 
teeth  and  prostate  gland,  once  again  unhappy 
about  his  situation.” 

Mrs.  Esther  Howard 

Medical  Librarian 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 
MARCH  2,  3,  4 and  5,  1959 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on 
subjects  of  interest  to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Ex- 
hibits. 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on 
the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservation  at 
the  Palmer  House. 
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VAN  METER  PRIZE  AWARD 

offers  the  Van  Meter  Prize  Award  of  $300.00 
and  two  honorable  mentions  for  the  best 
essays  submitted  concerning  original  work  on 
problems  related  to  the  thyroid  gland.  The 
award  will  be  made  at  the  annual  meeting  of 
the  Association  which  will  be  held  in  the 
Drake  Hotel,  Chicago,  Illinois,  April  30,  May 
1 and  2,  1959. 

The  competing  essays  may  cover  either 
clinical  or  research  investigations,  should  not 
exceed  3,000  words  in  length  and  must  be 
presented  in  English.  Duplicate  typewritten 
copies,  double  spaced,  should  be  sent  to  the 
Secretary,  Dr.  John  C.  McClintock,  1491/2 
Washington  Avenue,  Albany  10,  New  York, 
not  later  than  January  15,  1959.  The  Commit- 
tee who  will  review  the  manuscripts  is  com- 
posed of  men  well  qualified  to  judge  the 
merits  of  the  competing  essays. 

A place  will  be  reserved  on  the  program  of 
the  annual  meeting  for  the  presentation  of 
the  winning  essay  by  the  author  if  it  is  pos- 
sible for  him  to  attend. 

John  C.  McClintock,  M.D. 

Secretary 


INDUSTRIAL  MEDICINE 
COURSE  OFFERED 

The  University  of  Cincinnati’s  Institute  of 
Industrial  Health  is  offering  graduate  fellow- 
ships in  Industrial  Medicine.  The  Institute, 
which  is  in  the  College  of  Medicine,  provides 
professional  training  for  graduates  of  ap- 
proved medical  schools  who  have  completed 
at  least  one  year  of  internship. 

The  three-year  course  of  instruction,  lead- 
ing to  the  degree  of  Doctor  of  Science  in  In- 
dustrial Medicine,  satisfies  the  requirements 
for  certification  in  Occupational  Medicine  by 
the  American  Board  of  Preventive  Medicine. 
Two  years  are  devoted  to  intensive  academic 
and  clinical  study  in  the  field  of  industrial 
medicine.  A final  year  is  spent  in  residency 
in  an  industrial  medical  department  or  in 
some  comparable  organization. 

Requests  for  additional  information  should 
be  addressed  to: 

Secretary 

Institute  of  Industrial  Health 
College  of  Medicine 
Eden  and  Bethesda  Avenues 
Cincinnati  19,  Ohio 


LEDERLE  UBORATORiES,  a Division  of  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River,  New  York 


— 460  — 


.‘ST 


\This  is  your 

/MEDICAL  ASSOCIATION 


•• ••• 


DR.  MAYER  VOTED 
POSTHUMOUS  AWARD 

Dr.  R.  G.  Mayer,  past  sec- 
retary, editor  and  president 
of  the  South  Dakota  State 
Medical  Association  was 
awarded  the  S.  D.  Tuber- 
culosis and  Health  Associa- 
tions’ Annual  Agnes  M. 
Holdridge  award  posthum- 
ously at  the  Associations’  An- 
nual Meeting  in  Rapid  City 
in  October. 

The  award  was  made  to  the 
person  who  has  done  the 
most  for  prevention  and 
eradication  of  tuberculosis. 
The  award  was  accepted  by 
Dr.  B.  F.  Wallace,  Dr.  Mayer’s 
son-in-law. 


YANKTON  DISTRICT 
HEARS  ZIFFREN 

The  Yankton  District  Med- 
ical Society  held  its  regular 
meeting  at  the  Yankton  State 
Hospital  on  September  10th. 
Speaker  for  the  evening  af- 
fair was  Dr.  S.  E.  Ziffren  of 
the  University  of  Iowa  who 
spoke  on,  “Surgical  Problems 
of  the  Aged.” 

Dr.  Werner  Klar,  Geddes 
was  admitted  to  membership 
in  the  Society. 


SOCIAL  PROBLEMS 
DISCUSSED  AT 
N.  C.  CONFERENCE 

The  North  Central  Con- 
ference, meeting  in  Minn- 
eapolis on  October  12th,  took 
up  five  socio-economic  prob- 
lems facing  the  medical  pro- 
fession. Representatives  of 
the  six  State  Medical  So- 
cieties of  North  Dakota, 
South  Dakota,  Iowa,  Minn- 
esota, Nebraska  and  Wis- 
consin heard  discussions  on 
Cultism  and  Limited  Licen- 
ces, The  Doctor  and  the 
Nursing  Home,  Health  In- 
surance, Utilization  of  Pre- 
paid Medical  Care  Plans  and 
Third  Party  Medicine. 

Presiding  over  the  confer- 
ence was  Dr.  A.  A.  Lampert 
of  Rapid  City.  Attending 
from  South  Dakota  in  ad- 
dition to  Dr.  Lampert  were 
Doctors  A.  P.  Peeke,  Volga; 
John  J.  Stransky,  Water- 
town;  R.  A.  Buchanan, 
Huron;  M.  M.  Morrissey, 
Pierre;  D.  A.  Gregory,  Mil- 
bank;  Along  with  Mrs. 
Howard  Wold,  Madison, 
auxiliary  legislative  Chr., 
executive-secretary  John  C. 
Foster,  and  Basic  Science 
Board  Attorney,  John  Zim- 
mer, Parker,  Zimmer  ap- 
peared on  the  program. 


M.  G.  FOUNDATION 
LISTS  SERVICES 

The  Myasthenia  Gravis 
Foundation  located  in  New 
York  City  has  recently  an- 
nounced the  availability  of 
films  and  literature  for  phys- 
icians interested  in  the  sub- 
ject. The  film  which  was  pro- 
duced by  the  Foundation  and 
the  Hoffmann-LaRoche  Com- 
pany runs  28  minutes  and 
communicates  the  Sympton 
Atology,  diagnosis  and  treat- 
ment commonly  used  in  the 
Myasthenia  Gravis.  The 
Foundation  which  is  located 
at  155  E.  23rd  Street,  New 
York  10,  N.  Y.,  will  also  make 
available  reprints  of  litera- 
ture on  the  problems  to  phys- 
icians. 


NEWS  NOTES 
Rudolph  Orgusaar,  M.D., 

formerly  at  Onida,  married 
Peggy  Ann  Smith  of  Pensa- 
cola, Florida,  on  October  5th. 

*  *  * * 

Drs.  Aladar  and  Klara 
Horthy  are  completing  a 40  x 
70  clinic  building  and  apart- 
ment in  Kennebec. 

* * * 

A clinic  building  to  house 

Doctors  Kaufman,  Epp  and 
Villa  is  nearing  completion 
in  Freeman. 
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H.  L.  Saylor,  Jr.,  M.D., 

Huron  Clinic,  has  been 
named  a diplomate  of  the 

American  Board  of  Surgery. 

* * 

Dr.  H.  E.  Campbell  is  the 

new  radiologist  at  the  Huron 
Clinic.  He  moved  to  Huron 
from  Michigan. 

* * * 

Dr.  Karl  Illig,  Brookings,  is 
a new  member  of  the  3rd 

District  Medical  Society. 

* * * 

Dr.  C.  M.  Kerschner, 

Brookings  attended  the  In- 
ternational Congress  of  Oph- 
thalmology in  Brussels,  in 

September. 

* * * 

Dr.  Richard  Bose  has  joined 
the  staff  of  the  Brookings 
Clinic. 

* * 

The  community  of  Scotland 
has  announced  that  Dr.  Glen 
Kleinsasser  has  decided  to 

locate  there. 

* * * 

Edward  G.  Huppler,  Water- 
town,  has  been  certified  as  a 
diplomate  of  the  American 
Board  of  Surgery. 


Edward  A.  Pasek,  M.D. 
formerly  of  Minnesota,  is 
now  practicing  with  Drs. 
Becker  and  Gregg  in  Sioux 
Falls.  Dr.  Pasek  graduated 
from  the  University  of  Minn- 
esota in  1948,  and  took  a resi- 
dency in  Ophthalmology  at 
that  school. 


GP  TRAINING 
GRANTS  SET 

The  National  Institute  of 
Mental  Health  is  offering 
grant  support  for  a training 
program  for  general  prac- 
titioners and  other  physicians 
engaged  in  the  practice  of 
medicine  other  than  psy- 


chiatry. Funds  are  available 
during  the  current  year  (fis- 
cal year  1959)  for  these 
grants  and  training  institu- 
tions may  submit  applica- 
tions at  any  time. 

The  program  has  two  pur- 
poses: 

I.  To  foster  the  develop- 
ment of  postgraduate  train- 
ing in  psychiatry  for  the 
practitioners  who  wish  to  in- 
crease their  psychiatric 
knowledge  and  skills  in  order 
to  be  able  to  deal  more  ef- 
fectively with  the  emotional 
aspects  of  illness  generally 
and  in  order  to  play  a more 
effective  role  in  the  treat- 
ment and  prevention  of  men- 
tal illness.  These  courses 
will  be  designed  for  the  phys- 
ician who  plans  to  continue 
practicing  in  his  own  field. 

Grant  support  is  being  of- 
fered to  medical  schools,  hos- 
pitals, clinics,  and  medical 
and  psychiatric  societies  for 
the  development  and  expan- 
sion of  such  postgraduate 
training  in  the  form  of  cour- 
ses, institutes,  and  seminars. 
This  support  does  not  include 
fees,  subsistence,  or  travel 
for  the  physicians  who  at- 
tend. 

II.  To  provide  support  at 
an  adequate  level  for  psy- 
chiatric residency  training 
for  physicians  in  practice 
who  wish  to  become  psy- 
chiatrists. Training  stipends 
up  to  a maximum  of  $12,000 
a year  are  available.  The 
level  of  payment  will  be  de- 
termined by  the  training  in- 
stitutions who  will  also  make 
the  award  to  the  individual 
physicians.  The  National  In- 
stitute of  Mental  Health  will 
make  awards  of  grants  for 
this  purpose  to  training  in- 
stitutions and  not  to  individ- 
uals. 


Inquiries  about  the  pro- 
gram should  be  sent  to  Dr. 
Seymour  D.  Vestermark, 
Chief,  Training  Branch,  Na- 
tional Institute  of  Mental 
Health,  National  Institutes  of 
Health,  Bethesda  14,  Mary- 
land. 


JOINT  COMMITTEE 
HOLDS  MEETING 
The  Joint  Committee  on 
Improvement  of  Care  to  the 
Patient  held  a meeting  on 
September  17th  at  Huron. 
Dr.  B.  T.  Lenz  presented  a 
discussion  on  the  “Problem 
of  Staphlycoclus  Infections  in 
Hospitals.”  Drs.  D.  J.  Bu- 
chanan, C.  L.  Vogele,  M.  E. 
Sanders,  J.  A.  Muggly  and 
Executive  Secretary  John 
Foster  and  Mr.  Richard 
Erickson  represented  the 
Medical  Association. 


AMERICAN  BOARD  OF 
OBSTETRICS  AND 
GYNECOLOGY 

The  Part  I Examinations  of 
the  American  Board  of  Ob- 
stetrics and  Gynecology,  are 
to  be  held  in  various  parts  of 
the  United  States  and  Can- 
ada, on  Friday,  January  16, 
1959,  at  2:00  P.M. 

Candidates  notified  of  their 
eligibility  to  participate  in 
Part  I must  submit  their  case 
abstracts  within  thirty  days 
of  notification  of  eligibility. 

Current  Bulletins  outlining 
present  requirements  may  be 
obtained  by  writing  to  the 
Secretary’s  office. 

Robert  L.  Faulkner,  M.D. 

American  Board  of  Obs- 
stetrics  and  Gynecology 

2105  Adalbert  Road 

Cleveland  6,  Ohio 
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Doctors  are  generally  agreed  that  the  best  hope  of  saving  lives  from  cancer  is  early 
detection  and  prompt,  proper  treatment.  Great  progress  has  been  made  in  the  last 
ten  years:  the  saving  now  of  1 in  3 compared  with  1 in  4,  as  more  and  more  people 
are  seeing  their  doctors  in  time. 

But  with  present  knowledge  and  existing  facilities,  it  is  possible  today  to  save 
1 In  2 cancer  patients.  This  is  the  target  of  the  American  Cancer  Society’s  profes- 
sional and  public  education  programs. 

The  Society  offers  doctors  a variety  of  free  services:  Literature:  two  bi-monthly 
magazines:  Films:  200  available  on  loan,  including  a series  of  kinescope  films  cover- 
ing practically  every  clinical  phase  of  cancer;  Slides:  (In  color)  Characteristic  early 
lesions  in  sites  of  greatest  incidence;  Exhibits:  for  medical  meetings  and  conven- 
tions, on  special  aspects  of  diagnostic  and  therapeutic  problems. 

In  its  public  education  program,  the  Society  uses  every  effective  communication 
medium  to  urge  people  to  have  annual  health  checkups  and  to  go  to  their  doctors 
promptly  at  the  appearance  of  a danger  signal. 

The  challenge  will  be  met.  As  more  and  more  doctors’  offices  become  “cancer 
detection  centers,”  and  as  more  and  more  people  see  their  physicians  regularly,  the 
closer  will  come  the  day  when  half  of  our  cancer  patients  will  be  saved.  The  know- 
how for  saving  the  remaining  half  is  still  being  sought  in  our  research  laboratories. 
Ultimately  that  challenge,  too,  will  be  met. 


AMERICAN  CANCER  SOCIETY 


— 463  — 


The 

Achievements 


'P 


c 

c 

Z1 

. , . in  Skin  Dis oases:  In  a study  of  26  patients  with  severe  der* 
fnatoses,  aristocort  was  proved  to  have  potent  anti-inflammatory  and 
antipruritic  properties,  even  at  a dosage  only  % that  of  prednisone^. . . 
Striking  affinity  for  skin  and  tremendous  potency  in  controlling  skin  dis* 
ease,  including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  imfroved^. . .absence  of  serious  side  effects  specifically  noted.^'^’® 


...in  HiieumatOid  Arthritis:  Impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients*. . . 6 mg.  of  aristocort  corre- 
sponded in  effect  to  10  mg.  of  prednisone  daily  (in  addition,  gastric  ulcer 
which  developed  during  prednisone  therapy  in  2 cases  disappeared  during 
ARISTOCORT  therapy).® 


1.  Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosenthal,  A.  L.! 

J.  A.  M.  A.  ]65:1821,  (Dec  7)  1957. 

2.  Shelley,  W.  B.,  and  Pillsbury,  D.  M.s 
Personal  Communication. 

3.  Sherwood,  A.,  and  Cooke,  R.  A. : Personal  Communication. 

4.  Freyberg,  R.  H.,  Berntsen,  C.  A.,  and  Heilman,  L.;  Paper 
presented  at  International  Congress  on  Rheumatic  Diseases, 
Toronto,  June  25,  1957. 

5.  Hartung,  E.  F.:  Personal  Communication. 

6.  Schwartz,  E. : Personal  Communication. 

7.  Sherwood,  A.,  and  Cooke,  R.  A.:  J.  Allergy  28 ; 97,  1957. 

8.  Heilman,  L.,  Zumoff,  B.,  Kretshmer,  N.,  and  Kramer,  B.: 
Paper  presented  at  Nephrosis  Conference,  Bethesda,  Md., 
Oct.  26,  1957. 

9.  Ibid.:  Personal  Communication. 

10.  Barach,  A.  L.:  Personal  Communication. 

11.  Segal,  M.  S.:  Personal  Communication. 

12.  Cooke,  R.  A.:  Personal  Communication. 

13.  Dubois,  E.L.:  Personal  Communication. 
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, . . in  Respiratory  Allergies:  “Good  to  excellent”  results  in  29  of 
30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage 
of  only  7 mg.®. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg. 
to  control  allergic  rhinitis  in  a group  of  42  patients,  with  an  actual  reduction  of 
blood  pressure  in  12  of  these. 

. . . in  Other  Conditions:  Two  failures,  4 partial  remissions  and  8 cases 
with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characteriza- 
tion of  ARiSTOCORT  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of 
the  nephrotic  syndrome.®’®. , .Prompt  decrease  in  the  cyanosis  and  dyspnea  of 
pulmonary  emphysema  and  fibrosis,  with  marked  improvement  in  patients  refrac- 
tory to  prednisone.’^®’ Favorable  response  reported  for  25  of  28  cases  of 
disseminated  lupus  erythematosus.^® 


—OH 


Depending  on  the  acuteness  and  severity  of  the  disease  under 
therapy,  the  initial  dosage  of  aristocort  is  usually  from  8 to  20  mg. 
daily.  When  acute  manifestations  have  subsided,  maintenance 
dosage  is  arrived  at  gradually,  usually  by  reducing  the  total  daily 
dosage  2 mg.  every  3 days  until  the  smallest  dosage 
has  been  reached  which  will  suppress  symptoms. 


Comparative  studies  of  patients  changed  to  aristocort 
from  prednisone  indicate  a dosage  of  aristocort  lower  by  about  VS 
in  rheumatoid  arthritis,  by  Vs  in  allergic  rhinitis  and  bronchial 
asthma,  and  by  Vs  to  Vi  in  inflammatory  and  allergic  skin  diseases. 
With  aristocort,  no  precautions  are  necessary  in  regard  to  dietary 
restriction  of  sodium  or  supplementation  with  potassium. 

aristocort  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of 
30;  and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 
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PHARMACY  UNLIMITED* 
by  George  A.  Bender,  Sc.D.** 
Detroil,  Michigan 


When  your  chairman  asked  me  to  take  this 
assignment  a short  time  ago,  he  asked  me 
what  would  be  the  subject  of  my  talk.  At 
that  time  I had  no  more  idea  of  what  I would 
say  than  you  have.  So,  to  protect  myself,  and 
provide  the  widest  latitude  of  area  of  dis- 
cussion, I suggested  the  title,  “Pharmacy  Un- 
limited.” I assure  you  I shall  try  to  stay  with- 
in the  bounds  indicated  by  this  title. 

Seriously,  though,  I had  a reason  for  select- 
ing this  title.  If  I may  talk  with  you,  today, 
rather  than  to  you;  and  if  I may  think  with 
you,  and  ask  you  to  think  with  me,  perhaps 
we  can  make  something  more  of  the  idea, 
“Pharmacy  Unlimited,”  than  merely  a couple 
of  catching  words. 

It  has  been  said  that  when  you  become 
wrinkled  with  care  and  worry,  it’s  time  to 
have  your  faith  lifted. 

That  is  going  to  be  my  aim  today:  Let’s 
total  up  some  of  our  professional  debits  and 
credits,  and  lift  our  faith  in  our  profession  of 
Pharmacy. 

As  I have  traveled  about  and  talked  with 
pharmacists  representative  of  many  facets 
of  Pharmacy,  I’ve  heard  an  all-too-familiar 
refrain.  In  its  varied  forms,  it  added  up  to 
something  like  this:  “Pharmacy  is  in  great 

*Presented  at  the  72nd  Annual  Convention,  South 
Dakota  Pharmaceutical  Association,  Brookings, 
June  24,  1958. 

**Director,  Institutional  Advertising,  Parke,  Davis 
and  Company. 


danger;  the  competitive  elements  are  driving 
us  out  of  business;  we’ll  be  gobbled  up. 

It  makes  little  difference  at  what  level  of 
meeting  you  are  attending  — you  hear  the 
same  refrain.  I heard  it  not  long  ago  in  a 
county  meeting.  I heard  it  again  at  a national 
meeting.  I heard  it  in  Europe  last  spring.  I 
hear  it  frequently  in  conversation  with  phar- 
macists who  have  been  quite  successful  in 
their  professional  practices. 

This  idea  is  ever  new,  yet  it  is  old.  It  is  as 
modern  as  are  these  sleek  little  foreign  sports 
cars  that  sneak  by  under  your  right  fender. 
You  know,  one  nice  thing  about  these  little 
cars  that  go  beeping  down  the  streets  is  — if 
you  flood  the  carburetor,  you  can  just  put  the 
car  over  your  shoulder  and  burp  it! 

It  may  or  may  not  be  news  to  you,  however, 
that  this  refrain  — this  quaking  in  our  mental 
boots  over  our  professional  and  economic 
future  — is  not  new.  All  one  has  to  do  is  to 
go  back  through  the  files  of  pharmaceutical 
magazines  or  convention  proceedings  of  50 
or  100  years  ago,  and  you’ll  find  the  same  old 
story.  The  problems  are  different  — but  the 
words  are  the  same. 

Since  the  turn  of  the  century,  since  1900, 
there  have  been  at  least  a half  dozen  major 
threats  to  retail  pharmacy  that  have  thrown 
certain  segments  of  our  profession  into 
spasms  of  mental  paralysis,  accompanied  by 
an  acute  diarrhea  of  words.  First,  following 
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the  passage  of  the  Parcel  Post  laws,  was  the 
threat  of  the  mail-order  houses.  They  were 
going  to  put  the  local  retailer  out  of  business. 
Then  came  the  chain  stores  — a sinister 
menace,  indeed,  if  you  read  pharmaceutical 
publications  of  the  ’20s.  Next  came  the  pine- 
board  stores  — and  we  saw  the  phenomenon 
of  the  chains  and  independents  combining 
forces  to  fight  a common  economic  enemy 
who  could  outclass  both  at  the  game  of  price- 
cutting.  The  variety  stores  furnished  their 
share  of  Hallowe’en  hoodoos  — and  for  many 
years  certain  wholesalers  carried  the  torch 
for  the  ten-cent  tables.  More  recently,  it  has 
been  the  supermarkets,  and  currently,  the 
house-to-house  peddlers,  that  furnish  the  fire- 
works for  these  oratorical  witch  hunts. 

You  may  look  back  into  almost  any  period 
of  Pharmacy’s  fifty  centuries  and  find  our 
predecessors  viewing  with  alarm  and  using 
the  timeworn  scareheads,  “Whither  Phar- 
macy?” and  “What’s  Wrong  with  Pharmacy?” 
You  pick  the  period  and  I’ll  wager  we  can 
find  a variant  of  these  phrases  in  the  remarks 
of  the  practitioners  of  the  day.  A case  in  point 
is  to  be  found  in  “Terra  Sigillata”  ■ — the 
“sealed  earth”  of  the  Island  of  Lemmos  in 
the  Grecian  Mediterranean  area,  immortal- 
ized in  one  of  our  History  of  Pharmacy  paint- 
ings. “Terra  Sigillata”  is  the  first  drug  prod- 
uct we  know  about  to  have  borne  a distinctive 
marking,  or  trade-mark.  Can’t  you  visualize 
the  traveling  salesmen  of  500  B.C.  extrolling 
the  medicinal  virtues  of  troches  made  from 
the  Kaolin-like  clay  far  and  wide  throughout 
the  then  known  world,  and  turning  their 
stocks  for  a swift  shekel?  But  here  and  there 
a jealous  competitor  sniffed  and  tasted  one 
of  the  highly  touted  pan-antidotal  troches 
and  said  to  himself,  “Clay?  Schmay!  I’ve  got 
some  good  mud  on  the  back  oasis.  I can  make 
one  just  as  good  for  half  the  price.”  Soon  the 
Lemnian  clay  compounders  felt  sales  falling 
off  due  to  imitators  who  whispered  in  the 
ears  of  ancient  apothecaries  something  like: 
“I  can  get  you  all  you  want  at  half  price — 
looks  just  the  same  — ■ sells  for  the  same  price 
— customers  won’t  know  the  difference.” 
Next,  the  Lemnians  slapped  the  impression  of 
a goat’s  head  seal  on  their  troches,  to  show 
that  they  were  the  genuine  article.  So,  com- 
petition, not  to  be  outdone,  came  up  with 
different-shaped  troches,  bearing  boars’  heads, 
stars,  and  any  number  of  devices,  and  the 


competition  got  hot.  I’ll  wager  that  someday 
an  archaeologist  is  going  to  dig  up  a tablet  or 
scroll  along  the  shores  of  the  Mediterranean 
wherein  some  apothecary  of  the  period  500 
B.C.  to  500  A.D.,  will  be  screaming  about  the 
number  of  brands  of  “terra  sigillata”  he  had 
to  carry  in  stock  because  the  medicoes  of  the 
day  listened  to  the  blandishments  of  som.e 
Phoenician  detail  men. 

So,  you  see,  Pharmacy  has  always  been  be- 
set with  troubles.  The  Arabs  noted  this  in  754 
A.D.  when  they  set  up  regulations  covering 
separate  apothecaiy  shops  in  the  Bagdad 
bazaar.  King  Frederick  the  Second  of  the 
Two  Sicilies  recognized  this  in  1240  A.D. 
when  he  separated  legally  the  profession  of 
Medicine  and  Pharmacy.  King  James  the 
First  of  England  likewise  took  cognizance  of 
it  in  1617,  when  he  granted  a charter  setting 
up  the  “Master,  Wardens,  and  Society  of  the 
Art  and  Mystery  of  the  Apothecaries  of  the 
City  of  London,”  much  against  the  wishes 
and  avarice  of  the  Guild  of  Grocers.  Again 
may  I refer  you  to  “A  History  of  Pharmacy 
in  Pictures”  for  details. 

In  fact,  you  can  probably  trace  troubles  of 
this  kind  right  back  to  the  Garden  of  Eden. 
Legend  has  it  that  it  was  an  apple  that  upset 
the  Eden  applecart  ■ — • but  it  seems  much  more 
likely  that  the  m’-orld’s  troubles  stemmed  not 
from  an  apple,  but  rather  from  a green  pair. 

Now,  I’ve  talked  quite  a bit  about  history. 
I realize,  of  course,  that  individual  interest  in 
things  historical  varies  greatly.  To  some 
people,  history  is  a lively,  fascinating  subject. 
Some  other  people  would  agree  with  the  great 
inventor,  Charles  F.  (Boss)  Kettering,  who 
once  said,  “History  is  the  ‘gonest’  thing  in  the 
world  . . However,  Kettering  also  said, 
shrewdly,  “I  want  to  turn  history  around  and 
look  where  we  are  going  for  a little  while  . . . 
We  can  do  something  about  the  unmade  his- 
tory . . 

Just  as  a m.eans  of  bringing  into  proper 
focus  history  as  a dynamic,  living  thing  — let 
us  consider  the  familiar,  modern  road  map. 
To  be  even  more  specific,  let  us  open  a high- 
way map  of  South  Dakota,  and  consider  the 
route  from  Brookings  to  Lead. 

Perhaps  no  one  knows  who  first  made  the 
trip  across  the  state  from  here  to  the  Black 
Hills.  Certainly  there  were  no  roads,  no 
bridges,  no'  maps.  Yet  some  intrepid  pioneer 
made  the  journey,  and  the  account  of  it  which 
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he  related  to  his  pioneer  friends  made  their 
journey  that  much  easier.  More  and  more 
people  made  the  trip,  and  each  contributed 
his  bit  to  blazing  the  trail.  Today,  you  have 
only  to  open  your  road  map,  fold  it  to  con- 
venient size,  and  follow  the  well-marked  trail 
over  the  best  of  engineered  highways.  So  long 
as  you  follow  the  map,  you  will  experience 
no  difficulty. 

What,  then,  is  this  road  map  but  living  his- 
tory — the  cumulative  distillate  of  the  ex- 
periences and  observations  of  countless  thous- 
ands of  people  who  have  gone  over  this  route 
before  you?  Yes  — this  road  map  is  the 
true,  living  record  of  history,  laid  out  to  guide 
you  and  make  your  future  journeys  easier. 

What,  then,  is  the  history  of  Pharmacy  but 
the  cumulative  experience  of  countless  thous- 
ands of  pharmacists  who  have  gone  before 
you?  It  is  the  essential  record  of  their  trials, 
errors,  ambitions,  failures,  triumphs,  and  de- 
feats. Put  together  and  interpreted  wisely, 
this  history  of  our  past  forms  a living  road 
map,  complete  with  directional  markers, 
mileage  charts,  warning  signals,  and  occas- 
sional detour  signs. 

Pharmacy  Problems  Not  Insurmountable 

Now  — I would  be  one  of  the  first  to  agree 
that  Pharmacy  has  its  problems;  and  that 
the  retail  pharmacist,  as  well  as  the  rest  of  us 
who  back  him  up,  has  to  be  on  his  toes  to 
survive  today.  There  is  no  doubt  that  there 
are  many  problems,  and  we  must  face  up  to 
them.  However,  my  point  is  — they  are  not 
insurmountable.  Nor  are  they  going  to  spell 
the  doom  of  drugdom.  Pharmacy  has  sur- 
vived countless  crises  just  like  the  six  in  this 
century  which  I mentioned  — and  today  it  is 
in  by  far  the  finest  and  proudest  period  of  its 
five  millennia.  But  we  cannot  sit  still;  we 
cannot  be  smug.  It  has  been  said  that  even 
though  you  are  on  the  right  track,  you’ll  get 
run  over  if  you  just  sit  there.  All  things 
come  to  him  who  waits  — but  they  come 
much  more  quickly  to  him  who  gets  up  off 
his  chair  and  goes  out  to  see  what’s  the  mat- 
ter! 

Nowadays  we  hear  a lot  of  talk  about  a 
recession.  As  far  as  I have  observed,  many 
parts  of  the  country  haven’t  experienced  re- 
cession; but  the  Detroit  area  where  I live  has 
been  hard  hit  — particularly  those  businesses 
associated  with  the  automotive  field.  But  al- 
most everywhere,  one  may  observe  people 


planting  the  seeds  of  a recession! 

What  do  I mean  by  “the  seeds  of  a reces- 
sion?” 

Lack  of  intelligent  salesmanship! 

Last  time  I bought  an  automobile  was  three 
years  ago.  Even  then,  I virtually  had  to  take 
it  away  from  the  salesman.  I haven’t  been 
contacted  by  an  automobile  salesman  since! 
I have  walked  through  showrooms,  only  to 
have  seen  salesmen  who  preferred  to  warm  a 
chair  rather  than  approach  prospective  cus- 
tomers. Is  it  any  wonder  that  the  automotive 
field  is  in  the  doldrums? 

You  can’t  blame  the  recession  on  lack  of 
money.  People  have  money.  Savings  accounts 
are  at  an  all  time  high.  But  people  are  not 
being  persuaded  to  buy.  They  are  not  being 
convinced  that  they  want  something  more 
than  their  money. 

The  automobile  people,  however,  have  no 
monoply  on  lack  of  selling  enthusiasm.  You 
see  it  on  all  sides,  every  day.  And  retail  sales- 
people are  no  exceptions  to  the  trend.  Any 
time  things  are  slow  at  your  store,  feel  the 
pulse  of  its  selling  enthusiasm.  Feel  that  of 
your  salespeople.  Feel  your  own.  You  may 
find  it  mighty  sluggish. 

Too  many  people  seem  to  be  charting  their 
personal  courses  by  loungetude  and  lassitude! 

If  business  starts  falling  off  in  your  city,  or 
your  store,  it  may  be  a good  idea  to  take  an- 
other look  at  one  of  those  little  cards  that 
have  been  going  around.  The  card  reads: 

“Are  you  helping  with  the  solution? 

— or  are  you  part  of  the  problem?” 
Pharmacy  Has  An  Unlimited  Horizon 

Again,  I want  to  come  back  to  my  title, 
“Pharmacy  Unlimited.”  Again  I want  to  em- 
phasize that  Pharmacy  today,  despite  its 
troubles,  has  advanced  far  beyond  any  posi- 
tion it  has  ever  previously  occupied  in  world 
civilization,  its  practitioners  enjoy  as  high  a 
public  respect  as  they  have  ever  been  ac- 
corded; their  economic  position  has  never 
been  surpassed;  and  their  future  looks  bright. 
Despite  the  impact  of  constant  change,  I be- 
lieve that  Pharmacy  has  an  unlimited 
horizon  before  it. 

Let  me  repeat  that  phrase  again  — I believe 
Pharmacy  has  an  unlimited  horizon  before  it. 
The  opportunities  for  public  service  that  lie 
ahead  are  tremendous;  and  never  have  we 
had  such  fine  tools;  such  excellent  facilities, 
for  working  toward  new  goals  in  health  ser- 
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vice.  I am  speaking  of  Pharmacy  as  the  whole 
profession  now  — all  segments  working  to- 
gether, as  indeed  they  must. 

To  illustrate  what  I have  in  mind,  let  me 
again  delve  into  the  past.  It  was  less  than 
200  years  ago  that  Pharmacist  Carl  Wilhelm 
Scheele  gave  us  some  of  the  world’s  greatest 
chemical  discoveries.  It  was  but  142  years 
ago  that  Pharmacist  Friedrich  Serturner  dis- 
covered the  first  alkaloid,  and  plant  med- 
ication began  to  make  sense.  It  was  but  79 
years  ago  that  the  first  standardized  drug 
preparation  was  placed  on  the  market.  Dread 
diphtheria  met  its  master  only  64  years  ago 
with  the  advent  of  biologicals.  Since  the  turn 
of  the  century,  countless  near-miracles  have 
been  wrought  in  the  research  laboratories  of 
Pharmacy’s  institutions. 

In  fact,  within  the  past  two  decades.  Phar- 
macy has  gone  through  a constructive  revo- 
lution the  like  of  which  the  world  has  never 
before  experienced  — and  you  and  I have 
been  a part  of  it.  Of  that  we  should  all  be 
proud! 

Have  you  ever  stopped  to  think  just  what 
this  has  meant?  To  Pharmacy?  To  humanity? 

To  Pharmacy,  it  has  meant,  despite  the 
grumbling  over  increased  inventories  and 
competition  of  products,  a phenomenal  in- 
crease in  store  traffic,  in  prescription  volume, 
and  in  dollar  profits.  I do  not  believe  any  of 
you  will  deny  this.  (Of  course,  you  may 
question  the  value  of  today’s  dollars  — but 
don’t  forget  that  there  was  one  thing  wrong 
with  that  nostalgic  old  dollar  that  used  to  buy 
three  times  as  much  — you  didn’t  have  it!) 

How  has  the  public  — the  folks  who  live  in 
our  communities  and  patronize  our  retail 
pharmacies  — how  have  they  fared  in  this 
revolution? 

They  have  gained  a tremendous  stake  — 
unprecedented  improvement  in  their  oppor- 
tunity for  better  health,  happiness,  and  in- 
creased longevity.  Largely  through  the  con- 
tributions of  pharmaceutical  research,  people 
have  nearly  twice  the  life  expectancy  today 
that  they  would  have  had  at  the  turn  of  this 
century. 

Pharmaceutical  Research  Powerful  Force 

I wonder  if  you  have  an  idea  of  just  what  a 
powerful  force  is  represented  by  that  term, 
pharmaceutical  research?  Do  you  know  what 
it  means  in  manpower,  hours  of  concentrated, 
dedicated  service?  Perhaps  some  figures  will 


interest  you.  These  are  rough  approximations 
— but  it  is  estimated  that  last  year  in  the 
United  States,  the  government  spent  211  mil- 
lion dollars;  the  drug  industry,  127  million 
dollars;  and  private  sources,  35  million  dollars 
on  research  alone.  This  reaches  the  stagger- 
ing total  of  more  than  $373,000,000.  Broken 
down,  this  means  that  approximately  $6,785 
was  spent  on  research  for  each  of  the  55,000 
retail  pharmacies  in  the  country!  Nearly 
$7,000  was  spent  to  channel  business  to  your 
store. 

Rulers  of  great  nations,  such  as  premiers 
or  presidents,  are  presumed  to  be  powerful 
people;  yet  Lincoln  and  Coolidge  each  lost  a 
son,  and  Harding  and  McKinley  lost  their 
own  lives  — all  due  to  infections  which  the 
best  medical  talent  of  their  day  was  un- 
equipped to  combat  successfully. 

Yet  today,  the  people  in  your  block  may  be 
spared  similar  agony,  because  there  is  re- 
liable relief  to  be  found  as  close  as  the  nearest 
pharmacy  to  which  they  may  take  their  pres- 
criptions. 

Let  us  not  forget  — and  let  us  not  permit 
the  public  to  forget  — that  neither  kings  nor 
potentates  nor  dictators  nor  millionaires, 
fifty  years  ago,  or  even  twenty-five  years  ago, 
could  possibly  have  bought,  demanded,  com- 
manded, stolen,  usurped  or  appropriated  for 
their  own  use  the  remedies  that  are  avail- 
able to  every  man,  woman  and  child  today 
through  any  retail  pharmacy  in  Canada  or 
the  United  States,  or  almost  anywhere  in  the 
free  world.  These  potent  pharmaceuticals 
simply  were  not  known  or  made,  even 
twenty-five  years  ago.  Yet  today  the  man  on 
the  street,  with  the  cooperation  of  his  phys- 
ician and  pharmacist,  may  easily  secure  the 
benefits  of  these  scientific  advances  for  him- 
self and  his  family. 

It  is  only  18  years  since  the  first  patient 
was  unsuccessfully  treated  with  penicillin  in 
England.  He  died  because  the  supply  of  peni- 
cillin was  exhausted  before  he  could  make  a 
complete  recovery.  Through  the  inventive 
and  productive  genius  of  the  pharmaceutical 
industry,  penicillin  production  rapidly  passed 
from  the  quart  flask  period  through  several 
steps  in  evolution  to  the  mammoth  tank  fer- 
menters; from  quantities  of  a few  grams  to 
tons.  From  a rare,  high-production-cost  drug 
of  dubious  purity,  penicillin  has  become  a 
mass-produced,  low-profit  pharmaceutical 
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staple.  Its  price  has  dropped  from  approx- 
imately $22  for  100,000  units  in  1942  to  less 
than  5 cents  per  100,000  units  today.  Many 
other  antibiotics,  and,  indeed,  pharmaceutical 
products  of  all  kinds,  have  followed  this 
downward  trend  in  cost  as  the  ingenuity  of 
the  pharmaceutical  profession  has  been 
brought  to  bear  on  problems  of  production 
and  distribution.  In  fact,  this  is  one  of  the 
paradoxes  of  the  pharmaceutical  profession — 
it  has  thrived  by  constantly  seeking  to  put 
itself  out  of  business  by  producing  more  po- 
tent and  effective  products  while  bringing 
down  the  cost  to  the  consumers  whom  it 
serves.  As  Dr.  George  Urdang,  the  great 
pharmaceutical  historian,  has  pointed  out,  the 
antibiotic  era  has  given  an  enormous  uplift  to 
the  trend  toward  changing  the  “drug  store” 
into  a “retail  pharmacy.” 

Indeed,  there  have  been  great  changes  in 
Pharmacy  in  the  past  few  decades.  Most  re- 
markably, this  change  has  occurred  within 
our  lifetime  — and  within  the  professional 
lifetime  of  not  a few  of  us! 

Change  is  perhaps  the  only  thing  in  Phar- 
macy that  does  not  change.  We  have  to  keep 
abreast  of  these  changes.  Public  preference 
will  shape  our  stores,  and  the  way  we  prac- 
tice our  profession,  at  all  levels  of  Pharmacy. 
Looking  backward  or  wishful  thinking  about 
the  “good  old  days,”  won’t  reverse  the  trend 
of  public  demand  — it  will  merely  cause  us 
as  individuals  to  lose  step  and  fall  behind  in 
the  parade  of  progress. 

Time  was  when  pharmacists  took  pride  in 
their  ability  to  dispense  extemporaneously. 
Long  after  standardization  became  the  rule, 
some  pharmacists  boasted  of  their  ability  to 
make  fluid  extracts  and  tinctures.  Many  could 
roll  pills  as  well  as  any  machine.  But  today, 
nearly  every  pharmacist  realizes  that,  within 
the  limits  of  his  own  dispensary,  even  under 
the  most  favorable  conditions,  he  could  not 
supply  his  customers  with  remedies  nearly 
so  potent,  so  pleasant,  so  elegant,  or  so  effec- 
tive as  those  turned  out  by  his  fellow  phar- 
macists in  the  great  pharmaceutical  manufac- 
turing laboratories.  Today’s  potent  medicines 
demand  of  the  people  who  make  them  train- 
ing and  experience  in  many  specialties,  and 
the  best  of  scientific,  engineering  and  control 
facilities  — not  to  mention  a tremendous  fi- 
nancial outlay. 

Today’s  patient  isn’t  interested  in  whether 


the  retail  pharmacist  compounded  his  pres- 
cription or  merely  dispensed  a product  com- 
pounded by  a manufacturing  pharmacist.  The 
only  thing  he  is  interested  in  is  results.  He 
wants  to  get  well  as  soon  as  possible  — and 
the  only  place  to  which  he  can  take  his  pres- 
cription and  get  the  new,  modern  medicines 
that  will  restore  his  health  is  the  retail  phar- 
macy. And  he  will  continue  to  bring  his  pres- 
cription there  so  long  as  the  pharmacist  lives 
up  to  the  responsibilities  of  his  profession. 

Apothecary  Art  Not  Lost 

The  art  of  the  apothecary  is  not  a lost  art 
today,  despite  the  cynics.  The  pharmacist’s 
art  today  is  in  his  knowledge,  rather  than  in 
the  skill  of  his  hands.  His  responsibilities  to- 
day are  far  greater  than  those  which  were 
expected  of  his  father  or  grandfather.  Recog- 
nizing this,  pharmaceutical  educators  have 
risen  to  the  challenge,  and  we  may  expect 
our  new  crops  of  pharmacists  to  be  better 
fitted  than  we  to  meet  the  new  demands  upon 
us.  When  we  hear  critics  of  our  advancing 
educational  standards,  let  us  remember  that 
a professional  man  without  education  and 
literature  is  but  a mere  mechanic. 

And,  while  we  are  talking  about  this  sub- 
ject of  education  — let  me  say  a few  words 
about  encouragement  of  young  people  to 
enter  upon  Pharmacy  as  a career.  Here  again 
is  an  unlimited  field  for  the  development  of 
Pharmacy.  We  have  done  our  best;  we  must 
look  to  the  young  folks  coming  up  to  carry 
on,  finish,  improve  upon,  and  perfect  the 
work  we  have  begun.  So,  let  each  of  us  enter 
upon  our  own,  personal  recruitment  cam- 
paign for  Pharmacy.  Let  us  extend  a hand, 
(and,  perhaps,  some  financial  help  where 
necessary)  to  some  young  man  or  woman 
who  has  promise  of  what  it  takes  to  become  a 
good  pharmacist.  Remember,  many  of  us 
could  not  be  here  but  for  such  help. 

Now,  I’d  like  to  take  advantage  of  the  fact 
that  I am  a member  of  the  South  Dakota 
Pharmaceutical  Association,  and  express  a 
personal  opinion  regarding  one  of  the  im- 
portant subjects  before  this  convention  — 
the  proposed  new  regulations  for  the  conduct 
of  a pharmacy. 

May  I commend  your  officers  and  leaders 
for  their  courage  in  drafting  these  regula- 
tions. May  I also  express  the  hope  (and  again 
(Continued  on  Page  476) 
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FAIR  TRADE  AND  THE  86TH  CONGRESS 


When  the  86th  Congress  meets  on  January 
20, 1959  for  its  sessions  which  will  go  well  into 
1960  — the  presidential  election  year  — it  will 
be  in  position  to  pick  up  Federal  fair  trade 
legislation  where  the  85th  Congress  left  off. 

While  the  Congress  just  adjourned  did  not 
enact  the  legislation  sought  by  supporters  of 
fair  trade,  much  of  the  necessary  preliminary 
work  was  accomplished: 

H.R.  10527  was  introduced  in  the  House  of 
Representatives  by  Rep.  Oren  Harris  (D. 
Ark.),  chairman  of  the  House  Interstate  and 
Foreign  Commerce  Committee.  Companion 
bills  were  introduced  by  Representatives 
Thor  S.  Tollefson  (R.,  Wash.)  H.R.  10770; 
Thomas  M.  Felly  (R.,  Wash.)  H.R.  10847; 
George  P.  Miller  (D.,  Cal.)  H.R.  11048;  Samuel 
N.  Friedel  (D.,  Mo.)  H.R.  11216;  and  Torbert 
H.  Macdonald  (D.,  Mass.)  H.R.  11264. 

S.  3850  was  introduced  in  the  Senate  by 
Senators  Hubert  Humphrey  (D.,  Minn.)  and 
William  Proxmire  (D.,  Wise.). 

A significant  point  was  scored  when  the 
House  and  Senate  bills  were  referred  to  the 
respective  Interstate  and  Foreign  Commerce 
Committees. 

Public  hearings  on  H.R.  10527  were  held 
and  completed  by  the  Sub-Committee  on 
Commerce  and  Finance,  headed  by  Rep.  Peter 
F.  Mack,  Jr.,  of  Illinois,  of  the  House  Com- 
mittee. 

* Reprinted  from  “Fair  Trade  Newsletter,”  pub- 
lished by  the  Bureau  of  Education  on  Fair  Trade, 

August  1958. 


Mr.  Mack’s  Sub-Committee  reported  favor- 
ably on  H.R.  10527  to  the  full  House  Inter- 
state and  Foreign  Commerce  Committee. 

Mr.  Mack’s  Sub-Committee  redrafted  por- 
tions of  H.R.  10527  primarily  to  clarify  the 
intent  of  the  bill  and  to  strengthen  it  against 
attacks  on  constitutionality.  The  revised  bill 
has  our  unqualified  support;  and  it  will,  pre- 
sumably, be  the  bill  which  is  introduced  when 
the  86th  Congress  convenes. 

Public  hearings  on  S.  3850  were  begun  by 
the  Special  Sub-Committee  on  Fair  Trade, 
headed  by  Senator  Alan  Bible  of  Nevada,  of 
the  Senate  Interstate  and  Foreign  Commerce 
Committee.  These  hearings  are  expected  to 
continue  through  1958. 

Parallel  public  hearings  were  held  and  com- 
pleted by  the  Sub-Committee  on  Retailing, 
Distribution  and  Fair  Trade  Practices,  headed 
by  Senator  Humphrey,  of  the  Senate  Select 
Committee  on  Small  Business. 

In  short  much  of  the  preliminaries  of  the 
legislative  process  were  completed  or  are 
nearing  completion. 

Hearings  Surprise-Less 

The  House  and  Senate  Sub-Committee 
hearings  produced  few,  if  any,  surprises.  Op- 
ponents including  government  agencies  ex- 
pected to  testify  against  H.R.  10527  and  S. 
3850  did  so.  Representatives  of  two  newly- 
created  organizations,  whose  sponsorship  and 
source  of  funds  were  not  disclosed,  likewise 
testified  against  the  bills  and  implied  they 
would  work  to  organize  the  opposition.  These 
new  groups  style  themselves  “National  Anti- 
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Price-Fixing  Association,”  whose  executive 
secretary  testified  before  the  House  Sub- 
Committee  as  representing  two  Florida  price- 
cutters;  and  “Consumers  Information  Bur- 
eau,” which  represents,  according  to  pub- 
lished reports,  a number  of  price-cutters. 

Opponents  who  argued  that  only  druggists 
were  interested  in  fair  trade  could  not  have 
been  surprised  that  proponents  testifying  at 
the  hearings  included  representatives  of  these 
other  fields:  appliance,  audio-visual,  books, 
clothing  and  furnishings,  filling  stations, 
hardware,  jewelry,  motor  accessories  and 
equipment,  photo,  sporting  goods,  tobacco. 
And  those  who  professed  to  believe  that  only 
retailers  really  want  fair  trade  found  them- 
selves refuted  by  testimony  of  manufacturers 
in  such  fields  as  bedding,  bicycles,  cosmetics, 
drugs,  electrical  appliances,  hardware,  house- 
wares  and  pens. 

Alger  of  Texas 

Opponents  of  H.R.  10527  and  of  S.  3850 
argued  in  hearings  before  the  House  and 
Senate  Sub-Committees  that  these  bills  were 
alien  to  our  free  enterprise  system  because 
they  would  eliminate  price  competition.  This 
is  also  the  sense  of  the  extension  of  remarks 
of  Rep.  Bruce  Alger  (R.,  Texas)  printed  in 
the  Congressional  Record  August  4 and 
August  6. 

In  support  of  his  own  strong  opposition,  Mr. 
Alger  cited  portions  of  editorials  appearing  in 
Texas  newspapers.  If  the  writers  of  these 
editorials  are  so  concerned  over  what  they 
conceive  to  be  the  danger  in  permitting  a 
manufacturer  to  establish  the  resale  price  of 
his  identified  product,  why  do  these  news- 
papers themselves  establish  and  dictate  to 
their  newsdealers  the  price  at  which  they 
must  sell  their  respective  papers  to  the  pub- 
lic? 

These  newspapers  do  so  legally,  not  through 
fair  trade  or  the  bills  pending  in  the  Congress, 
but  through  a form  of  distribution  known  as 
consignment  selling.  Fair  trade  provides  more 
safeguards  for  the  consumer  than  consign- 
ment selling  because  it  requires  that  a 
product  on  which  the  manufacturer  wishes 
to  establish  the  resale  price  must  be  in  free 
and  open  competition  with  articles  of  the 
same  general  class  produced  by  others.  There 
is  no  such  requirement  upon  newspaper  pub- 
lishers and  others  who  engage  in  consignment 
selling. 


As  a matter  of  fact,  the  newspapers  go  even 
farther  than  fair  trade  law  would  permit  a 
manufacturer  to  go.  They  participate  in  a 
plan  of  payment  under  which  all  advertising 
agencies  are  freed  from  price  competition 
with  each  other.  These  newspapers  pay  pre- 
cisely the  same  15  per  cent  commission  to  ad- 
vertising agencies,  regardless  of  the  latter’s 
merit  or  efficiency.  Under  fair  trade,  it  is  un- 
lawful for  anybody  to  participate  in  a scheme 
under  which  competing  manufacturers  re- 
move their  products  from  price  competition 
with  each  other.  Incidentally,  it  should  be 
noted  that  the  elimination  of  price  compe- 
tition among  advertising  agencies  has  not 
eliminated  competition  among  them.  Such 
competition  has  never  been  more  intense. 

Even  if  the  legal  mechanism  of  consign- 
ment selling  were  not  available,  we  believe  it 
should  be  proper  for  a newspaper  to  establish 
the  absolute  retail  price  of  his  paper.  Who 
ever  heard  of  requiring  anybody  to  compete 
with  himself  on  the  price  of  his  own  product 
identified  by  his  own  brand  name?  No  manu- 
facturer is  in  price  competition  with  himself 
when  he  sells,  as  newspapers  do,  through  con- 
signment selling,  or,  as  others  do,  through 
house-to-house  canvassers,  or  stores  owned 
by  manufacturers  or  a variety  of  other  means. 
Nor  is  the  owner  of  a private  brand  in  price 
competition  with  himself.  These  people  fix 
the  absolute  price  at  which  their  brands  must 
be  sold  to  the  consumer.  Whatever  the  effects 
on  the  economy  and  on  the  shopper,  if  any, 
of  fair  trade,  precisely  the  same  effects  must 
result  from  the  use  of  price  maintenance 
authorized  legally  under  these  other  systems. 
The  fact  that  there  is  technical  rationale  for 
these  other  systems  in  no  way  mitigates  the 
effects. 

There  are  many  manufacturers  who  prefer 
to  place  the  pricing  power  of  their  products 
in  the  hands  of  retailers.  Neither  H.R.  10527 
nor  S.  3850  would  require  these  manufac- 
turers to  withdraw  that  power  from  the  re- 
tailer and  exercise  it  themselves.  On  the  other 
hand  there  are  thousands  and  thousands  of 
manufacturers  who  prefer  to  withdraw  their 
identified  products  from  price  competition, 
each  with  itself  but  each  in  price  competition 
with  articles  of  similar  class  produced  by 
others.  Their  reason  for  doing  so  is  the  same 
as  that  which  inspires  newspapers  to  do  so. 
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namely,  as  means  of  protecting  the  goodwill 
symbolized  by  their  trademarks  and  the 
preservation  of  these  mass  distribution  sys- 
tems. Give  the  distributor  no  profit  on  the 
sale  of  a newspaper,  or  of  any  other  article, 
and  you  will  soon  find  that  fewer  dealers  are 
handling  the  paper  or  other  articles.  Fewer 
dealers  mean  loss  of  sales  which  means  less 
revenue  and  less  employment  by  the  manu- 
facturer or  publisher.  This  isn’t  good  for  any- 
body, including  the  consumers  who  buy  the 
cut-price  article. 

Other  Opposition  Arguments  Refuted 

Opponents  of  fair  trade,  both  appearing  be- 
fore the  Sub-Committees  and  expressing 
themselves  editorially,  offered  other  opinions 
to  buttress  their  opposition.  But  they  dis- 
guised these  opinions  as  statements  of  fact, 
which  they  are  not.  For  example,  they  said 
flatly  that  price-fixing  by  manufacturers  is 
definitely  harmful  to  small  business.  This  has 
always  been  the  argument  of  opponents  try- 
ing to  tell  small  businessmen  that  they  are 
foolish  to  trust  their  own  bitter  experience 
with  price-cutting  by  giant  competitors. 

The  opponents  went  even  farther.  They  as- 
serted that  price-cutting  on  national  brands 
is  the  small  retailers’s  greatest  weapon.  In 
fact,  in  any  price  war  the  winner  must  be  the 
retailer  with  the  most  dollars  because  he  can 
stand  the  losses  — when  there  are  losses  — 
better  than  competitors  with  inferior  dollar 
resources.  For  the  small  retailer  to  start  a 
price  war  in  an  age  when  giant  retailers  are 
available  to  do  battle  is  like  a tiny  nation  de- 
claring war  on  a major  power. 

Then  we  are  told  that  fair  trade  promotes 
private  brands  for  big  operators.  The  fact  is 
that  big  operators  have  gone  in  for  private 
brands  because  of  the  expectation  that  they 
will  realize  larger  profits  from  the  sale  of 
these  store-controlled  brands  than  they  do 
from  national  brands.  Price-cutting  on  na- 
tional brands  only  accelerates  private  brand 
development.  It  is  significant  that  private 
brands  have  flourished  in  states  that  never 
had  fair  trade  and  that  private  brands  flour- 
ish in  classifications  of  merchandise  like  big 
ticket  electrical  appliances  which  are  not 
fair-traded  anywhere. 

Similarly,  opponents  of  H.R.  10527  and  S. 
3850  tried  to  convince  the  Sub-Committees 
that  fair  trade  gave  birth  to  the  discount 
house.  Apparently,  they  are  not  familiar  with 


the  history  of  this  type  of  business.  Discount 
houses  existed  long  before  fair  trade  was  ever 
known.  Since  enactment  of  the  first  fair 
trade  law  in  California,  discount  houses  have 
existed  in  non-fair  trade  as  well  as  in  fair 
trade  areas.  Finally,  discount  houses  sell 
many  classifications  of  goods  which  were,  for 
all  practical  purposes,  never  fair-traded  at 
all. 

Effect  on  Consumer 

And,  of  course,  all  opponents  charge  that 
fair  trade  costs  the  consumer  money.  This  as- 
sertion is  made  despite  the  observation  of  an 
independent  organization.  Dun  & Bradstreet, 
that  the  effect  of  fair  trade  prices  on  the  con- 
sumer cannot  be  determined  unless  and  until 
the  effect  of  such  pricing  on  other  prices  in 
the  same  retail  establishments  is  determined. 
Nobody  has  made  such  determination.  What 
we  do  know  is  that  the  consumer  is  given  the 
full  protection  of  alternatives  in  the  market- 
place. She  has  wide  choice  among  articles 
of  similar  class,  which  include  private  brands 
as  well  as  national  brands,  some  of  them  fair- 
traded,  some  of  them  not.  If  she  thinks  a fair 
traded  national  brand  is  not  priced  right,  she 
is  going  to  buy  another  brand.  There  is  no 
judgment  more  conclusive  to  any  manufac- 
turer. 

It  seems  utterly  unrealistic  to  argue,  in  the 
face  of  the  intense  competition  among  articles 
of  similar  class,  that  fair  trade  raises  retail 
prices  because  it  creates  competition  among 
manufacturers  to  give  higher  and  higher 
profits  to  each  level  of  distribution.  What  can 
be  demonstrated  as  a fact  is  that  fair-traded 
items  have  held  the  line  against  inflation 
better  than  all  other  articles  of  merchandise 
in  the  economy. 

The  members  of  the  Sub-Committees  were 
also  asked  to  believe  that  the  enactment  of 
H.R.  10527  and  S.  3850  would  eventually  bring 
retailers  under  the  control  of  manufacturers. 
In  fact,  there  are  very  many  retailers  in  to- 
day’s market  who  are  as  big  or  bigger  than 
most  of  the  manufacturers  with  whom  they 
do  business.  The  more  small  retailers  are 
squeezed  out  of  existence  by  price-cutting  — 
and  they  surely  will  be  — the  bigger  the  re- 
maining retailers  will  become.  Who  would 
say  that  Sears,  A & P,  Montgomery  Ward, 
Walgreen  are  going  to  be  gobbled  up  by  any 
manufacturer? 
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Fellow  Pharmacists: 

It  has  just  been  my  pleasure  to  serve  as  one  of  your  delegates  to  the  60th  National  Asso- 
ciation of  Retail  Druggists  Convention  in  Philadelphia.  It  was  one  of  the  duties  which  I sin- 
cerely enjoyed.  On  our  return  trip  from  Philadelphia,  my  wife  and  I visited  friends  of  ours 
in  the  nation’s  capitol,  Washington,  D.  C.  The  friends  we  visited  were  formerly  from  Alcester, 
South  Dakota  now  with  the  foreign  service  with  an  office  in  Washington.  This  trip,  my  first 
to  the  eastern  states  was  a wonderful  experience,  one  which  I will  never  forget.  We  visited 
many  historic  places  in  both  Philadelphia  and  in  Washington. 

The  National  Association  of  Retail  Druggists  Convention  was  wonderful.  We  had  many 
very  fine  speakers,  an  excellent  drug  show  with  good  exhibits,  and  entertainment  that  only 
Philadelphia  could  provide.  We  made  many  new  acquaintances  and  visited  with  friends  that 
we  had  made  at  previous  conventions. 

The  convention  involved  two  major  issues  which  were  both  discussed  quite  consider- 
ably. The  first  issue  and  probably  the  most  prominent  was  Fair  Trade.  Considerable  amount 
of  time  was  spent  on  why  Fair  Trade  legislation  was  not  passed  in  the  last  session  of  Congress, 
and  also  what  can  be  done  at  the  next  session,  which  starts  in  January,  to  further  enhance  our 
chances  of  getting  a new  Fair  Trade  Law.  It  is  going  to  be  a tough  fight,  an  uphill  battle  all 
the  way,  but  will  be  a great  asset  to  all  small  business  men  of  the  United  States  IF  we  can  get 
it  through.  If,  during  1959,  you  are  asked  to  help,  please  do.  Let’s  make  sure  South  Dakota 
does  our  share. 

There  is  also  going  to  be  a new  program  initiated  this  year  by  our  good  friend  and  neigh- 
bor, Angus  Taylor  of  Minnesota,  President  of  the  National  Association  of  Retail  Druggists. 
This  is  to  be  a new  Public  Relations  and  Publicity  Program  sponsored  by  the  National  Associa- 
tion of  Retail  Druggists.  Much  of  the  program  is  to  be  on  a national  level,  but  also  a great 
amount  of  material  will  be  available  for  state  use.  Much  of  the  success  of  this  program  will 
depend  upon  its  use  at  the  state  level  and  also  in  our  own  local  advertising.  This  program 
will  soon  get  started.  Watch  for  it  in  the  National  Association  of  Retail  Druggists  Journal  and 
send  for  the  first  set  of  material. 

VERE  LARSEN 
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METI-DERM  WITH  NEOMYCIN  AEROSAL 

Description:  Each  150  gram  pressurized  spray 
container  combines  50  mg.  of  prednisolone 
and  50  mg.  of  neomycin  sulfate. 

Use:  Particularly  indicated  in  cases  of  allergic 
skin  disorders  where  the  area  has  become 
infected,  or  where  prevention  of  infection 
is  desired. 

Dosage:  The  drug  is  applied  by  means  of  a 
fine  three-second  spray. 

Dosage  Form:  150  gm.  pressurized  spray  con- 
tainer. 

Source:  Sobering  Corporation. 

Sterotril 

Description:  A combination  of  2.5  mg.  of  pred- 
nisone (Meticorten)  and  2 mg.  of  perphena- 
zine (Trilafon)  in  tablet  form. 

Use:  The  product  is  marketed  for  the  patient 
with  a steroid-responsive  disease  combined 
with  a stress  overlay. 

Dosage:  The  dosage  depends  on  the  prognosis 
and  severity  of  the  condition.  For  acute 
conditions  or  initial  suppressive  therapy,  2 
tablets  are  recommended  three  or  four 
times  daily.  For  maintenance  therapy,  or 
for  those  patients  who  do  not  require  more 
than  10  mg.  of  Meticorten  for  initial  ther- 
apy, the  suggested  dose  is  one  tablet  four 
times  a day. 

Dosage  Form:  Stock  package  of  30  or  100  tab- 
lets. 

Source:  Schering  Corporation. 

Compocillin-VK  Granules 

Description:  Compocillin-VK  is  the  potassium 
salt  of  penicillin  V.  The  granules  are  read- 
ily soluble,  and  when  reconstructed  with 
water  by  the  pharmacist  make  a clear. 


cherry-flavored  solution  for  oral  adminis- 
tration. 

Use:  For  the  treatment  of  all  infections  amen- 
able to  oral  penicillin  therapy. 

Dosage:  In  acute  infections  the  range  is  from 
125  mg.  (200,000  units)  three  times  daily  to 
250  mg.  (400,000  units)  every  four  hours. 
Dosage  should  be  adjusted  within  this 
range,  according  to  the  severity  of  the  in- 
fection and  the  response  of  the  patient. 
Adult  doses  may  be  reduced  in  proportion 
to  age  and  weight  of  the  child. 

Dosage  Form:  Supplied  as  1 gm.  in  40-ml 
bottles  and  as  2 gm.  in  80-ml.  bottles.  The 
addition  of  24  ml.  of  water  to  the  40-ml. 
size,  or  48  ml.  of  water  to  the  80-ml.  size 
makes  a solution  containing  125  mg.  (200,- 
000  units  of  potassium  penicillin  V in  each 
5-ml.  teaspoon.  The  solution  must  be  re- 
frigerated where  it  will  retain  potency  for 
a period  of  two  weeks. 

Source:  Abbott  Laboratories. 

V-Cillln  K,  Pediatric 

Description:  Dry,  granular  form  of  penicillin 
V potassium  which  upon  reconstitution  by 
the  pharmacist  makes  a smooth,  orange- 
colored  solution. 

Use:  Indicated  in  all  infections  known  to 
respond  to  penicillin  therapy. 

Dosage:  The  usual  pediatric  dose  in  mild  and 
moderately  severe  infections  is  125  mg. 
(one  5-ml.  teaspoonful)  every  4 to  6 hours. 
In  severe  infections,  250  mg.  may  be  given 
every  4 to  6 hours. 

Dosage  Form:  Supplied  in  40-ml.  and  80-ml. 
bottles. 

Source:  Eli  Lilly  and  Company. 
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Mi-C@brin  T 

Description:  A vitamin-mineral  tablet  in- 
tended to  provide  adequate  amounts  of 
recognized  vitamins  and  minerals  for  thera- 
peutic action. 

Use:  In  conditions  that  result  from  inade- 
quate intake  or  from  a deficiency  in  vi- 
tamin absorption. 

Dosage:  One  tablet  daily  or  according  to  the 
needs  of  the  patient. 

Dosage  Form:  Tablets  in  bottles  of  30,  100  and 

1,000. 

Source:  Eli  Lilly  and  Company. 

Temaril 

Description:  Tablets  and  syrup  containing  in 
each  tablet  or  each  5-ml.  teaspoonful  of 
syrup  2.5  mg.  of  trimeprazine  tartrate 
which  is  dl-10-(3-dimethylamino-2-methyl- 
propyl)-phenothiazine. 

Use:  In  the  treatment  of  mild  and  severe 
pruritus. 

Dosage:  Usual  dose  is  5 mg.  at  bedtime  and 
2.5  mg.  at  breakfast  and  lunch.  When  itch- 
ing is  primarily  a nighttime  problem,  doses 
of  5 to  10  mg.  at  bedtime  may  be  effective 
without  supplementary  daytime  doses. 
Many  children  (ages  2-12)  will  obtain  relief 
with  2.5  mg.  at  bedtime.  If  required,  a 2.5 
mg.  dose  may  also  be  administered  at  one  or 
two  meals  daily. 

Dosage  Form:  Syrup  in  4 oz.  bottles;  Tablets, 
2.5  mg.,  in  bottles  of  50. 

Source:  Smith,  Kline  and  French. 

Protef  Suppositories 

Description:  Each  suppository  contains:  Cor- 
tef  (hydrocortisone)  acetate,  15  mg.,  neo- 
mycin sulfate,  15  mg.  in  a water-miscible 
base  designed  to  melt  slowly  at  body  tem- 
perature. 

Use:  Indicated  in  anal  fissure,  postoperative 
edema,  radiation  proctitis,  cryptitis,  papil- 
litis, nonspecific  localized  proctitis,  anusitis, 
mechanical  trauma,  irritation,  postopera- 
tive treatment  of  fistulectomy,  hemor- 
rhoidectomy. 

Dosage:  Cleanse  affected  area  with  water,  re- 
move foil  wrapper,  moisten  suppository 
with  water  and  insert  gently,  may  be  re- 
peated two  to  four  times  a day. 

Dosage  Form:  Twelve  foil-wrapped  supposi- 
tories per  package. 

Source:  The  Upjohn  Company. 


Polaramine 

Description:  The  dextrorotatory  isomer  of 
chlorpheniramine  (chlor-trimeton). 

Use:  Studies  show  that  practically  all  of  the 
antihistamine  activity  of  chlorpheniramine 
exists  in  the  dextro  isomer.  The  resolution 
of  racemic  chlorpheniramine  was  recently 
accomplished  and  the  dextro  isomer  is 
being  marketed  as  polaramine. 

Dosage:  Because  of  the  increased  effective- 
ness, dosage  will  be  approximately  one  half 
that  of  chlor-trimeton. 

Dosage  Form:  2 mg.  tablets  and  6 mg.  repeat 
action  tablets. 

Source:  Sobering  Corporation. 

Anusol-HC  Suppositories 
Description:  Hemorrhoidal  suppository;  same 
formula  as  regular  Anusol  Suppositories 
with  addition  of  10  mg.  hydrocortisone  ace- 
tate. 

Use:  For  the  relief  and  treatment  of  acute  and 
chronic  proctitis,  hemorrhoids  and  pruritis 
of  the  anus  especially  when  these  con- 
ditions are  accompanied  by  severe  inflam- 
mation. 

Dosage:  One  suppository  in  the  morning  and 
one  at  bedtime  for  three  to  six  days  or  as 
directed.  When  inflammation  has  subsided, 
the  use  of  regular  Anusol  Suppositories  is 
recommended  as  long  as  necessary  to  com- 
plete healing. 

Dosage  Form:  Boxes  of  12  individually  foil- 
wrapped  suppositories. 

Source:  Warner-Chilcott  Laboratories. 

JUNIOR  PHARMIC 
RECEIVES  NATIONAL  AWARD 
Terrie  Teuber,  junior  pharmacy  student 
from  Redfield,  was  the  1958  recipient  of  the 
Zada  M.  Cooper  Award. 

Presented  each  year  to  a member  of  Kappa 
Epsilon,  the  national  award  consists  of  a $100 
scholarship.  The  award  is  given  to  the  woman 
pharmacy  student  who  best  exemplifies  high 
scholarship  and  professional  merit. 

Named  in  honor  of  Miss  Zada  M.  Cooper, 
long-time  instructor  at  the  College  of  Phar- 
macy, University  of  la.,  the  scholarship  was 
established  by  Kappa  Epsilon  as  a tribute  to 
her  high  standards  of  personal  conduct  and 
scholastic  achievement.  In  transmitting  the 
award  the  officers  of  Kappa  Epsilon  state, 
“Miss  Cooper  has  probably  done  more  than 
any  other  person  to  improve  the  status  and 
stature  of  women  in  the  profession  of  phar- 
macy.” 
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PHARMACY  UNLIMITED— 

(Continued  from  Page  469) 
may  I point  out  that  this  is  purely  personal), 
that  you,  the  members  of  the  South  Dakota 
Pharmaceutical  Association,  will  have  the 
courage  to  go  along  with  this  program  and 
make  it  work.  This  is  doing  something  about 
History. 

As  one  of  your  members  who  lives  outside 
your  state,  I can  tell  you  that  the  eyes  of  the 
nation  are  upon  you.  You  are  the  first  group 
of  pharmacists  in  the  country  with  the  cour- 
age to  try  the  only  legal  and  reasonable  way 
to  handle  the  problem  of  restrictive  sales  of 
drugs — provision  for  providing  real  and  ade- 
quate protection  to  the  public.  Only  by  action 
can  this  be  accomplished;  mere  lip  service 
will  not,  and  has  never,  sufficed. 

Ladies  and  gentlemen  of  South  Dakota,  I 
hope  you  demonstrate  to  the  nation  that  it 
can  be  done! 


All  of  these  things,  ladies  and  gentlemen, 
fellow  pharmacists,  are  positive,  constructive 
signs.  They  point  to  better  things.  They  in- 
dicate progress  — and  that  we  are  going 
forward,  not  backward.  They  indicate  that 
Pharmacy,  indeed,  has  an  unlimited  potential 
for  constructive  public  service,  for  coopera- 
tion with  other  members  of  the  health  team, 
and  for  the  improvement  and  benefit  of  its 
own  practitioners. 

But  — do  we  have  an  inferiority  complex? 
Do  we  rate  ourselves  lower  than  does  the 
public? 

I can  think  of  no  better  suggestion  than  to 
quote  Dr.  Paul  Briggs,  Executive  Secretary 
of  The  American  Foundation  for  Pharmaceu- 
tical Education,  who,  referring  to  this  prob- 
lem of  Pharmacy  recently,  advised  — - “Look 
in  the  mirror.” 

Let’s  take  a look  at  ourselves  — then  set 
our  sights  on  our  horizon  — Pharmacy  Un- 
limited! 


(jmtm 

INSURANCE  COMPANY  OF  IOWA 
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"Thank  goodness,  I was  fully  covered." 

We  at  Druggists'  Mutual  have  heard  these  words  spoken  by  a happy,  relieved  drug  store 
owner  many,  many  times  in  the  past  49  years. 

And  we  have  derived  immense  satisfaction  through  seeing  many  fine  businesses  continued 
without  serious  lapse  or  interruption  — all  provided  through  a Druggists'  Mutual  insurance 
policy. 

Yes,  Druggists'  Mutual  has  been  a 'good  friend'  in  time  of  need  for  many  drug  store  owners. 
We  want  to  be  YOUR  'good  friend',  too. 

URGENT 

Most  disastrous  drug  store  fire  losses  accur  in  the  cold  winter  months.  We  urge  you  to  make 
a check  of  the  extent  of  your  own  insurance  coverage  — ■ is  it  adequate?  A Druggists'  Mutual 
representative  is  always  available  to  counsel  with  you,  without  obligation. 

HOME  OFFICES 
ALGONA,  IOWA 

All  Policies  Non-Assessable 
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KAPPA  PSI  CHAPTER 
INSTALLED  AT  SDSC 

The  Gamma  Kappa  Chap- 
ter of  Kappi  Psi  National 
Pharmaceutical  Fraternity 
was  officially  installed  on  the 
South  Dakota  State  College 
Campus  October  17.  The 
granting  of  the  charter  took 
place  at  a banquet  for  the 
members,  their  guests  and 
the  pledges. 

Eighteen  Pharmacy  under- 
graduate students,  one  grad- 
uate student,  and  three  fac- 
ulty were  taken  into  full 
membership  during  an  after- 
noon ceremony. 

Installing  officer  was  Dr. 
Milton  L.  Neuroth,  Head  of 
Department  of  Pharmacy  of 
the  Medical  College  of  Vir- 
ginia. Dr.  Neuroth  is  the 
Grand  Regent  of  Kappa  Psi. 

Officers  of  the  chapter  are 
Cornelius  O’Hearn,  Regent; 
Jack  Winder,  Vice-Regent; 
Merlin  Jueneman,  Treasurer; 
Richard  King,  Secretary; 
Larry  Leighton,  Historian; 
and  Darryl  Steering,  Chap- 
lain. 

Members  initiated  into  the 
professional  organization  are: 
Donald  A.  Christopherson, 
Bath;  Harold  L.  Doeden, 
Fulda,  Minn.;  Norval  G. 


PHARMACY 


Luke,  Brookings;  Anton  E. 
Melin,  St.  Paul,  Minn.;  Paul 
E.  Noll,  Aberdeen;  Vernon 
Olson,  Brookings;  Glenn  R. 
Reecy,  Brewster,  Minn.; 
Richard  L.  Robbins,  Howard; 
Jim  W.  Roeman,  Rock 
Rapids,  Iowa;  James  A.  Thor- 
son,  Brookings;  John  R.  Ul- 
stad,  Brookings;  and  Kenneth 
W.  Urquhart,  Brookings. 

In  order  to  be  eligible  for 
membership  a candidate 
must  have  a 2.0  grade  point 
average  and  be  in  his  second 
year  of  college. 

The  objective  of  the  new 
chapter  includes  the  support 
and  active  participation  in  all 
projects  which  will  advance 
the  profession.  As  one  of  its 
projects  Gamma  Kappa 
Chapter  has  taken  on  the 
complete  responsibility  for 
organizing  and  conducting 
the  Heart  Fund  Campaign 
for  the  Brookings  area. 


K-E  PLEDGES 
SEVEN 

Chi  Chapter  of  the  Kappa 
Epsilon  National  Women’s 
Pharmaceutical  Fraternity 
pledge  seven  sophomore  wo- 
men to  membership  recently. 

Named  were  Audrey  Even- 


huis,  Hawarden,  Iowa;  Mar- 
ilyn Holland,  Wentworth; 
Delores  Johnson,  Westbrook, 
Minn.;  Sharon  Mix,  Brook- 
ings; Deanna  Sell,  Fairfax, 
Minn.;  Malda  Spolans,  Nun- 
da;  and  Excellda  Watke,  Al- 
vord,  Iowa. 

Officers  of  the  organization 
for  the  1958-59  school  year 
are  Roberta  Herzog,  Mitchell, 
President;  Terrie  Teuber, 
Redfield,  Vice-President;  and 
Greta  Houtman,  Volga,  Sp'^- 
retary-Treasurer. 


S.  D.  BOARD  MEMBERS 
ON  NATIONAL 
COMMITTEES 

Bliss  C.  Wilson,  Secretary 
of  the  South  Dakota  State 
Board  of  Pharmacy,  is  serv- 
ing his  third  year  as  a mem- 
ber of  the  Committee  on 
Resolutions  of  the  National 
Association  of  Boards  of 
Pharmacy.  Elected  in  1956, 
Mr.  Wilson’s  term  expires  in 
1961. 

Appointed  to  serve  on  the 
NABP  Committee  on  Min- 
imum Professional  Standards 
v/as  State  Board  of  Pharmacy 
member  Thomas  Hagger  of 
Watertown. 
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OLDER  PERSONS 
BEING  INSURED 

The  number  of  older  aged 
persons  with  health  insur- 
ance is  growing  at  a much 
faster  rate  than  the  senior 
citizen  population  itself,  ac- 
cording to  a newly  published 
survey  by  the  Federal  Gov- 
ernment. 

The  Health  Insurance  In- 
stitute, citing  a June,  1958, 
study  of  the  U.  S.  Depart- 
ment of  Health,  Education 
and  Welfare,  reported  today 
that  a greater  percentage 
than  ever  before  of  the  older 
aged  population  is  now  pro- 
tected by  voluntary  health 
insurance  plans. 

The  senior  citizen  popula- 
tion is  increasing  at  a rapid 
rate.  Today,  there  are  nearly 
15  million  Americans  who  are 
65  years  of  age  or  over.  This 
figure  is  expected  to  rise  to 
21  million  persons  by  1975. 

The  government  study 
shows  that  the  number  of 
Americans  65  and  over  in- 
creased by  13%  from  March 
1952  to  September  1956, 
while  the  number  of  senior 
citizens  covered  by  health  in- 
surance went  up  56%.  These 
figures  do  not  include  per- 
sons in  institutions,  such  as 
homes  for  indigent  care. 

The  growth  trend  held  true 
over  the  1952-1956  span  for 
each  age  bracket  among 
older  persons.  Thus,  the  num- 
ber of  persons  in  the  65-69 
age  bracket  increased  by  7% 
while  the  number  of  insured 
grew  by  40%.  In  the  70-74 
age  class,  the  total  population 
went  up  15%  and  the  insured 
increased  68%.  The  number 
of  persons  75  years  old  and 
over  climbed  18%  while  the 
insured  portion  of  that  age 
group  rose  by  87%. 


The  government  study  also 
pointed  out  that  26%  of  the 
population  in  their  senior 
years,  or  one  out  of  every 
four  persons  65  and  older, 
had  health  insurance  in 
March  1952.  By  September 
1956,  this  proportion  had 
climbed  to  better  than  one 
out  of  every  three,  or  37%. 


PHARMACEUTICAL 
ECONOMICS  ESSAY 
CONTEST  ANNOUNCED 
J.  B.  Roerig  Division  of  the 
Charles  Pfizer  and  Company 
recently  announced  the  2nd 
Annual  Pharmaceutical  Eco- 
nomics Essay  Contest  for 
junior  and  senior  pharmacy 
students. 

Cash  awards  will  be  the 
prizes  offered.  Prizes  total 
$1500  with  the  top  prize  a 
cash  award  of  $750. 

Essays  entered  in  the  con- 
test should  be  written  on  cur- 
rent problems  in  the  field  of 
pharmaceutical  economics 
and/ or  they  should  deal  with 
practical  plans  for  enhancing 
the  economic  status  of  phar- 
macy. The  following  subjects 
are  offered  as  suggestions, 
but  entrants  are  encouraged 
to  choose  their  own  subjects: 
(a)  How  to  Improve  Profit- 
ability of  Professional  De- 
partments; (b)  Practical 
Methods  for  Reducing  Op- 
erating Expenses;  (c)  A Bud- 
get Plan  for  Pharmacies;  (d) 
Controlling  Delivery  Expen- 
ses. 

Contest  rules  appeared  in 
the  October  Issue  of  the 
Journal  of  the  American 
Pharmaceutical  Association 
and  winners  will  be  an- 
nounced about  May  1,  1959. 


ELI  LILLY 

APPOINTS  SWAIN 

James  L.  Swain,  new  rep- 
resentative of  Eli  Lilly  and 
Company  with  headquarters 
in  Sterling,  Colorado,  is 
working  in  three  states.  J.  H. 
Carey,  manager  of  the  Den- 
ver District,  announces  that 
Swain’s  territory  includes 
parts  of  northeastern  Colo- 
rado, western  Nebraska,  and 
southeastern  Wyoming. 

Swain  was  graduated  from 
Rapid  City,  South  Dakota 
High  School  in  1950  and  at- 
tended the  South  Dakota 
School  of  Mines.  His  Bach- 
elor of  Science  Degree  in 
pharmacy  was  conferred  by 
South  Dakota  State  College 
in  1956,  and  the  following 
year  he  became  registered  as 
a pharmacist. 

Since  1956  Swain  has  been 
employed  by  Mills  Drug,  Inc., 
in  Rapid  City,  where,  he  was 
a member  of  the  Rapid  City 
Pharmaceutical  Association. 
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when  psychic 
symptoms 
distort  the  picture 


Partal  helps  the  patient  reintegrate  his  mental  processes 

In  everyday  office  practice  as  well  as  under  hospital  conditions 
Dartal  is  consistent  in  its  effects  as  few  tranquilizers  are. 

Partal  promotes  emotional  balance 

Dartal  effectively  decreases  or  relieves  emotional  hyper- 
activity and  psychomotor  excitement. 

Partal  is  unusually  safe 

At  a recent  symposium,  leading  hepatologists*  concluded  that 
Dartal  is  not  icterogenic  or  hepatotoxic. 

Partal  is  effective  at  low  dosage 

One  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  neuroses; 
one  10-mg.  tablet  t.i.d.  in  psychoses. 


a superior  psychochemical 
for  the  management  of  both  major  and 
minor  emotional  disturbances 

' 1 


riihydrochloride  brand  of  thiopropazate 


*A  Symposium  on  the  Pharmacologie  Effeets  of  Dartal  on  the  Liver,  Chicago,  Searle  Research  Laboratories,  Feb.  7,  1958. 


SEARLE 
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PERFORMANCE  WITH 


GREATER  PERMANENCE 


IN  THE  MANAGEMENT 


OF  DERMATOSES... 


(Regardless  of  Previous  Refractoriness) 


an  impressive  and 
growing  body  of  published 
clinical  investigations 


(TARBONIS®)  in  a greaSetess,  stainless  vanishing  cream  b 

NEO-TlBCOETIi:, ...... 

Hydrocortisone  O.S%,  Neomycin  0.3S%  (as  Sulfate)  and  Special 
Coal  Tar  Extract  5%  (TARBONl S)  in  an  ointment  base. 


Confirmed  by 


NEW!  TARCORTIN  LOTION  ' "1 
' ^xcellwnt  for  lesICns  of  head  and  Nando 
Supflied:  plastic  squeeze  bottles,  % ois. 

REED  & CARNRICK  / Jersey  City  6.  New  Jersey 


1.  Welsh,  A.  L.,  and  Ede,  M.:  J.A.M.A.  16fi:158,  1958. 
5^  2.  Bleiberg,  J.:  J.M.  Soc.  New  Jersey  55:3T»  1956. 

3,  Abrams,  B.  P.,  and  Shaw,  C.:  Clin.  Med.  5:839,  1956. 

4.  Bleiberg,  J,:  Am.  Practitioner  5:1404,  1957. 

6,  Clyman,  S.  G.:  Postgrad.  Med.  ;21:309,  1957. 


IN  OFFICE  SURGERY t 


ELECTIVE  AND  TRAUMATIC 

use 

XYLOCAINE®  Hci  solution 

(brand  of  lldocalne*) 

as  a local  or  topical  anesthetic 

Xylocaine  is  routinely  fast,  profound  and  well  tol- 
erated. Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


ASIUA 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


VTV 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


g.s.  PAT.  NO.  2.441.496 


MADE  IN  U.S.A. 


Gorticoid-salicylste  compound' 


mere  s pam 
and  iMiammation  here . 
it  could  be  mild  or 
severei  acute  or  chronic, 
primary  or  secondary  fibrositis 
J or  even  early 
fheumatoid  arthritis 


more  potent  and  comprehensive 
treatment  than  salicylate  alone 

. . . assured  anti-inflammatory 
effect  of  low-dosage  corticosteroid  ’ 

. . . additive  antirheumatic  action 
of  corticosteroid  plus  salicylate 

brings  rapid  pain  relief; 
aids  restoration  of  function 
more  easily  manageable  corticosteroid  dosage 
. . . much  less  likelihood  of 
treatment-interrupting  side  effects 

Composition 

Meticorten®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide 75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  Sigmagen ©Tablets,  bottles 
of  100  and  1000. 

References:  1.  Spies,  T.  D.,  e{  al.: 
J.A.M.A.  159:645,  1955.  2.  Spies,  T.  D., 
et  al.:  Postgrad.  Med.  17:1,  1955.  3. 
Gelli,  G.,  and  Della  Santa,  L.:  Minerva 
Pediat.  7:1456,  1955.  4.  Guerra,  F.: 
Fed.  Proc.  12:326,  1953.  5.  Busse, 
E.  A.:  Clin.  Med.  2:1105,  1955.  6. 
Sticker,  R.  B.;  Panel  Discussion,  Ohio 
State  M.  J.  52:1037,  1956. 

Complete  information  on  the  use  of 
Sigmagen  available  on  request. 

SCHERING  CORPORATION  « BLOOMFIELD,  N.  J. 
5 G-J-198 
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ACHROMYCIN-V 

1 etracycline  an 

A Decision  of  Physicians 


I'etracycline  and  Citric  Acid  Lederle 


When  it  comes  to  prescribing 
broad-spectrum  antibiotics,  physicians 
today  most  frequently  specify 
Achromycin  V. 


The  reason  for  this  decided  preference 
is  simple. 

For  more  than  four  years  now,  you  and 
your  colleagues  have  had  many 
opportunities  to  observe  and  confirm 
the  clinical  efficacy  of  Achromycin 
tetracycline  and,  more  recently. 
Achromycin  V tetracycline  and 
citric  acid. 


In  patient  after  patient,  in  diseases 
caused  by  many  invading  organisms. 
Achromycin  achieves  prompt  control 
of  the  infection — and  with  few 
significant  side  effects. 

The  next  time  your  diagnosis  calls  for 
rapid  antibiotic  action,  rely  on 
Achromycin  V — the  choice  of 
physicians  in  everv  field  and  specialty. 


LEDERLE  LABORATORIES 

a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River.  New  York 
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ARE  WE  TAKING 
BLUE  SHIELD  FOR 
GRANTED? 

We  doctors  are  just  human 
as  our  non-medical  friends. 
And  we  might  as  well  confess 
that  we  share  all  the  preve- 
sities  of  human  nature — most 
of  which  seem  so  magnified 
when  people  become  pa- 
tients. 

One  of  mankind’s  most 
dangerous  pervertises  is  to 
take  for  granted  so  many  of 


life’s  blessings  effort  and 
sacrifice  on  the  part  of  our 
forebears. 

Thus  it  is  with  our  political 
freedom.  As  John  Philpot 
Curran  warned  our  infant 
nation  in  1790:  “The  condition 
upon  which  God  hath  given 
liberty  to  man  is  eternal 
vigilance;  which  condition  if 
he  break,  servitude  is  at  once 
the  consequence  of  his  crime 
and  the  punishment  of  his 
guilt.” 


Twenty  years  ago,  when 
the  American  Medical  Asso- 
ciation, in  special  session,  en- 
dorsed the  principle  of  vol- 
untary health  insurance, 
American  doctors  in  many 
scattered  places  began  the 
long  hard  task  of  creating 
American  medicine’s  own 
unique  instrument,  that  is 
now  known  as  Blue  Shield. 
Truly,  these  older  brothers 
of  our  struck  a great  blow 
for  freedom  when  they  built 
this  voluntary  prepayment 
program  which  now  serves 
one  of  every  four  Americans. 

In  support  of  their,  efforts, 
we  must  apply  our  energies 
to  further  strengthen  and  re- 
fine Blue  Shield.  Leadership 
in  the  affairs  of  our  Plan  now 
and  in  the  future  is  a respon- 
sibility we  cannot  delegate 
nor  can  we  permit  it  to  be 
abridged. 

This  will  secure  the  real 
and  practical  benefits  of  the 
Blue  Shield  Program  for  the 
public  good  — a principle  to 
which  medicine  has  always 
been  fundamentally  ded- 
icated. 

Indeed,  American  medicine 
has  too  great  a stake  in  the 
future  of  voluntary  health  in- 
surance to  ignor  Blue  Shield. 
For  when  we  doctors  created 
Blue  Shield  we  not  only 
pioneered  the  wilderness  of 
prepayment  and  built  our 
main  bulwark  against  social- 
ized medicine,  we  also  iden- 
tified ourselves  with  an  idea 
and  a program  to  which  the 
people  of  America  have  given 
tremendous  endorsement. 

Eternal  vigilance  is  indeed 
the  price  of  our  freedom  in 
medicine. 


Nftu 


I the  instrument  - it  s 

' A rpadv  to  use.  tte 

two  instruments— 

Ireqvient  changing  oi 

numbn^liion«eo£^fXng 

,n  without  ov  ^ ^at 

^ps  last  longer. 


reoioeements  - 

. e'  coiied  use  without 

naiwig  cold  tips. 

sruSho-Ac. 
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KREISER  SURGICAL  Inc. 


Sioux  Falls,  S.  D. 
1220  S.  Minnesota 


Rapid  City,  S.  D. 

528  Kansas  City  St. 
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CHRONIC 

BRONCHITIS 


INFECTIOUS 

DERMATITIS? 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 

VARIDAS 

STREPIOKINASE-STRtPTOOORNASE  LEOERl 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River.  New  York 


ULMER'S  JUNIOR  VITAMIN  TABLET 

• accepted  pediatric  formula 

• complete  patient  acceptance 

• versatile  new  dosage  form 

Jv's  will  be  os  popular  as  circus  candy 
with  your  young  potients.  These  delight- 
fully flavored  multivitamin  tablets  can  be 
eaten  like  candy  with  or  without  water. 
For  babies,  mother  can  crush  a tablet 
with  a spoon  ond  sprinkle  it  over  cereal 
or  even  dissolve  the  crushed  tablet  in 
infants  formula.  Tasting  samples  on  request. 

SD  1158 


EACH  iv  CONTAINS; 


Vitomin  1000  u. 

Ascorbic  Acid  USP  ...  50  mg. 

Thiamine  Mononitrate  USP.  1 mg 

Riboflavin  USP I mg. 

Nicotinamide 10  mg. 

Supplied  in  boflles 
of  60  toblefs 


THE 


PHARMACAL  COMPANY 

1400  Hormon  Place 
Minneapolis  3,  Minnesota 
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Provides  api 

UNOUEIC  ACID 


For  dietary  management  of  serum  cholesterol . . . 


LATEST  LITERATURE 
REVIEW 


'^Unsaturated  Fats 
and  Serum  Cholesterol” 

A comprehensive  review  of  recent  research  findings  and 
current  concepts.  This  book  covers  the  following  subjects. 
1.  The  occurrence  and  behavior  of  cholesterol  in  the 
human  body. 

The  eSect  of  different  dietary  fata  on  serum  cholesterol 
levels. 

The  nature  of  the  active  components  in  vegetable  oils. 
Suggestions  for  practical  diets. 


Please  use  this  coupon  for  ordering:  ^ 


Medical  Department 

Corn  Products  Company 

17  Battery  Place,  New  York  4,  N.  Y. 

Please  send  me  a free  copy  of  your  latest  reference  book, 
"Unsaturated  Fats  and  Serum  Cholesterol." 


Name. 


Address. 


2. 


3. 

4. 


City. 


.Zone. 


.State. 


Prepared  as  a special  service  jar  Physicians  by  Corn  Products  Co, 


Technical  Pamphlet,  "Facts  about  MAZOLA  Com  Oil,"  also  available. 
Provides  technical  information  on  chemical  and  physical  properties. 
Check  here  if  you  wish  a copy  of  this  pamphlet.  Q 


. . . a natural  food  and  the  only  readily  avail- 
able vegetable  oil  made  from  golden  corn 


. . . rich  in  important  unsaturated  fatty  acids, 
contains  56%  linoleic  acid 


EASY  AND  PLEASANT 
TO  ADMINISTER 

Mazola  Corn  Oil,  a highly  palat- 
able natural  food,  can  easily  be 
included  as  part  of  the  everyday 
meals . . . simply  and  without  seri- 
ously disturbing  the  patient’s 
usual  eating  habits. 

EFFECTIVE 

Extensive  recent  clinical  findings 
now  show  that  serum  cholesterol 
levels  tend  to  be  lower  when  an 
adequate  amount  of  Mazola  Corn 
Oil  is  part  of  the  daily  meals  . . . 
high  levels  are  lowered . . . normal 
levels  remain  normal. 


PREFERRED 

Nutrition  authorities  commonly 
recommend  that  from  one-third 
to  one-half  of  the  total  fat  intake 
should  be  of  the  unsaturated  type, 
whenever  serum  cholesterol  con- 
trol is  a problem.  The  high  con- 
tent of  important  unsaturated 
fatty  acids  in  Mazola,  plus  its 
other  desirable  characteristics, 
make  it  the  oil  of  choice. 

UNMATCHED  OUALITY 

A superlative  cooking  oil,  a de- 
licious salad  oil,  clear,  bland  and 
odorless  . . . adequate  amounts  of 
Mazola  can  be  eaten  daily  as  a 
natural  food  in  a wide  variety  of 
salad  dressings  as  well  as  in 
cooked,  fried  and  baked  foods. 


mp 
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Mazola'  Corn  Oil 


or  any  rheumatic 


tablets 


CORTJCOtD-SAUCYLATC  60*i»l»0MN0 


more  potent  and  comprehensive  treatment  than  salicytate  alone 

..assured  anti*infiammatory  effect  of  !ow-dosage  corticosteroid^ 
. ..additive  antirheumatic  action  of  corticosteroid  plus 
salicylate^'^  brings  rapid  pain  relief;  aids  restoration  of  function 


more  easily  manageable  corticosteroid  dosage 

...greater  assurance  of  safer,  uninterrupted  course  of  treatment!^ 
Write  for  complete  bibliography. 

Schering  Corporation,  Bloomfield,  New  Jersey 


BECKER,  IVI.  C.,  Simon,  F.  and  Bernstein,  A.:  J.  Newark  Beth  Israel  Hosp. 

9:58  (January)  1958. 

“On  chlorothiazide  the  response  was  striking  with  . . . improvement  in  cardiac 

status  and  loss  of  toxic  symptomatology One  of  the  most  important  effects 

of  the  potent  oral  diuretic  was  the  smooth  continuous  diuresis.  There  was  less 
fluctuation  in  the  weight . . . marked  diminution  in  the  number  of  acute 
episodes  of  congestive  heart  failure  such  as  paroxysmal  dyspnea  and 

pulmonary  edema [DIURIL]  appeared  as  potent  a diuretic  as  parenteral 

mercurials  and  indeed  in  some  patients  it  was  effective  when  parenteral 

mercurials  failed We  have  encountered  no  patient  who  once  responsive  to 

chlorothiazide  later  developed  resistance  to  it.” 

DOSAGE:  one  or  two  500  mg.  tablets  DiURiL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia l, Pa.  (Jg 


markedly  relieves 

pulmonary 

edema 


ANY  INDICATtOH  FOR  DIORESIS  IS  AN  INDICATION 


FOR  DIORIL 


38 


S.DJ.O.M.  NOVEMBER  1958  - ADV. 


PRESTIGE 

PRESCRIPTION 

PRODUCTS 


WE  ARE  A 


DISTRIBUTOR 


Dollars... coming  and  going 

Profits  accrue  only  when  more  dollars  come  into  a 
business  than  go  out  of  it,  and  it  takes  sales  to  bring  in 
dollars.  Goods  of  guaranteed  salability,  therefore,  repre- 
sent the  best  investment  on  which  to  make  a profit. 

As  a case  in  point,  consider  the  Lilly  Fast-Moving  Items 
which  are  being  featured  this  month.  These  pharma- 
ceuticals turn  over  rapidly  and  are  the  best  your  money 
can  buy.  Take  advantage  of  this  profit  opportunity. 
Ask  our  salesman  to  check  your  stock  carefully  and 
help  you  select  an  assortment. 

For  comprehensive  service,  route  your  turnover  orders 
through  us. 

BROWN  DRUG  COMPANY 

Sioux  Fails,  South  Dakota 


Cl>wh  'MU  : 


SuJkjtmp(mljul.  (4cc.)  c&iMm 


LABORATORIES 

NEW  YORK  18,  N.  Y. 


eXEMPT  NARCOTIC 
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whenever 

he 

starts 

to 


ready 
for 


Delectav*' 


New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 


5.000  units* 
.1,000  Units* 
75  mg. 

2 Unitst 

2 5 mg. 
2 S mg. 

1 mg. 

...3  meg. 

5 mg. 

...20  mg. 
..0.1  mg. 
.30  meg. 
....12  mg. 
.125  mg. 
...0.1  mg. 
...0.1  mg. 
...0.1  mg. 
..0.2  mg. 
..3.0  mg. 
...1.0  mg. 
..1.0  mg. 
..2.5  mg. 


There’s  nothing  easier  to  give 
or  take- 

than  Delectavites. 

A real  treat . . . 

the  children’s  favorite . . . 

tops  -with  adults,  too. 


WHITE  LABORATORIES.  INC, 
KENILWORTH.  N.J. 


One  Nugget  per  day 
SappItOft  Boxes  of  30-one 
month's  supply 
Boxes  of  90-three 
months'  supply  or 
family  package. 


In  potentially- 
serious 
infections . . . 


Panalba 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 
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Social  Security  Administration  reports  a 
sharp  rise  in  volume  of  appeals  from  appli- 
cants denied  social  security  benefits,  mostly 
under  the  disability  section  enacted  two  years 
ago.  The  administration’s  staff  of  referees  has 
been  increased  four-fold  in  two  years  to 
handle  the  work  load.  Three  times  as  many 
hearings  are  held  on  disability  claims  as  on 
all  others  combined. 

^ 4:  * 

With  President  Eisenhower’s  appointment 
of  General  Elwood  R.  Quesada  as  administra- 
tor of  the  new  Federal  Aviation  Agency,  the 
American  Medical  Association  is  renewing  its 
plea  for  an  Office  of  Civil  Aviation  Medicine 
manned  by  a Civil  Air  Surgeon. 

* * * 

Mounting  protests  from  medical  and  other 
groups  have  pursuaded  the  Post  Office  De- 
partment to  drop  its  plan  to  ban  the  airmail 
shipment  of  etiological  disease  agents.  Air- 
lines felt  there  was  a threat  of  breakage  and 
possible  danger  to  crews  and  plane  passen- 
gers. PHS,  the  AMA  and  others  argued  that 
proper  packaging  could  control  this  problem. 


Protection  against  loss  of  income  from  acci- 
dent & sickness  as  well  as  hospital  expense 
benefits  for  you  and  all  your  eligible  depend- 
ents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 

Handsome  Professional  Appointment 
Book  Sent  to  you  FREE  upon  request. 


ANKLE 

SPRAINED 

or 

SINUS 

INFLAMED? 


, ACCELERATE  THE 
RECOVERY 
i PROCESS  WITH 

VARIDA 

t STREPTOKIKASE-STRtl’TODORNASE 


LEDERLE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMID  COMPANY. 
Pearl  River,  New  York 
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REACTIONS: 

(a)  adults  (b)  children 

Total-9.2%  Total -0.6% 

(20  out  of  217)  (lout  of  167) 

Skin  rash —1.4%  Skin  rash —none 

(3  out  of  217)  Gastrointestinal  — 

Gastrointestinal  — 0.6%  (1  out  of  167) 

7.8%  (17  out  of  217) 

There  was  complete  freedom  from  adverse 
reactions  in  94.5%  of  all  patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


stability  in  gastric  acid  • rapid,  high  and  sus- 
tained blood  levels  • high  urinary  concentrations 
• outstanding  palatability  in  a liquid  preparation 

Dosage  and  Administration;  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.;  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied:  Tao  Capsules  — 250  mg.  and  125  mg.j  bottles  of  60. 
Tao  for  Oral  Suspension  — 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.;  Antibiotics  & Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride,  T.  J.:  Antibiotics  & Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy  (Aug.) 
1958.  4.  Celmer,  W.  D.,  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 


CUNICAi, 

RESULTS 

Cured 

Improved 

Failure 


adults 
172  (80%) 
28  (13%) 
17  (7%) 


children 
148  (89%) 
8 (5%) 
11  (6%) 


all  Staph 
Infections 
71  (88%) 
7 (9%) 

3 (3%) 


Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microorganisms  were  Staph, 
aureus  and  staph,  atbus.  Tao  has  its  greatest 
usefulness  against  organisms  such  as:  staphy- 
lococci (including  strains  resistant  to  other  anti- 
biotics), streptococci  (beta-hemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu- 
mococci, gonococci.  Hemophilus  influenzae. 


Per  cent  of  “antibiotic-resistant”  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicol.! 


chloramphenicol 


s « 


Tao 


3 •= 


w E 


<*>  w 


erythromycin 
KK  penici  lin 


100 
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■ prompt,  aggressive 
antibiotic  action 
I a reliable  defense  against 
monilial  complications 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world’s  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclin  -V  contains  Mycostatln 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 

Capsules  (250  mg.l 250,000  u.),  bottles  of  16  and  100.  Half-strength  Capsules  (125  mg. f 125,000  u.),  bottles  of  16  and  100, 
Suspension  (125  mg.f  125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg.l  100,000  u.  per  cc.).  10  cc.  dropper  bottles. 

SoyiBB  Squibb  Quality  — the  Priceless  Ingredient 

*»UMyCIN'®’  AMO  ‘myCOSTATIh'®  ARC 


SQUISe  TNAOCMARKt 
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nev\;^  3 -way 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — B,,  Be,  B,a. 


strengthen  bodies  with  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


discourage  nutritional  anemia 
with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate. ..plus  sorbitol  for 
enhanced  absorption  of  both  iron  and  B,, 


new 


Lysine-Vitamtns 

WITH  IRON  SYRUP 

1 "la  ■ Average  dosage  is  1 teaspoonful  daily.  Available  in  bottles  of  4 and  16  fl.  oz. 

wLO  Each  teaspoonful  (5  cc.)  contains: 

1 ri  f i 1-Lysine  HC1  300  mg. 

IlQ.V'Or”*'  Vitamin  Bi2  Crystalline 25  mcgm. 

no  nnolor^  Q^nt  ■ * Pyndoxine  HC1  (Bs) 5 mg. 

L Ferric  Pyrophosphate  (Soluble) 250  mg. 

r I II  N Iron  (as  Ferric  Pyrophosphate) 30  mg. 

3.lt©rt0.St©  sorbitol 3.BGm. 


LIDIRLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  C/ederfe: 
*Reg.  U.  S.  Pat.  Oft. 


Much  better 


;hank  you,  doctor” 


COSA-TETRACYN 

GLUCOSAMINE-POTENTIATED  TETRACYCLINE 

CAPSULES  ORAL  SUSPENSION  NEW!  PEDIATRIC  DROPS 

(black  and  white)  (orange-flavored)  (orange-flavored)  5 mg.  per  drop, 

250  mg.,  125  mg.  125  mg.  per  tsp.  (5  cc.) , 2 oz.  bottle  calibrated  dropper,  10  cc.  bottle 

Proven  in  research 

1 . Highest  tetracycline  serum  levels 

2.  Most  consistently  elevated  serum  levels 

3.  Safe,  physiologic  potentiation  (with  a natural  human  metabolite) 

And  now  in  practice 

4.  More  rapid  clinical  response 

5.  Unexcelled  toleration 


;0SA4ETRASTATIN* 

:lucosamine -potentiated  tetracycline  with  nystatin 

intibacterial  plus  added  protection  against 
nonilial  siiperinfection 

IAFSULE8  (black  and  pink)  250  mg.  Cosa-Tetracyn 
'with  250,000  u.  nystatin) 

>RAL  SUSPENSION  125  mg.  per  tsp.  (5  cc.)  Cosa- 
Petracyn  (with  125,000  u.  nystatin),  2 oz.  bottle 


COSA-TETRACYDIN* 

glucosamine-potentiated  tetracycline  — analgesic  — 
antihistamine  compound 

For  relief  of  symptoms  and  malaise  of  the  common 
cold  and  prevention  of  secondary  complications 

CAPSULES  (black  and  orange)  Each  capsule  contains: 
Cosa-Tetracyn  125  mg.  • phenacetin  120  mg.  • caffeine 
30  m,g.  • salicylamide  150  mg.  • buclizine  HCl  15  mg. 


cience  for  the  world’s  well-being  PFIZER  LABORATORIES  Division,  Chas.  Pfizer  and  Co.,  Inc.  Brooklyn  6,  New  York 


JEPERENCES:  1.  Carlozzi,  M.:  Ant.  Med.  & Clin.  Therapy  5: 146  (Feb.)  1958.  2.  Welch,  H.;  Wright,  W.  W.,  and  Staffa,  A.  W.: 
^nt.  Med.  & Clin.  Therapy  5:52  (Jan.)  1958.  3.  Marlow,  A.  A.,  and  Bartlett,  G.  R.:  Glucosamine  and  Leukemia.  Proc.  Soc. 
Sxp.  Biol.  & Med.  84:41,  1953.  4.  Shalowitz,  M.:  Clin.  Rev.  1:25  (April)  1958.  5.  Nathan,  L.  A.:  Arch.  Pediat.  75:251  (June) 
.958.  6.  Cornbleet,  T.;  Chesrow,  E.,  and  Barsky,  S.:  Ant.  Med.  & Clin.  Therapy  5:328  (May)  1958.  7.  Stone,  M.  L.;  Sedlis,  A., 
Jamford,  J.,  and  Bradley,  W.:  Ant.  Med.  & Clin.  Therapy  5:322  (May)  1958.  8.  Harris,  H.:  Clin.  Rev.  1:15  (July)  1958. 
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Tok  T^W ... 

give  real  relief: 

\.P.  C.”'™  [ 

lemeror 

lijJMk  ^ 

Eftcii.txtto  Dm: 

Aspirin 200  mg.  (3  grains)  i . 9 tablets 

Phenacetin  150  mg.  {IVz  grains)  ' ^ Taoieis. 

Caffeine  30  mg.  (Vz  grain)  ,,,  x-  i,/  l • j 

Demerol  hydrochloride  ...  30  mg.  (1/2  grain)  requ.red 

Potentiated  Pain  Relief 

WINTHROP  LABORATORIiS 

New  York  18,  N.  Y.  • Windsor,  Ont. 

Demerol  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 


For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


Also  available  as 
PMB-400  (0.4  mg.  "Premarin,"  400  mg.  meprobamate 
in  each  tablet). 


No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  500. 


TMB-200 


"Premarin''  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 


ayerst  laboratories 


New  York  16,  New  York 


Montreal,  Can0da 


5830 


"Premarin®"  conjugated  estrogens  (equine) 


Meprobamote  licensed  under  U.S.  Pot.  No.  2,724,720 


NOVEMBER  1958 
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THAT’S 


Distinctive 


FUNCTIONAL 

Leopold 
Document 
Desk 


"Ine  Document  Desk  by  Leopold  is 
expertly  crafted  from  fine  restful 
wood.  Beautiful  grains  give 
individuality  to  each  desk.  Prize* 
winning  styling  provides  maximum 
utility.  Truly  the  prestige  desk  that 
successful  businessmen  prefer. 
Write  for  Doaiment  brochure. 


.MEMB6R.  WOOD  OFFICE  FURNITURE  INSTITUTE  I 


MIDWEST-BEACH  COMPANY 


7th  & Phillips  Ave. 


Sioux  Falls,  S.  Dak. 


in  spasticity  of  the  Gl  tract 


12S  nig. 


15  mg, 

'/i/mm/m/wvvvvm/i 

• is  an  effective  dual  antispasmodic 

• combining  musculotropic  and 
neurotropic  action  plus  mild 
central  nervous  system  sedation 
for  ''the  butterfly  stomach,’' 


dosttgt;  one  foblst  b«f©rt  each  meal  and  at  bedtime. 


SEARLC 


the  chill 

the  sneeze 
the  cough 
the  aches 
the  fever 


in  the  common  cold 

and  other  upper  respiratory  infections . . . 


the  only  such  preparation  to  con- 
tain penicillin  V tp^^  curb  bacterial 
complications ... 


♦ antibacterial 


action  i 


m analgesic 

• antipyretic 

• antihistaminic 

• mood-stimulating 


Supplied:  Capsules,  vials  of  36.  Each  capsule  contains:  penicillin  V (TOO, 000  units),  62.5  mg.;  salicyl- 
amide,  194  mg.;  promethazine  HCI,  6.25  mg.;  pHenacetin,  130  mg.;  mephentermine  sulfate,  3 mg. 

Pe  N -Ve  E • Cicf/ll* 

Perticiliia  V,  Salicylamide,  Promethazine  Hydrochloride,  Pfrenacetin,  Mephentemine  SuMate  P&iiadeitliial.Pj. 
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HYCOMINEs„ 


cough  sedative  / antihistamine  / expectorant 


• relieves  cough  and  related  symptoms  in  15-20  minutes 

• effective  for  6 hours  or  longer  • promotes  expectoration 

• rarely  constipates  • cherry-flavored 

Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Dihydrocodeinone  Bitartrate 5 mg.) 

(Warning;  May  be  habit-forming)  g 5 jjjg_ 

Homatropine  Methylbromide  1.5  mg.j 

Pyrilamine  Maleate 12.5  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate  85  mg. 

Adult  Dosage:  one  teaspoonful  q.  6 h.May  be  habit-forming. 
Federal  law  permits  oral  prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  NewYork 


PATHIE 


LE  DE  R LE  L ABO  R ATO  R I E S DIVISION,  AMERlC 


•Trademark 

©Registered  Trademark  for  Tridibexethyl  Iodide  Lederle 


calms  tension  and  controls  G.  /.  trauma 


Meprobamate  with  PaTHILON®  Lederle._ 

COMPANY,  PEARL  RIVER,  NEw',  YORK 


•'Mr 


■■i  The  highest  levels 
of  Filmtab  Com- 
pocillin-VK. 

■ ■ The  median  levels 
of  Filmtab  Com- 
pocillin-VK. 

Notethehigh  upperlevels 
and  averages  at  Vz  hour, 
and  at  1 hour. 

Doses  of  400,000  units 
were  administered  before 
mealtime  to  40  subjects 
involved  in  this  study. 


16 

14 

12 

10- 

8- 

6. 

4- 

2- 


/ y 

/y 

hours 


the  higher 

blood  levels  of 


potassium 

penicillin  V 


potassium  peuiciirui  V 


FOR  ORAL  SOLUTION, 

Compocillin-VK  comes  in 
dry  granules  for  easy  recon 
stitution  with  water.  Cherry 
flavored,  the  granules  are  in 
40-cc.  and  80-cc.  bottles.  Each 
5-cc.  teaspoon ful  represents 
125  mg.  (200,000  units)  of 
potassium  penicillin  V. 


IN  FILMTABS, 

Compocillin-VK  comes  in 
125  mg.  (200,000  units), 
bottles  of  50  and  100,  and 
in  250  mg.  (400,000  units), 
bottles  of  25  and  100. 


! 


K 


Investigator 

after  investigator  repon 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026.  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  anti  hypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients."  “All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  “. . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) " 

Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.1VI.A.  166:137, 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure."  ‘The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with -simple  ‘rule  of  thumb’  oral  dosage  schedules." 


RfSfRP/NE  {0.5  mg.lday) 

PLACEBO 

1 1 

Placebo 

control 

HYDkALAZINe 

PeNlOUNWM 

(200  mg. /day}  j ,1 

CHtOROTH/AZ/Df  [ I 

HA. 

^ 1(300  niQjday} 

i j (Z50  mg./doy)  I '| 

RETINQFATHY 


m 


mi 


12  16 
— MONTHS  — 


28  2 
WEEKS 


In  "Chlorothiazide:  A New  Type  ol  Drug  for  the  Treatment  of  Arterial  Hypertension,” 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  September's^ 

MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1.  Pa. 


as  simple  as _/-^S 


1 

2 


3 


INITIATE  THERAPY  WITH  'DIURIL*.  'oiueil'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  5G0  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS. The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION.The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 

SUPPLIED:^50  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 

•DIORIL*  i$  a trade-mark  of  Merck  & Ca..  Inc 


Smooth,  more  trouble-free  management  of  hypertension  with  'diuril* 
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^ cold  symptoms 

New  timed-release  tablet  provides: 


. . . the  superior  decongestant  and  antihistaminic  action 
of  Triaminic 


. . . non-narcotic  cough  coiitrol  as  effective  as  with 
codeine,  but  without  codeine's  drawbacks 


...an  expectorant  to  augment  demulcent  fluids 

. . . the  specific  antipyretic  and  analgesic  effect  of  loell- 
tolerated  APAP 

. . . the  prompt  and  prolonged  activity  of  timed-release 
medication 


Each  Tussagesic  Tablet  contains: 


TRIAMINIC® 50  mg. 

(phenylpropanolamine  HCl  ....  25  mg.; 

pheniramine  maleate 12.5  mg.; 

pyrilamine  maleate 12.5  mg.) 

Dormethan  (brand  of  dextro- 
methorphan HBr) 30  mg. 

Terpin  hydrate 180  mg. 


APAP  (N-acetyl-para-aminophenol)  . 325  mg. 


To  reduce  upper  respiratory  congestion  and  irritating 
secretions. 

For  non-narcotic  control  of  the  cough  reflex. 

To  augment  demulcent  respiratory  secretions. 

For  specific,  highly  effective  antipyresis  and  analgesia. 


Tussagesic  Tablets  provide  relief  from  all  cold 
symptoms  in  minutes,  lasting  for  hours. 

Dosage;  One  tablet  in  the  morning,  mid- 
afternoon, and  in  the  evening,  if  needed.  Tne 
tablet  should  be  swallowed  whole  to  preserve 
the  timed-release  action. 


Also  available— lor  those  who  prefer 

palatable  liquid  medication—  1 LISS3.^CS1C  SUSpCflSlOIl 


T 


ussagesic 


SMITH -DORSEY 


a division  of  The  Wander  Company  • Lincoln.  Nebraska  • Peterborough,  Canada 


if  your  patient  wears  tinted  glasses 
and  sighs  frequently. . .? 


She  may  have  an  anxiety  state.  The  tinted  glasses  may  be  worn  as  a shield 
against  the  world  — and  to  relieve  the  photophobia  resulting  from  pupillary  dila- 
tation caused  by  anxiety-induced  hyperadrenalism.  The  sighs  may  be  a result  of 
fatigue  from  emotional  unrest. 

Source  — Meyer,  O.  O.:  Northwest  Med.  5i:1006,  1954. 


4 findings  from  a recent  study* 

calmative  nostyn’ 

1.  Anxiety  and  nervous  tension  appeared  to  be  most 
benefited  by  Nostyn. 

2.  Seventy  per  cent  of  patients  obtained  some  degree 
of  relief. 

3.  Greater  inward  security  and  serenity  were  experi- 
enced and  expressed. 

4.  Mental  depression  did  not  develop  in  patients  pre- 
viously depressed  by  ni'  probam.itc  or  a simihir  drtig. 


Ectylurea,  Ames 
(2-ethyl-cM-crotonyIurea) 

dosage:  150-300  mg.  (Vi  or 
1 tablet)  three  or  four  times 
daily,  supplied:  Nostvn  tab- 
lets, 300  mg.,  scored.  Bottles 
of  48  and  500. 


"Bauer.  H.  G.;  Seegers,  V/.; 
Krawzoff,  M.,  and  McGavack, 
T.  H.:  New  York  J.  Med. 
.'■S.sr.O  iTeb  15)  li)5S. 


wii-'s  i;()\ii'\  s iNt'  . i I Ml \RT,  ism\b\ 

Ames  Comrubj  of  Canada,  Ltd.,  Toionto 


Compazine 


—from  virtually  any  cause 


• in  pregnancy — pre-  and.  postoperative  states— 
gastroenteritis — alcoholism — cancer  and  chronic 
diseases 


• control  is  achieved  'with  low  dosage — -usually 
15  to  20  mg.  daily — and  often  within  a half 
hour  after  the  first  oral  dose 


‘Compazine’  is  remarkable  for  its  freedom  from  drowsiness.  Patients 
carry  on  normal  activities  and  often  experience  an  actual  alerting  effect. 


. . .for  immediate  control  of  severe  vomiting: 

Ampuls,  2 cc.  (5  mg./cc.) 


NEW:  Multiple  dose  vials, 
10  cc.  (5  mg./cc.) 

Also  available: 


— aWays  carry  one  in  your  bag 


Tablets,  $,  lo  and  25  mg.,  in  bottles  of  50  and  500. 

Spansule^  capsules,  10,  15  and  30  mg.,  in  bottles  of  30  and  250. 
Suppositories,  5 and  25  mg.,  in  boxes  of  6. 

Syrup,  5 mg./teaspoonful  (5  cc.),  in  4 fl.  oz.  lightproof  bottles. 


Smith  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tX.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules.  S.K.F. 


DECEMBER  ^ 1058 


Stop  useless  nagging^dugh 


HISTADYL  E.C 


(Thenylpyramine  Compound  E.C.,  Lilly) 


Effective,  pleasantly  flavored  antitussive 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.S.A. 


MERRY  CHRISTMAS  AHD  HAPPY  NEW  YEAR 


AGAINST 

THE 

UBIQUITOUS 

HOSPITAL 

STAPHYLOCOCCUS 


CHLOROMYCETIN 


Staphylococci  are  notorious  for  the  variety  of  infections  they  cause  and  for  their  ability  to  develop 
resistance  to  certain  antibioticsd-3  According  to  recent  in  vitro  studies,  however,  these  stubborn 
pathogens  remain  sensitive  to  CHLOROMYCETIN-^*® 

Highly  effective  against  most  strains  of  staphylococci,  CHLOROMYCETIN  has  been  reported  of 
value  in  treatment  for  such  serious  infections  as  staphylococcal  pericarditis, 9 antibiotic-resistant 
postoperative  wound  infections, antibiotic-resistant  breast  abscesses,^’^^  pneumonia  due  to 
antibiotic-resistant  staphylococci, postoperative  staphylococcal  enteritis,!^  and  septicemia. 

CHLOROMYCETIN  (chloramphenicol,  Parbe-Davis)  is  available  in  several  forms,  including  Kapseals®  of 
250  mg.,  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  asso- 
ciated with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore, 
as  with  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 

REFERENCES:  (1)  Wise,  R.  I,:  J.A.M.A.  166:1178,  1958.  (2)  Brown,  J.  W.;  J.A.M.A.  166:1185,  1958.  (3)  Caswell,  H.  X, 
ei  al:  Stirg.,  Gijnec.  & Obst.  106:1,  1958.  (4)  Godfrey,  M.  E.,  & Smith,  I.  M.:  J.A.M.A.  166:1197,  1958.  (5)  Waisbren,  B.  A.: 
Wisconsin  M.  J.  57:89,  1958.  (6)  Royer,  A.,  in  Welch,  H.,  & Marti-Ibanez,  E:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,.p.  783.  (7)  Markham,  N.  E,  & Shott,  H.  C.  W.:  New  Zealand  M.  J.  57:55,  1958.  (8)  Blair. 
J.  E.,  & Carr,  M.;  J.A.M.A.  166:1192,  1958.  (9)  Horan,  J.  M.:  Pediatrics  19:36,  1957.  (10)  Rawls,  G.  H.:  Am.  Surgeon 
23:1030,  1957.  (11)  Sarason,  E.  L.,  & Bauman,  S.:  Surg.,  Gtjnec.  6-  Obst.  105:224,  1957.  (12)  James,  U.:  Brit.  J.  Clin.  Pract. 
11:801,  1957.  (13)  Turnbull,  R.  B.,  Jr.:  J.A.M.A.  164:756,  1957.  (14)  Ross,  S.;  Puig,  J.  R..  & Zaremba,  E.  A.,  in  Welch. 
H.,  & Marti-Ibanez,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  803.  (15)  Leachman, 
R.,  & Yow,  E.  M.,  in  Conn,  H.  E:  Current  Therapy  1958,  W.  B.  Saunders  Company,  Philadelphia,  1958.,  p.  51. 
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tN  VITRO  SENSITIVITY  OF  FATHOGENIC  STAPHYIOCOCCI 
TO  CHLOROMYCETIN  AND  TO  FOUR  OTHER  MAJOR  ANTIBIOTICS* 


’•'Adapted  from  Godfrey  & Smith.'  Staphylococci  studied  were  strains  isolated  from  28  patients  in  a general  hospital. 
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In  Biliary  Distress 

ZANCHOL 


Improves  Flow  and  Color  of  Bile 


Zanchol  (brand  of  florantyrone),  a distinct  chemical 
entity  unrelated  to  the  bile  salts,  provides  the  medical 
profession  with  a new  and  potent  hydrocholeretic  for 
treating  disorders  of  the  biliary  tract. 

The  high  degree  of  therapeutic  activity  of  this  new 
compound  and  its  negligible  side  reactions  yield  dis- 
tinct clinical  advantages. 

• Zanchol  produces  a bile  low  in  sediment. 

• Zanchol  enhances  the  abstergent  quality  of  bile. 

• Zanchol  produces  a deep,  brilliant  green  bile,  re- 
gardless of  its  original  color,  suggesting  improved 
hepatic  function. 


• Zanchol  improves  the  flow  and  quantity  of  bile  with- 
out increasing  total  bile  solids. 

Bile  with  these  qualities  minimizes  biliary  stasis,  re- 
duces sediment  and  debris  in  the  bile  ducts  and  dis- 
courages the  ascent  of  infection. 

For  these  reasons  zanchol  has  shown  itself  to  be  a 
highly  valuable  agent  in  chronic  cholecystitis,  cholan- 
gitis and  care  of  patients  following  cholecystectomy. 

Administration:  One  tablet  three  or  four  times  a day. 
Zanchol  is  supplied  in  tablets  of  250  mg.  each.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 
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PREVENT 

both  cause  and  fear  of 


proven 
safety 
for 

long-term 
use 

Miltrate 

NEW  DOVETAILED  THERAPY  OOMilNES  IN  ONE  TABLET 

prolonged  relief  from  sustained  coronary 

anxiety  and  tension  with  vasodilation  with 

MILTOWN^  -f-  PETN 

The  original  meprobamate,  pentaerythritol  tetranitrate 

discovered  and  introduced  a leading, 

by  Wallace  Laboratories  long-acting  nitrate 

“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . , the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”^ 

The  addition  of  Miltown  to  PETN,  as  in  Miltrate . .appears  to  be  more  effective 
than  [PETN]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”^ 


Miltrate  is  recommended  for  'prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied;  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  + 10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  'meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  and  literature,  write  Dept,  56C 

X.Friedlander,  H.  S.:  The  role  oj  ataraxics  in  cardiology.  Am.  J,  Card.  \:395»  March  1958. 

2.  Shapiro,  S.:  Observations  07i  the  use  of  meprobamate  hi  cardiovascular  disorders.  Angiology  8:504*  Dec.  1957» 

®®WALLACE  New  Brunswick,  N.J. 
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OFFICE  SURGERY  ^ 

* . , 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first... 
as  a local  anesthetic 
or  a topical  anesthetic 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials ; 0.6%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE*  HCl  SOLUTION 

(brand  ©f  tidocoine*) 

Astra  Pharmaceutical  Products,  Inc.,  Worcester  S,  Mass.,  U.S.A. 


^U.S.  FAT.  NO.  2.44f.49©  MAD£  IN  U S.A. 


DIRECTORY 

THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
Organized  1882  300  First  Nat’l  Bank  Bldg. 

Sioux  Falls,  South  Dakota 
OFFICERS,  1958-1959 
President 

A,  A.  Lampert,  M.D - - - - Hapid  City 

President-Elect 

R.  A.  Buchanan,  M.D - Huron 

Secretary-Treasurer 

A.  P.  Reding,  M.D.  - Marion 

Vice  President 

C.  R.  Stoltz,  M.D.  — — Watertown 

AMA  Delegate 

A.  A.  Lampert,  M.D Rapid  City 

Alternate  Delegate  to  AMA 

A.  P.  Reding,  M.D.  - - Marion 

Chairman  of  the  Council 

T.  H.  Sattler,  M.D.  - Yankton 

Speaker  of  the  House 

Magni  Davidson,  M.D.  - Brookings 

Councilor-at-Large 

M.  M.  Morrissey,  M.D ...Pierre 

COUNCILORS 
First  District  (Aberdeen) 

P.  V.  McCarthy,  M.D.  (1959)  Aberdeen 

Second  District  (Watertown) 

J.  J.  Stransky,  M.D.  (1959)  Watertown 

Third  District  (Brookings-Mudison) 

M.  C.  Tank,  M.D.  (1960)  Brookings 

Fourth  District  (Pierre) 

L.  C.  Askwig,  M.D.  (1959)  Pierre 

Fifth  District  (Huron) 

Paul  Hohm,  M.D.  (1960)  ......  - Huron 

Sixth  District  (Mitchell) 

P.  P.  Brogdon,  M.D.  (1960)  Mitchell 

Seventh  District  (Sioux  Falls) 

C.  J.  McDonald,  M.D.  (1960)  Sioux  Falls 

Eighth  District  (Yankton) 

T.  H.  Sattler,  M.D.  (1959)  , Yankton 

Ninth  District  (Black  Hills) 

J.  D.  Bailey,  M.D.  (1961)  .......Rapid  City 

Tenth  District  (Rosebud) 


R.  H.  Hayes,  M.D.  (1961)  ..Winner 

Eleventh  District  (Northwest) 

H.  E.  Lowe,  M.D.  (1961)  - Mobrldge 

Twelfth  District  (Whetstone) 

E.  A.  Johnson,  M.D.  (1361)  Milbank 

STANDING  COMMITTEES  — 1958-1959 
Scientific  Work 

A.  A.  Lampert,  M.D.  Rapid  City 

R.  A.  Buchanan,  M.D.  Huron 

A.  P.  Reding,  M.D.  Marion 

C.  R.  Stoltz,  M.D - Watertown 

Legislation 

H.  Russell  Brown,  M.D.,  Chr.  (1980)  ..Watertown 

R.  E.  Van  Demark,  M.D.  (1959)  Sioux  Falls 

E.  T.  Ruud,  M.D.  (1959)  Rapid  City 

Paul  Bunker,  M.D.  (1960)  - Aberdeen 

C.  L.  Swanson,  M.D.  (1961)  - Pierre 

H.  R.  Lewis,  M.D.  (1961)  Mitchell 

Publications 

R.  E.  Van  Demark,  M.D.,  Chr.  (1981)  Sioux  Falls 

T.  H.  Sattler,  M.D.  (1959)  Yankton 

Robert  Rank,  M.D.  (1960)  Aberdeen 

Medical  Defense 

A.  P.  Reding,  M.D.,  Chr.  (1961)  - ..Marion 

L.  J.  Pankow,  M.D.  (1959)  Sioux  Falls 

D.  R.  Mabee,  M.D.  (1960)  Mitchell 

Medical  School  Affairs 
Medical  Education  and  Hospitals 

C.  B.  McVay,  M.D.,  Chr.  (1960)  Yankton 

R.  C.  Jahraus,  M.D.  (1960)  Pierre 

Ronald  Price,  M.D.  (1961)  Armour 

Warren  Jones,  M.D.  (1961)  Sioux  Falls 


W.  H.  Saxton,  M.D.  (1959)  .Huron 

F.  R.  Williams,  M.D.  (1959)  ~ - - 

Medical  Economics 

M.  Davidson,  M.D.,  Chr.  (1961)  

Abner  Willen,  M.D.  (1959)  

R.  H.  Hayes,  M.D.  (1960)  

Necrology 

J.  T.  Cowan.  M.D.,  Chr.  (1959)  

J.  C.  Murphy,  M.D.  (1960)  

L.  L.  Parke,  M.D.  (1961)  

Public  Health 

R.  K.  Rank,  M.D.,  Chr.  (1959)  

N.  E.  Wessman,  M.D.  (1960)  

T.  E.  Mead,  M.D.  (1961)  

Cancer 

P.  V.  McCarthy,  M.D.,  Chr.  (1960)  

J.  V.  McGreevy,  M.D.  (1959)  

G.  F.  McIntosh,  M.D.  (1961)  

Tuberculosis 

W.  L.  Meyer,  M.D.,  Chr.  (1960)  

Saul  Friefeld,  M.D.  (1959)  

R.  J.  Bareis,  M.D 

Maternal  & Child  Welfare 
Brooks  Ranney,  M.D.,  Chr.  (1959)  

L.  W.  Tobin,  M.D.  (1961)  

W.  A.  Anderson,  M.D.  (1960)  

Diabetes 

E.  W.  Sanderson,  M.D.,  Chr.  (1961)  

M.  E.  Sanders,  M.D.  (1959)  

Clifford  Gryte,  M.D.  (1960)  


Executive  Committee 

A.  A.  Lampert,  M.D.,  Chr.  Rapid  City 

M.  M.  Morrissey,  M.D.  Pierre 

R.  A.  Buchanan,  M.D.  Huron 

C.  R.  Stoltz,  M.D Watertown 

A.  P.  Reding,  M.D ...Marion 

Magni  Davidson,  M.D.  Brookings 

Grievance  Committee 

L.  J.  Pankow,  M.D.,  Chr.  (1962)  Sioux  Falls 

D.  A.  Gregory,  M.D.  (1959)  Milbank 

A.  W.  Spiry,  M.D.  (1960)  Mobridge 

D.  S.  Baughman,  M.D.  (1961)  Madison 

A.  P.  Peeke,  M.D.  (1963)  , .Volga 

Mental  Health 

E.  S.  Watson,  M.D.,  Chr.  (1961)  Brookings 

George  Smith,  M.D.  (1980)  Sioux  Falls 

R.  C.  Knowles,  M.D.  (1959)  Sioux  Falls 

H.  E.  Davidson,  M.D.  (1959)  ...Lead 

C.  G.  Baker,  M.D.  (1960)  Yankton 

R.  E.  Cooper,  M.D.  (1961)  Rapid  City 

Benevolent  Fund 

W.  E.  Donahoe,  M.D.,  Chr.  (1960)  Sioux  Falls 

J.  C.  Hagin,  M.D.  (1961)  Miller 

F.  C.  Totten,  M.D.  (1959)  - Lemmon 

Rheumatic  Fever  and  Heart  Disease 
J.  Argabrite,  M.D.,  Chr.  (1961)  Watertown 

B.  T.  Lenz,  M.D.  (1959)  Huron 

H.  W.  Farrell,  M.D.  (1960)  Sioux  Falls 

SPECIAL  COMMITTEES 
Radio  Broadcasts  and  Telecasts  Committee 

J.  J.  Stransky,  M.D.,  Chr.  Watertown 

J.  P.  Steele,  M.D.  Yankton 

J.  C.  Rodine,  M.D Aberdeen 

Robert  Olson.  M.D Sioux  Falls 

R.  A.  Boyce,  M.D.  Rapid  City 

F.  D.  Leigh,  M.D Huron 

S.  B.  Simon,  M.D.  :: Pierre 

American  Medical 
Education  Foundation 

A.  P.  Reding,  M.D.,  Chr.  Marion 

B.  F.  King,  M.D.  Aberdeen 

O.  J.  Mabee,  M.D.  .....  Mitchell 

H.  L.  Saylor,  Jr.,  M.D.  Huron 

S.  F.  Sherrill,  M.D Belle  Fourche 

Editorial 

R.  E.  Van  Demark,  M.D.  Sioux  Falls 

G.  S.  Paulson,  M.D Rapid  City 

Harold  Lowe,  M.D.  Mobrldge 

H.  R.  Wold,  M.D Madison 

T.  W.  ReuI,  M.D.  Watertown 

Mary  Price,  M.D ....Armour 

Amos  Michael,  M.D.  Vermillion 

H.  B.  Munson,  M.D.  Rapid  City 

R.  F.  Thompson,  M.D Yankton 

Medical  Licensure 

Magni  Davidson,  M.D.,  Chr.  Brookings 

D.  L.  Kegaries,  M.D.  ......Rapid  City 

C.  E.  Kemper,  M.D.  Vlborg 

Veterans  Administration  and  Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr.  Pierre 

M.  R.  Gelber,  M.D.  Aberdeen 

G.  H.  Steele,  M.D Aberdeen 

T.  J.  Billion,  M.D Sioux  Falls 

Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D.  Vermillion 

Prepayment  and  Insurance  Plans 

C.  J.  McDonald,  M.D.,  Chr.  Sioux  Falls 

D.  H.  Breit,  M.D.  Sioux  Falls 

Paul  Hohm,  M.D Huron 

E.  A.  Johnson,  M.D.  Milbank 

A.  A,  Lampert,  M.D.  Rapid  City 

Robert  Monk,  M.D Yankton 

Roscoe  Dean,  M.D Wessington  Springs 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.,  Chr Volga 

G.  J.  Bloemendaal,  M.D Ipswich 

E.  F.  Kalda,  M.D.  Platte 

Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr.  Madison 

C.  L.  Vogele,  M.D.  Aberdeen 

D.  J.  Buchanan  ....Huron 


..Rapid  City 

...Brookings 

Clark 

Winner 

Pierre 

Murdo 

Canton 


Aberdeen 

..Sioux  Falls 
Spearfish 


Aberdeen 

..Sioux  Falls 
Eureka 


Sanator 

....Brookings 
..Rapid  City 


.Yankton 

..Mitchell 

..Sioux  Falls 


..Sioux  Falls 

Redfield 

— Huron 


Workmen’s  Compensation 

J.  N.  Hamm,  M.D.,  Chr.  

H.  R.  Lewis,  M.D.  

R.  Giebink,  M.D 


Clinical  Pathology  Committee 

W.  A.  Geib,  M.D.,  Chr.  

R.  L.  Carefoot,  M.D.  

A.  K.  Myrabo,  M.D.  


Rehabilitation  Committee 

H.  L.  Ahrlin,  M.D.,  Chr 

R.  E.  Van  Demark,  M.D 

Paul  Bunker,  M.D 

D.  Hillan,  M.D 

Wm.  Church,  M.D.  


Steve  Brzica,  M.D. 

P.  D.  Leigh,  M.D.  

E.  A.  Rudolph,  M.D 

Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr.  

A.  P.  Peeke,  M.D 

H.  Russell  Brown,  M.D 

R.  A.  Boyce,  M.D.  

P.  V.  McCarthy,  M.D 

E.  J.  Perry,  M.D.  

R.  F.  Hubner,  M.D 

C.  A.  Johnson,  M.D. 


(Continued  on  Page  42) 


Sturgis 

Mitchell 

..Sioux  Palls 


_Sioux  Falls 


Press  Radio  Committee 


...Rapid  City 
..Sioux  Falls 

Aberdeen 

Madison 

..Sioux  Falls 


..Sioux  Falls 

Huron 

Aberdeen 


..Huron 

-Volga 


-Watertown 
..Rapid  City 

. Aberdeen 

Redfield 

Yankton 

Lemmon 


remarkable  effectiveness 
against  the  cocci- 
plus  a safety  record 
unmatched  in  systemic 
antibiotic  therapy 


Now,  after  more  than  six  years  of  extensive 
use,  there  has  not  been  a single  serious 
reaction  to  ERYTHROCIN.  Additionally,  the 
often-met  problem  of  resistance  has  re- 
mained unusually  low  with  ERYTHROCIN. 

Therapeutically,  you'll  find  ERYTHROCIN 
highly  effective  against  the  majority  of  coc- 
cal  organisms.  Where  severe  viral  attacks 
occur,  ERYTHROCIN  may  well  be  the  wea- 
pon to  counteract  those 
dangerous  complications. 


OMott 


levels  of 


Potassium 
Peniciilin  V 
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White  line  on  the  chart  shows  the  ranges  of  Filmtab 
COMPOCILLIN-VK,  while  the  gray  line  shows  the 
medians.  Note  the  high  ranges  and  averages  at  % 
hour,  and  at  1 hour. 


Doses  of 400,000  units  were  administered  before  meat-  . , 


time  to  40  subjects  involved  in  this  study. 


■V.-i 


w 


I- 


hours 

V2. 

Now,  IN  BOTH  Filmtab  and  Oral  Solution,  patients 
get  high  penicillin  V blood  levels  with  Compocillin- 
VK.  Note  the  chart.  Concentrations  are  three  times 
higher  than  an  equivalent  dose  of  potassium  peni- 
cillin G. 

Compocillin-VK  is  indicated  whenever  you  desire 
oral  penicillin  therapy.  In  severe  infections,  oral 
penicillin  should  be  supplemented  by  parenteral 
therapy  to  obtain  the-maximum  therapeutic 
response. 

Indications: 

Against  all  organisms  sensitive  to  oral  penicillin 
therapy.  For  prophylaxis  and  treatment  of  complica- 
tions in  viral  conditions.  And  as  a prophylaxis  in 
rheumatic  fever  and  rheumatic  heart  disease. 

Dosage: 

Depending  on  the  severity  of  the  infection,  the  usual 
adult  dose  is  125  to  250  mg.  (200,000  to  400,000  units) 


every  four  to  six  hours.  For  children,  dosage  may  be 
reduced  in  proportion  to  body  weight. 

Supplied: 

In  Filmtabs,  representing  125  mg.  (200,000  units)  of 
potassium  penicillin  V,  bottles  of  50  and  100.  In  250 
mg.  (400,000  units),  bottles  of  25  and  100. 

For  Oral  Solution,  Compocillin-VK  comes  in  dry 
granules  for  easy  reconstitution  with  water.  Cherry- 
flavored,  the  granules  come  in  40-cc.  and  80-cc. 
bottles.  Each  5-cc.  teaspoon  of  solution  represents 
125  mg.  (200,000  units)  of  potassium  penicillin  V. 


COMPOCILLIN-V®  Oral  Suspension  (Ready-Mixed), 

Hydrabamine  Penicillin  V,  Abbott,  comes  in  40-cc. 
and  80-cc.  bottles.  Each  tasty,  banana-flavored  5-cc, 
teaspoonful  represents  180  mg.  (300,000^  nn 
units)  of  penicillin  V.  At  all  pharmacies. '-J-UvOlC 


the  most  affective  antibiotic 

available  against  staphylococci 


CRYSTALLIZED  d 


(RISTOCETIN,  ABBOTT) 


PREPARED  FROM  PURE  CRYSTALS 

Provides  Outstanding  Clinical  Effectiveness  Against  Coccal 
Infections,  Including  Resistant  Staphylococci  and  Enterococci* 

Provides  Bactericidal  Action  Against  Coccal  Infections* 
Provides  Successful  Short-Term  Therapy  In  Endocarditis^ 


812}89 


i 


Now,  after  just  12  months,  SPONTIN  has  become  an  outstand- 
ing drug  of  choice  against  resistant  staphylococci,  and  in 
other  serious  coccal  infections. 

Six  papers  presented  at  the  Antibiotics  Symposium’  re- 
ported the  effectiveness  of  SPONTIN  against  resistant  staphy- 
lococcal infections.  Clinical  reponses  involved  enterococcal 
endocarditis,  staphylococcal  pneumonias  and  staphylococcal 
bacteremias.  Many  of  these  patients  were  going  downhill 
steadily— in  spite  of  treatment  by  other  antibiotics. 

Toxicity?  Careful  attention  to  dosage  recommendations  has 
practically  eliminated  toxicity  and  side  effects  as  serious  ob- 
stacles to  therapy.  Also,  recent  improvements  have  been 
made  in  the  manufacture  of  SPCNTIN;  the  drug  is  now  made 
from  pure  crystals.  A recent  report®  in  the  Journal  of  the 
American  Medical  Association  concluded,  "It  is  our  opinion 
that,  if  proper  precautions  are  observed,  ristocetin  is  a safe 
and  potent  agent  to  employ  in  the  treatment  of  staphylococcal 
infections." 

If  you  do  not  have  the  revised  literature  on  this  lifesaving 
antibiotic,  please  contact  your  Abbott  Representative  soon; 
or  write  direct  to  Abbott  Laboratories,  North  Chicago,  Illinois. 

INDICATIONS:  Agai  nst  a wide  range  of  staphylococcal, 
streptococcal,  pneumococcal  and  enterococcal  infections.  A 
drug  of  choice  for  treating  serious  infections,  particularlythose 
caused  by  organisms  that  resist  all  other  antibiotics. 

DOSAGE:  Ad  ministered  intravenously.  In  pneumococcal, 
streptococcal  and  enterococcal  infections,  a dosage  of  25 
mg. /Kg.  will  usually  be  adequate.  Majority  of  staphylococcal 
infections  will  be  controlled  by  25  to  50  mg. /Kg.  per  day.  It  is 
recommended  that  the  daily  dosages  be  divided  into  two  or 
three  equal  parts  at  eight-  or  12-hour  intervals. 

SUPPLIED:  In  vials  containing  a sterile,  lyophilized  powder, 
representing  500  mg.  of  ristocetin  A activity. 


Be  sure  your  hospital  has  it  stocked. 


1.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  15,  16,  17,  1958. 

2.  Antibiotics  Annual,  1957-58,  p.  187-98. 

3.  J.A.M.A..  167:1584,  July  26,  1958. 
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Mazola®  Corn  Oil . . .a  palatable  food 

S i 

effective  in  the  rnana^e^ent  and  control 
of  serum  chpl^mrol  levels 


Extensive  clinical  tests  show  that  when  the 
diet  contains  an  adequate  amount  of  Mazola 
Corn  Oil,  serum  cholesterol  levels  tend  to  be 
normal . . . high  blood  cholesterol  levels  are 
lowered,  normal  levels  maintained. 

Fortunately  for  both  physician  and  patient, 
Mazola  Corn  Oil  is  not  only  rich  in  unsatu- 
rated fatty  acids,  it  is  also  a delicious  food. 
It  becomes  an  enjoyable  and  normal  part  of 
the  patient's  daily  meals — no  complicated  or 
special  diet  is  required. 

Here  is  a therapy  easy  for  you  to  prescribe, 
easy  and  pleasant  for  your  patients  to  follow. 


"^IwTeOOKIM©  OR  SAUAoin 

Mazola  Corn  Oil  is  a superlative  cooking 
oil  as  well  as  a delicious  salad  oil. 
Adequate  amounts  can  be  eaten  daily — 
in  a wide  variety  of  salad  dressings  and 
in  a great  number  of  fried  and  baked 
foods, 

I MOST  E-pFECTIvi^ 

Pure,  clear,  bland  and  odorless.  Mazola 
Corn  Oil  is  stable  and  dependable,  pro- 
viding the  full  measure  of  cholesterol- 
lowering  unsaturated  fatty  acids  char- 
acteristic of  corn  oil. 


Nutritional  authorities  generally  recom- 
mend that  fats  should  provide  no  more  than 
30%  of  the  total  calories.  In  cholesterol-low- 
ering diets  from  one-third  to  one-half  of  these 
fats  should  be  unsaturated,  such  as  in  Mazola 
Corn  Oil. 


Mazola  Corn  Oil  is  sold  in  grocery  stores 
throughout  the  country,  is  available 
everywhere.  Its  comparatively  low  cost 
makes  it  as  economical  as  it  is  effective. 


CORN  PRODUCTS 
REFINING  COMPANY 


MAZOLA*  CORN  OIL  is  a rich  source  of  un- 
saturatted  fatty  acids.  It  can  form  a regular 
part  of  the  diet  without  major  changes  in 
eating  habits  to  provide  an  effective  un- 
saturated  oil  as  a part  of  the  daily  meals. 

EACH  TABLt-SPOONFUI.  OF  MAZOLA  CORN 
OIL  PROVIDES  NOT  LESS  THANs 
Linoloic  Acid  . . . . . 7.4  Gm, 

Bitosterols  s.  . . 13G  mg. 

Natural  Tocopherois  .........  15  rag. 

TYPICAL  AMOUNTS  PER  DIET 

For  a 3800  calorie  diet  3 tablespoonaful 
• Per  a 3000  calorie  diet  ' 2.5  tablespoonsful  ’ 

For  a 2000  calorie  diet  1.5  tablespoonsful 

*Reg.  U.  S.  Pat.  Off.  . 
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now— an  antibiotic  troche  that 


The  cough  control  provided  by  homarylamine  (a  non-narcotic  antitussive) 
approximates  that  of  codeine. 

Three  antibiotics  (bacitracin,  tyrothricin,  neomycin)  act  in  combination 
against  a wide  variety  of  pathogens— with  little  danger  of  side  reactions. 

The  anesthetic-analgesic  effect  of  benzocaine  brings  soothing  relief  to  in- 
flamed tissues  of  mouth  and  throat. 

Pentazets  now  extend  the  therapeutic  usefulness  of  convenient  troche 
medication.  Each  pleasant-tasting  Pentazets  troche  acts  promptly  against 
the  most  bothersome  aspects  of  mouth  and  throat  irritations. 

PRESCRIBE 

Penta^^ets 

antitussive— antibiotic  -anesthetic-analgesic  troches 


Dosage : Three  to  5 troches  daily  for  3 to  6 days. 
Supplied:  In  vials  of  12. 

Pentazets  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHIUDELPHIA  I,  PA. 
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Unusual  Antibacterial  and  Anti-infective  Properties — More  soluble  in  acid  urine' . . . higher  emd 
better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.* 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.* 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  horn's. 

KYNEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablets;  Each  tablet  contains  0.5  Gm.  (7)^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup;  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

references : 

1 Grieble,  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J.  Med. 
258:1-7,  1958 

2.  Editorial : New  England  J.  Med.  25  8 : 48*4 9,  195  8. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Reg.  U.S.  Pat,  Off. 
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Nott)-All  cold  symptoms 
can  be  controlled 


This  new  timed-release  tablet  provides: 

• , . the  superior  decongestant  and  antihistaminic 
action  of  Triaminic 

» , . non-narcotic  cough  control  as  effective  as  with 
codeine,  but  without  codeine* s drawbacks 

,,,an  expectorant  to  help  the  patient  expel 
thickened  mucus 

• . . the  specific  antipyretic  and  analgesic  effect 
of  well-tolerated  APAP 

• • . the  prompt  and  prolonged  activity  of 
timed-release  medication 


Each  Tussagesic  Tablet  contains: 


TRIAMINIC® 50  mg. 

(phenylpropanolamine  HCl  ....  25  mg.; 

pheniramine  maleate 12.5  mg.; 

pyrilamine  maleate 12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  . . 30  mg. 

Terpin  hydrate 180  mg. 

APAP  (N-acetyl-p-aminophenol)  . . . 325  mg. 


Tussagesic  timed-release  tablets  provide 
relief  in  minutes,  which  lasts  for  hours 


flrst-3  to  4 hours  of 
relief  from  the 
outer  layer 


then— 3 to  4 more  hours 
of  relief  from 
the  inner  core 


Also  available: 

for  those  who  prefer  liquid  medication  — 

Tussagesic  suspension 

In  each  5 ml.:  Triaminic,  25  mg.;  Dormethan, 
15  mg.;  terpin  hydrate,  90  mg.;  APAP,  120  mg. 


Dosage:  1 tablet  in  the  morning,  mid-afternoon, 
and  evening,  if  needed.  Should  be  swallowed 
whole  to  preserve  the  timed-release  action. 
Suspension;  Adults— 1-2  tsp.  every  3-4  hours; 
Children  6-12  years  old— 1 tsp.  every  3-4  hours; 
Children  under  6— dosage  in  proportion. 


* 


1 ussagesic 

*Contains  triaminic  fo|}j|^rMnnfng  noses  open  stuffed  noses  orally 


SMITH -DORSEY  ■ a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


Exactly  how 

does  new  Halodrin*  restore  the 
'premenopausal  prime  ” 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these  are  the 
childbearing  years  between  puberty  and  menopause— the  years  when  her  hormone  production  is  highest. 

The  inevitable  reduction  in  this  hormone  production  as  she  enters  the  menopause  often  results  in  physical 
discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity  of  other  symptoms  with  which 
you  are  familiar.  Superimposed  on  this  physical  picture  is  the  psychic  trauma  brought  on  by  this  unavoidable 
evidence  of  aging.  The  thing  that  brings  her  to  a physician  is  simply  that  she  “feels  bad.” 

You  can’t  make  her  35  again— but  cbe  odds  are  good  that  you  can  make  her  feel  like  it!  The  secret  is  a 
combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the  former  defy  objective  analysis, 
but  the  latter  can  now  be  provided  with  scientific  precision.  Reduced  to  essentials,  here  is  the  explanation  of 
exactly  how  hormones— in  the  form  of  Upjohn’s  new  Halodrin  — restore  the  “premenopausal  prime.” 

The  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol,  estrone,  and 
estriol,  in  an  approximate  28-day  average  ratio  of  39:15:46.  Starting  with  this  urinary  excretion  of  estrogens, 
it  is  possible  to  calculate  backwards  and  estimate  the  amount  of  estradiol  that  must  have  been  secreted  endo- 
genously in  order  to  produce  these  urinary  levels.  This  is  possible  because  the  proportion  of  estrogens  which 
appears  in  the  urine  following  parenteral  administration  has  been  established  in  castrated  women. 

On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day  during 
menstrual  cycle,  and  80  mierograms  per  day  in  postmenopausal  women  (see  chart  opposite).  Therefore,  the 
restoration  of  the  “premenopausal  prime”  in  the  postmenopausal  woman  requires  the  replacement  of  approxi- 
mately the  equivalent  of  the  80  micrograms  of  estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  2%  times  as  potent  as  parenteral  estradiol.  Therefore,  the  replacement 
of  80  micrograms  of  endogenous  estradiol  production  per  day  is  accomplished  by  the  oral  administration 
of  32  to  40  micrograms  of  ethinyl  estradiol  per  day. 

Each  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the  recommended 
dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethinyl  estradiol.  This  offsets  the  loss  of  80  micrograms 
of  endogenous  estradiol  production  in  the  menopausal  woman;  i.e.,  restores  the  “premenopausal  prime.” 

Each  Halodrin  tablet  also  contains  1 mg.  of  Upjohn-developed  Halotestin*  (fluoxymesterone)  — the  most 
potent  oral  androgen  known.  The  primary  purpose  is  to  “buffer”  the  ethinyl  estradiol  just  enough  to  prevent 
breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause.  It  also  exerts  other  beneficial  hor- 
monal effects,  one  of  which,  in  common  with  ethinyl  estradiol,  is  a powerful  anabolic  action  so  desirable  in 
patients  of  advanced  years. 


l^john 


♦trademark,  req.  u.s.  pat.  off. 
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"Much  better- 
thank  you,  doctor” 

Proven  in  research 

1.  Highest  tetracycline  serum  levels 

2.  Most  consistently  elevated  serum  levels 

3.  Safe,  physiologic  potentiation  (with  a natural  human  metabolite) 

And  now  in  practice 

4.  More  rapid  clinical  response 

5.  Unexcelled  toleration 


COSA-TETRACYN 

GLUCOSAMINE-POTENTIATED  TETRACYCLINE 


ORAL  SUSPENSION 

( orange-flavored ) 

125  mg.  per  tsp.  (5  cc.) 
2 oz.  bottle 


NEW!  PEDIATRIC  DROPS 

(orange-flavored)  5 mg.  per 
drop,  calibrated  dropper, 

10  cc.  bottle 


CAPSULES 

(black  and  white) 

250  mg.,  125  mg. 

(for  pediatric  or  long- 
term therapy) 

COSA-TETRASTATIN* 

glucosamine-potentiated  tetracycline  with  nystatin 

Antibacterial  plus  added  protection  against 
monilial  super-infection 

CAPSULES  (black  and  pink)  250  mg.  Cosa-Tetra- 
cyn  (with  250,000  u.  nystatin) 

ORAL  SUSPENSION  125  mg.  per  tsp.  (5  cc.) 
Cosa-Tetracyn  (with  125,000  u.  nystatin),  2 oz. 
bottle 


COSA-TETRACYDIN* 

glucosamine-potentiated  tetracycline-analgesic- 
antihistamine  compound 

For  relief  of  symptoms  and  malaise  of  the 
common  cold  and  prevention  of  secondary 
complications 

CAPSULES  (black  and  orange)  —each  capsule  con- 
tains: Cosa-Tetracyn  125  mg.;  phenacetin  120  mg.; 
caffeine  30  mg.;  salicylamide  150  mg.;  buclizine 
HCl  15  mg. 


REFERENCES:  1.  Carlozzi,  M.:  Antibiotic  Med.  & Clin.  Therapy  5:146  (Feb.)  1958.  2.  Welch,  H.;  Wright, 
W.  W.,  and  Staffa,  A.  W. : Antibiotic  Med.  & Clin.  Therapy  5:52  (Jan.)  1958.  3.  Marlow,  A.  A.,  and 
Bartlett,  G.  R. : Glucosamine  and  leukemia,  Proc.  Soc.  Exp.  Biol.  & Med.  84:41,  1953.  4.  Shalowitz,  M.: 
Clin.  Rev.  1:26  (April)  1958.  5.  Nathan,  L.  A.;  Arch.  Pediat.  75:251  (June)  1958.  6.  Cornbleet, T. ; Chesrow, 
E.,  and  Barsky,  S. : Antibiotic  Med.  & Clin.  Therapy  5:328  (May)  1958.  7.  Stone,  M.  L. ; Sedlis,  A., 
Bamford,  J.,  and  Bradley,  W. : Antibiotic  Med.  & Clin.  Therapy  5:322  (May)  1958.  8.  Harris,  H. : Clin.  Rev. 
1:15  (July)  1958. 


Science  for  the  world’s  well-being 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 


*Trademark 


Many  clinicians  believe  that  good  nutrition  plays  a significant  role  in  preventing  bacterial 
infections,  and  that  immunity  depends  on  adequate  vitamin  levels.  TisdalP  states 
that  “a  low  intake  of  a number  of  vitamins,  a low  intake  of  minerals,  and  a change  in 
the  quality  of  protein  can  all  lower  resistance  to  infection.” 

Other  studies  show  the  important  role  of  the  B vitamins  in  antibody  formation. 

Thus,  Nutrition  Reviews^  reports : “Present  evidence  indicates  that  certain  B vitamins,  notably 
pyridoxine,  pantothenic  acid  and  folacin,  play  a significant  role  in  antibody  synthesis.” 
According  to  Pollack  and  Halpern,®  “Under-nutrition  leads  to  increased  susceptibility  to  infection 
and  decreased  resistance  to  established  disease.”  And  “vitamin  deficiency  states 
also  may  adversely  influence  circulating  antibodies.” 

Halpern^  reports  that  “good  nutrition  is  important  for  optimal  resistance  to  infection,  for  a 
superior  tissue  capability  to  cope  with  disease  and  injury,  and  for  maximum  antibody 
production  . . . nutrition  participates  in  the  prophylaxis  against  most  acute  infections  . . .” 

And  while  MacBryde®  feels  that  evidence  is  lacking  to  support  the  view  that  a higher  than 
normal  intake  of  vitamins  will  improve  resistance  to  infection,  he  also  states:  “Restoration  of 
nutrition  to  normal  exerts  a favorable  influence  on  practically  all  disease  conditions . . . 

Often  the  outcome  will  depend  more  upon  the  correction  of  the  malnutrition  than  upon  any 
therapy  directed  toward  the  malady.” 


THERAGRAN 

SQUIBB  VITAMINS  FOR  THERAPY 


now  expanded  to  include  additional  essential  vitamins — 
and  at  no  extra  cost  to  your  patients 


Each  Theragran  Capsule  supplies: 

Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  .... 

Riboflavin 

Niacinamide 

Ascorbic  Acid 

Pyridoxine  Hydrochloride  . . , 
Calcium  Pantothenate  . ...  . 
Vitamin  Activity  Concentrate 


25,000  U.S.P.  units 
1,000  U.S.P.  units 

. . . . 10  mg. 

. . . . 10  mg. 

. . . . 100  mg. 

. . . . 200  mg. 

. . , . 5 mg. 

. . . . 20  mg. 

. . . . 5 meg. 


Dosage:  1 or  more  capsules  daily  as  indicated. 

Supply:  Family  Packs  of  180.  Bottles  of  30,  60,  100  and  1,000. 


Also  Available:  Theragran  Liquid,  bottles 
of  4 ounces;  Theragran  Junior  bottles  of 
30  and  100  capsules;  and  Theragran-m 
(Squibb  Vitamin-Minerals  for  Therapy), 
bottles  of  30,  60,  100  and  1,000  capsule- 
shaped tablets. 


References:  1.  Tisdall,  F.  F.:  Clinical  Nutrition,  ed.  by  Joliffe,  N.;  Tisdall,  F.  F.,  and  Cannon,  P.  R.:  Paul  B. 
Hoeber,  Inc.,  New  York,  1950,  p.  748.  2.  Nutrition  Reviews,  15:47,  (Feb.)  1957.  3.  Pollack,  H.,  and  Halpern, 
S.  L. : Therapeutic  Nutrition,  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C., 
1952,  p.  18.  4.  Halpern,  S.  L.:  Ann.  N.  Y.  Acad.  Science  65:147,  (Oct.  28)  1955.  5.  MacBryde,  C.  N.:  Signs 
and  Symptoms,  J.  B.  Lippincott  Co.,  Phila.,  3rd  Ed.  1957,  p.  818. 


Squibb 

\l*58l||i958 


Squibb  Quality— The  Priceless  Ingredient 


‘Theragran’®  is  a Squibb  trademark. 
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provides  dependable,  fast,  effective  therapy 


dependable  action 

because  all  patients  show  therapeutic 
blood  concentrations  of  peniciUin  with 
recommended  dosages. 

quick  deployment 

of  the  bacteria-destroying  antibiotic. 
Within  five  to  fifteen  minutes  after  ad- 
ministration, therapeutic  concentrations 
appear  in  the  general  circulation. 

higher  blood  levels 

than  with  any  other  penicillin  given 


orally.  Bactericidal  concentrations  are 
assured.  Infections  resolve  rapidly. 

Dosage:  125  or  250  mg.  three  times  daily. 

Supplied:  Tablets,  scored,  of  125  and  260 
mg.  (200,000  and  400,000  units). 

New  V-Cillin  K,  Pediatric:  In  bottles 
of  40  and  80  cc.  Each  5-cc.  teaspoonful 
provides  125  mg.  V-CiUin  K. 

V-Cillin®  K (penicillin  V potassium,  Lilly) 


. INDIANAPOLIS  6,  INDIANA,  U.S.A. 


ELI  LILLY  AND  COMPANY 
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"OBSTETRIC  ANALGESIA  AND 
ANESTHESIA  in  SOUTH  DAKOTA— 1957"* 
by 

Brooks  Ranney,  M.D. 

The  Yankton  Clinic 
Yankton,  South  Dakota 


During  the  past  50  years  the  Maternal 
Death  Rate  in  the  United  States  has  been  re- 
duced from  more  than  100  per  10,000  live 
births  to  about  4 per  10,000  live  births.  As 
other  causes  of  maternal  death  and  morbidity 
have  been  controlled,  deaths  and  morbidity 
due  to  obstetric  analgesia  and  anesthesia  have 
increased  in  relative  frequency.  Techniques 
of  pain-relief  now  occupy  fourth  place 
throughout  the  nation  in  the  causes  of  mater- 
nal death  and  morbidity;  they  are  even  more 
important  among  the  causes  of  perinatal  (in- 
fant) death  and  morbidity. 

Considering  these  facts,  the  Maternal  and 
Child  Welfare  Committee  of  the  State  Med- 
ical Association  instituted  a questionnaire 
study  of  methods  for  relieving  discomfort 
during  labor  and  delivery  throughout  South 
Dakota.  This  report  is  a summary  of  answers 
in  the  returned  questionnaires. 

Babies  born  in  South  Dakota’s  cities  are 
usually  delivered  in  the  Obstetric  depart- 
ments of  large  general  hospitals.  Conversely, 

» 

Compiled  under  the  auspices  of  The  Maternal 
and  Child  Welfare  Committee  of  the  South  Dakota 
State  Medical  Association  and  The  Maternal  Mor- 
tality Study  Committee  of  the  South  Dakota  So- 
ciety of  Obstetrics  and  Gynecology. 

* Presented  before  the  annual  meeting  of  the  South 

Dakota  State  Medical  Association,  Huron,  South 

Dakota,  June  23,  1958. 


babies  born  in  South  Dakota’s  sparsely 
settled  areas  are  usually  delivered  in  tiny 
hospitals  or  nursing  homes.  Only  5 doctors 
in  South  Dakota  reported  that  they  still  per- 
form an  occasional  home  delivery.  Varying 
hospital  conditions  at  delivery  cause  varia- 
tions in  analgesia  and  anesthesia  which  are 
noticable  throughout  this  report. 


The  questionnaire,  (figures  1 and  1,  a)  was 
sent  to  503  doctors  and  80  hospitals.  258  doc- 
tors and  34  hospitals  answered  the  first 
epistle.  105  other  doctors  and  23  remaining 
hospitals  responded  to  a second  request.  Only 
130  doctors  and  23  hospitals  did  not  reply. 
Of  those  replying,  143  doctors  from  larger 
communities  do  no  obstetrics  because  they 
specialize  in  other  branches  of  medicine,  and 
23  doctors  from  smaller  communities  do  no 
deliveries  because  they  refer  their  prenatal 
patients  to  obstetricians  for  delivery.  It  is  ap- 
parent that  approximately  one-third  of  the 
doctors  in  the  state  deliver  72.2%  of  the  ob- 
stetric patients  in  South  Dakota. 

Correspondents  were  requested  to  list, 
separately,  the  frequence  of  use,  amounts 
used,  effectiveness  and  dangers  of  various 
analgesic  and  anesthetic  agents  for  vaginal 
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Fig.  1 

DOCTORS'  RESPONSE  TO 
QUESTIONNAIRE 


Doctors 

1st 

Question- 

naire 

Repeat 

Question- 

naire 

Totals 

Number  of  ques- 
tionnaires sent  out. 

503 

245 

748 

Answered  parts  or 
all  of  questionnaire. 

129 

53 

182 

Replied,  but  do  no 
Obstetrics  because 
they  practice  an- 
other specialty. 

108 

35 

143 

Replied,  but  do  no 
deliveries  because 
they  refer  their  pre- 
natal patients  to 
Obstetricians  for  de- 
livery. 

12 

11 

23 

Replied,  but  have 
retired  from  prac- 
tice. 

9 

1 

10 

Reported  deceased. 

— 

5 

5 

No  replies. 

245 

130 

130 

Fig.  L a. 

HOSPITALS'  RESPONSE  TO 
QUESTIONNAIRE 


Hospitals 

1st 

Question- 

naire 

Repeat 

Question- 

naire 

Totals 

Number  of  question- 
naires sent  out. 

80 

46 

125 

Answered  question- 
naire. 

33 

23 

56 

No  Obstetrics  done 
in  this  hospital. 

1 

0 

1 

No  replies. 

46 

23 

23 

delivery,  for  dilatation  and  curettage  during 
incomplete  abortion,  and  for  Cesarean  sec- 
tion. Likewise  the  availability  of  certain  safe- 
guards in  the  hospital  and  in  the  Obstetric 
department  were  listed. 

RESULTS: 

158  of  the  doctor’s  questionnaires  (Figure 
J2)  were  complete  enough  for  tabulation. 
These  reported  on  13,000  births  per  year.  56 
hospital  questionnaires  were  complete,  re- 
porting on  13,211  births.  There  are  approx- 
imately 18,000  births  per  year  in  South  Da- 
kota. Therefore  about  72.2%  of  all  deliveries 
in  the  State  are  included  in  this  report. 


A.  VAGINAL  DELIVERY 
1.  ANALGESIC  AGENTS; 
a.  NARCOTICS; 

Demerol  (Figure  §3)  was  unquestionably 
the  narcotic  of  choice  during  labor.  It  was 
used  more  than  10  times  as  frequently  as 
Nisentil.  Morphine  was  used  very  rarely. 

Fig.  2 

RESPECTIVE  NUMBERS  OF  DELIVERIES 
REPORTED  IN  COMPLETED  QUESTION- 
NAIRES FROM  DOCTORS  AND  FROM 

HOSPITALS 

Number  of  Deliveries 


158  complete  answers  from,  reporting 

Doctors  13000 

56  complete  answers  from  reporting 

hospitals  13211 

Approximate  number  of  deliveries  in 

South  Dakota  each  year 18000 


Demerol  was  used  in  amounts  ranging  from 
50  mg.  once  during  labor,  to  100  or  - 150  mg. 
every  2 hours  during  labor.  Most  doctors 
used  100  mg.  or  75  mg.  dosages,  repeated  if 
needed  in  4 or  5 hours.  All  doctors  and  hos- 
pitals listed  the  effectiveness  of  Demerol  as 
good  or  moderate;  none,  poor.  It  is  interesting 
that  those  doctors  recommending  smaller  or 
less  frequent  use  of  narcotics  made  notations 
concerning  the  dangers  of  Demerol,  -whereas 
those  doctors  recommending  larger  or  more 
frequent  use  of  narcotics  made  no  n.otati,on  in 
the  “Danger”  column  of  the  questionnaire. 
Three  doctors  noted  that  rapid  intravenous 
use  of  Demerol  can  cause  precipitous  blood 
pressure  drops  in  mothers.  Twenty-four  doc- 
tors noted  that  Demerol  can  cause  the  babies 
to  be  sleepy  at  birth.  Several  doctors  noted 
that  the  dose  of  Demerol  should  be  reduced  if 
labor  occurs  3 or  4 weeks  prematurely,  or 
should  be  eliminated  if  the  baby  is  likely  to 
be  more  than  4 weeks  premature. 

Nisentil  was  used  as  a first  or  second  choice 
narcotic  by  19  reporting  doctors.  Dosage 
ranged  from  20  to  60  mg.  13  of  the  reporting 
doctors  prefer  40  mg.  Action  of  the  drug  was 
described  as  short  (not  over  hours)  and, 
therefore,  not  very  useful  during  long,  pri- 
miparous  labors.  Two  doctors  mentioned  the 
tendency  of  Nisentil  to  inhibit  labor  30  to  60 
minutes  after  injection.  Four  doctors  noted 
respiratory  depression  in  babies  born  within 
iy2  hours  after  administration  of  Nisentil  to 
the  mother. 

Morphine  was  used  infrequently . by  nine 
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Fig.  3 

NARCOTICS  PRESCRIBED  FOR  RELIEF  OF  PAIN  DURING  LABOR 


Among  13000  deliveries 
reported  by  doctors: 

Among  158  reporting  doctors: 

Narcotic  prescribed 
during  respective 
numbers  of  labors. 

Number  of  doctors 
prescribing  respec- 
tive narcotics. 

Dosage 

No. 

Effective- 
ness re- 
ported. 

No. 

Dangers 

reported. 

No. 

100  mg 

104 

Good 

118 

Mother 

3 

Dermerol  10,875 

158 

75  mg 

38 

Moderate 

40 

Baby 

24 

50  mg 

16 

Poor 

0 

60  mg 

4 

Good 

16 

Mother 

2 

Nisentil  970 

19 

40  mg 

13 

Moderate 

3 

Baby 

4 

20  mg 

2 

Poor 

0 

gr  1/4 

3 

Good 

9 

Mother 

1 

Morphine  50 

9 

gr  1/6 

6 

Moderate 

0 

Baby 

8 

Poor 

0 

No  Narcotics 
prescribed  (?) 

41 

doctors  primarily  for  resting  exhausted  pa- 
tients. As  the  incidence  of  prolonged  labors 
decreases  this  use  of  Morphine  also  decreases. 
No  doctors  use  Morphine  as  the  narcotic  of 
choice  during  labor.  Three  doctors  used  one- 
quarter  grain  and  six  doctors  used  one-sixth 
grain.  All  listed  Morphine  is  very  effective. 
One  doctor  mentioned  the  tendency  of  Mor- 
phine to  inhibit  labor.  Eight  doctors  listed 
the  respiratory  depression  of  new  born  babies 
which  Morphine  undoubtedly  produces.  Three 
doctors  mentioned  the  use  of  Lorfan  Tartrate 
(l-3~hydroxy-N-allylmorphinan  tartrate),  1 
mg.,  to  counteract  the  effect  of  heavy  seda- 
tion in  newborn  infants.  Two  doctors  men- 
tioned Nalline  (N-allyl-normorphine)  to  re- 
verse symptoms  of  narcotism  in  babies.  How- 
ever, neither  of  these  medications  will  count- 
eract the  sedative  effects  of  barbiturates  or 
anesthetics.  Forty  one  doctors  and  fifteen 
reporting  hospitals  admitted  that  an  occas- 
ional patient  received  no  narcosis  during 
labor.  Chief  reasons  were  as  follows: 

1)  Prematurity  of  baby. 

2)  Relatively  painless  labors 

3)  Multiparous  patients  entering  hospital 
very  late  in  rapid  labor. 

b.  Supplementary  Medication  to  Facilitate 
Anesthesia  and  Amnesia: 

A large  number  of  correspondents  use  some 
medication  to  decrease  respiratory  secretions 
and  prepare  for  the  anticipated  inhalation 
anesthesia  during  delivery.  (Figure  tf4) 


Fig.  4 

SUPPLEMENTARY  MEDICATION  TO 
FACILITATE  ANESTHESIA 


Among  13000 

Among  13211 

births  reported 

Prescribed 

births  reported 

by  Doctors: 

medication: 

by  Hospitals: 

1410 

Atropine 

1880 

3285 

Scopolamine 

4515 

Doctors  prescribed  Atropine  or  Scopolamine 
in  the  premedication  during  36%  of  reported 
labors.  The  hospital  questionnaires  were 
answered  primarily  by  anesthetists  or  nurses 
who  actually  administer  inhalation  anes- 
thetics. It  is  interesting  to  note  that  these 
nurse-anesthetists  reported  the  use  of  either 
Atropine  or  Scopolamine  with  narcotic  during 
labor  in  48.4%  of  the  obstetric  patients. 

(Note:  To  help  interpret  the  influence  of 
environmental  factors  on  the  use  of  Obstetric 
Analgesia  and  Anesthesia,  it  was  necessary  to 
divide  both  the  reporting  doctors  and  hos- 
pitals into  three  groups  (Figure  #5).  Doctors 
were  grouped  according  to  the  population  of 
the  towns  in  which  they  practiced.  By  this 
grouping  32  reporting  doctors  practice  in 
“small”  towns,  61  in  “medium”  sized  towns, 
and  65  in  “large”  towns.  Hospitals  were 
grouped  according  to  their  number  of  patient- 
beds.  26  reporting  hospitals  were  “small”,  18 
were  “medium”  sized,  and  12  were  “large.” 
Specific  inaccuracies  are  bound  to  result  from 
such  arbitrary  groupings.  Nevertheless,  these 
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Fig.  5 


ABITRARY 

GROUPINGS  OF  DOCTORS  AND 
STATISTICAL  COMPARISON 

HOSPITALS 

FOR 

Population  of  town 
in  which  each 
doctor  practices. 

Number 

in 

group 

Groups 

Number 

in 

group 

Total  number  of 
beds  in  each 
hospital. 

Less  than  1000 

32 

“Small” 

26 

0 to  24 

1000  to  5000 

61 

“Medium” 

18 

25  to  49 

5000  or  more 

65 

“Large” 

12 

50  or  more 

Fig.  6 


EVALUATION  OF 

ATROPINE 

AND  SCOPOLAMINE 

Atropine  sometimes  prescribed 

Scopolamine  sometimes  prescribed 

Groups 

By  Doctors 

In  Hospitals 

By  Doctors 

In  Hospitals 

“Small” 

12% 

4% 

12% 

11% 

“Medium” 

15% 

12% 

18% 

39% 

“Large” 

19% 

41% 

55% 

83% 

By  25  prescribing 
doctors: 

By  45  prescribing 
doctors : 

gr  1/200-,  or 
gr  1/300  29 

Dosage 

gr  1/150 

gr  1/150,  or 
more  16 

Good  31 

Effectiveness 

Good 

Poor 14 

Dangers 

reported 

None 

Mother  . , 3 

Baby  4 

groupings  disclosed  different  techniques  un- 
der different  conditions  of  practice.  Where 
these  differences  seem  significant  they  will 
j be  mentioned  using  the  simple  group  designa- 

tion, “small,”  “medium,”  and  “large.”) 

(Figure  #6)  It  is  apparent  that  Atropine  is 
used  in  obstetric  premedications,  much  m.ore 
frequently  in  large  hospitals  than  in  small 
hospitals.  This  may  relate  to  the  more  fre- 
quent use  of  inhalation  gas  anesthetics  in 
larger  hospitals,  or  perhaps  there  is  a greater 
emphasis  on  premedication  prior  to  anes- 
thesia in  the  larger  hospitals.  The  usual 
dosage  was  grains  1/150;  the  effectiveness 
was  uniformly  listed  as  good,  and  Atropine 
had  the  unique  distinction  of  being  the  only 
medication  among  the  narcotics  and  adjunc- 
tive agents  to  which  no  doctors  or  hospital 
attributed  any  damaging  effect  on  mother  or 
baby. 

Scopolamine  was  used  more  frequently 
than  Atropine  very  likely  because  of  its  ad- 
ditional ability  to  provide  some  degree  of 


temporary  amnesia.  Its  use  increased  mark- 
edly both  with  the  size  of  community  and 
size  of  hospital.  Very  likely  the  larger  hos- 
pitals could  more  readily  supply  nursing  per- 
sonnel to  watch  patients  who  were  overdosed 
sufficiently  to  produce  a Scopolamine  re- 
action. 29  doctors  preferred  to  use  1/200  or 
1/300  of  a grain  of  Scopolamine  hoping  for 
amnesia  without  a “scope  jag.”  16  doctors  use 
1/150  or  1/100  of  a grain  of  Scopolamine  in 
the  “twilight  sleep”  tradition.  Two-thirds  of 
the  doctors  reported  good  results  from,  the 
use  of  Scopolamine.  Three  doctors  listed 
Scopolamine  as  dangerous  to  mothers,  and  4 
doctors  stated  that  it  added  to  depression  in 
new  born  babies. 

c.  "Potentiators": 

A relatively  new,  rather  variable  group  of 
medications  are  thought  by  their  promoters 
to  potentiate  the  effect  of  narcotics,  makmg 
it  possible  to  decrease  the  necessary  dose  of 
narcotic.  Their  detractors  say  these-  medica- 
tions “potentiate”  nothing,  but  merely  replace 
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part  of  the  usual  narcotic  with  a similarly  de- 
pressing medication.  Many  able  doctors 
shuttle  back  and  forth  somewhere  between 
these  two  extreme  positions  trying  to  decide 
the  exact  location  of  the  truth  — a most  dif- 
ficult undertaking.  Doctors  reported  using 
these  medications  during  1400  labors,  and 
hospitals  reported  their  use  in  2420  labors. 
44  doctors  sometimes  use  these  medications. 
Of  these,  29  favor  Phenergan  because  of  its 
apparent  lack  of  side  effects,  and  because  it 
tends  to  decrease  nausea.  But  two  doctors 
noted  that  Phenergan  can  depress  babies.  10 
doctors  use  Thorazine  despite  its  uncertain 
history  concerning  liver  damage  and  jaun- 
dice. Several  doctors  are  experimenting  with 
Sparine  and  Equanil.  All  these  doctors  are 
looking  for  medication  which  will  relax  their 
patients.  Half  report  good  results,  half  report 
poor  results.  Any  of  these  medications  can 
cause  sudden  drops  in  blood  pressure,  which 
are  disconcerting,  particularly  if  the  labor 
patient  is  allowed  to  be  out  of  bed. 

do  Sedatives: 

Bartiturates  are  rarely  used  during  labor. 
They  are  sometimes  used  in  small  dosage  to 
produce  mild  sedation  early  in  a primiparous 
labor.  Sometimes  a grain  of  Codeine  and  light 
sedation  with  a short  acting  Barbiturate  will 
help  one  differentiate  between  true,  early 
labor  and  the  painful  Braxton-Hicks  contrac- 
tions of  false  labor,  for  true  labor  will  con- 
tinue, but  symptoms  of  false  labor  will 
usually  stop  after  such  light  medications.  Res- 


piratory depression  of  the  infant  was  listed 
as  the  chief  danger  from  Barbiturates. 

eo  Combinations: 

Some  of  the  more  frequently  reported  com- 
binations of  medications  are  shown  in  (Figure 

P)- 

2.  Anesthetic  Agents: 
a.  General  Anesthetics 

It  is  immediately  apparent  (Figure  #8)  that 
the  size  of  hospital  in  which  a doctor  works 
directly  affects  the  choice  of  anesthetic  agent 
he  uses  on  his  obstetric  patients.  Nitrous 
oxide  with  late  labor  contractions,  combined 
with  ether  through  a closed  circuit  during 
delivery,  constituted  the  most  commonly  used 
general  anesthetic  agent  in  large  hospitals 
and  in  half  of  the  medium  sized  hospitals. 
Ethylene  was  only  briefly  mentioned  as  being 
no  more  effective  than  Nitrous  oxide  and 
more  dangerous  because  of  its  explosiveness. 

Fig.  7 

FREQUENTLY  PRESCRIBED 
COMBINATIONS  OF  MEDICATION  FOR 
OBSTETRIC  PATIENTS  DURING  LABOR 


For  Primipara 

For  Multipara 

Demerol  100  mg 

Demerol 

100  mg 

(1) 

(1) 

Scopolamine  gr  1/300 

Atropine 

gr  1/150 

Demerol  75  mg 

Nisentil 

30  mg 

(2) 

Atropine  gr  l/l50  (2) 

Phenergan  25  mg 

Atropine 

gr  1/150 

Fig.  8 

GENERAL  ANESTHETIC  AGENTS  **  RELATIVE  FREQUENCE  OF  USE 


Hospital  groups 

“Small’ 

“Medium” 

“Large” 

Number  of  hospitals  in  each  group 

26 

18 

12 

Number  of  births  per  year  in  each  group 

2068 

3362 

7781 

Respective  numbers 

of  each  anesthetic  Nitrous-oxygen- 

agent  used  each  year  ether 

107 

1045 

3975 

Cyclopropane 

0 

20 

3200 

Trilene 

1222 

1060 

580 

Open  Drip  Ether 

377 

487 

60 

Chloroform 

165 

0 

0 

Pentothal 

80 

0 

45 
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Cyclopropane  was  used  almost  as  commonly 
as  Nitrous  oxide  and  ether.  Its  supporters 
mentioned  its  quick  action,  the  high  oxygen 
tension,  and  the  rapid  withdrawal  following 
short  intervals  of  general  anesthesia  — all 
valuable  characteristics  for  obstetric  anes- 
thesia. Its  detractors  warned  concering  its 
potency,  and  an  apparent  tendency  to  in- 
creased bleeding  from  episiotomy  incisions. 
Likewise,  its  explosive  characteristics  make 
it  necessary  to  have  conductive  floors  and 
spark-proof  electrical  connections  in  delivery 
rooms  where  Cyclopropane  is  used.  There  is 
a reported  incompatibility  between  Cyclo- 
propane and  Pituitrin. 

In  small  hospitals,  and  in  half  the  medium 
sized  hospitals,  Trilene  (or  Trimar)  was  the 
most  frequently  used  general  analgesia. 
(When  pushed  to  third  stage  anesthesia  Tri- 
lene is  just  as  dangerous  as  chloroform,  which 
is  still  used  by  several  doctors  in  South  Da- 
kota, and  it  is  not  so  rapid  or  effective  an 
anesthetic  as  chloroform).  Most  doctors  using 
Trilene  allow  the  patient  to  apply  her  own 
analgesia  with  the  hand  mask,  giving  rather 
indiscriminate  analgesia,  but  usually  safe- 
guarding against  deeper  levels  of  anesthesia. 
Several  doctors  shift  from  Trilene  for  late 
labor  contractions,  to  Nitrous  oxide  for  de- 
livery. They  warn  that  if  Trilene  is  allowed 
to  run  through  a canister  of  soda-lime  in  a 
closed  circuit  gas  machine  poisonous  phos- 
gene gas  results.  (This  same  poisonous  gas 
can  form  from  residual  Trilene  when  a pa- 
tient previously  using  the  Trilene  inhaler  is 
shifted  to  a gas  machine.  Therefore,  the  gas 
machine  should  not  be  used  when  a patient 
has  been  breathing  Trilene  recently.) 


Open  drip  ether  is  the  only  obstetric  anes- 
thetic available  in  several  small  and  medium 
sized  hospitals.  It  is  considered  the  safest 
anesthetic  in  the  hands  of  an  inexperienced 
anesthetist.  However,  it  takes  very  little 
ether  to  stop  labor  contractions,  interfering 
with  the  processes  of  delivery.  More  ether 
will  relax  the  uterus,  valuable  for  the  occas- 
ional intrauterine  manipulation,  but  fre- 
quently resulting  in  excessive  bleeding  dur- 
ing and  after  the  delivery  of  the  placenta. 

Despite  its  strong  sedative  action  on  the 
baby  a few  doctors  are  using  Pentothal  dur- 
ing vaginal  deliveries.  It  is  established  that 
Pentothal  passes  readily  through  the  plac- 
enta, and  the  proponents  warn  that  babies 
must  be  delivered  soon  after  the  Pentothal  is 
started  in  order  to  avoid  deep  sedation  and 
difficult  resuscitation.  One  must  also  be  pre- 
pared to  treat  the  laryngospasm  in  mothers, 
which  is  a complication  of  deep  Barbiturate 
sedation. 

The  variations  in  general  obstetric  anes- 
thetic techniques  briefly  described  above 
primarily  reflect  variations  in  the  training 
and  experience  of  those  persons  actually  giv- 
ing anesthesia  in  the  different  hospitals, 
rather  than  choices  of  anesthetic  agent  by  the 
attending  obstetrician. 

Evaluation  of  the  general  anesthetic  agents 
(Figure  #9),  by  the  doctors  on  whose  obstetric 
patients  they  are  used  revealed  several  in- 
teresting highlights.  Nitrous  oxide  and  ether 
(Nitrous-oxygen-ether)  gave  satisfactory  re- 
sults. Cyclopropane  received  an  unqualified 
A for  effectiveness.  The  effectiveness  of  Tri- 
lene was  considered  only  moderate  or  poor  by 
twice  as  many  doctors  as  those  who  rated  it 


Fig.  9 

DOCTORS'  EVALUATION  OF  GENERAL  ANESTHETIC  AGENTS  FOR 

VAGINAL  DELIVERY 


Type  of  Anesthesia 

Number  of  doctors 
reporting  use  of 
anesthetic  agent 

Effectiveness 

Dangers  to: 

Good 

Moderate 

Poor 

Mother 

Baby 

Nitrous-oxygen-ether 

75 

47 

26 

2 

6 

3 

Cyclopropane 

40 

40 

0 

0 

11 

11 

Trilene 

72 

24 

35 

13 

6 

10 

Open  Drip  Ether 
(or  Vinethene) 

25 

18 

6 

1 

3 

6 

Chloroform 

4 

2 

2 

0 

2 

2 

Pentothal 

2 

1 

1 

0 

1 

1 
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good.  Open  drip  ether,  Vinethene,  Chloro- 
form, and  intravenous  Pentothal  were  con- 
sidered generally  effective. 

The  danger  rate  was  listed  highest  with 
Chloroform  or  Pentothal,  though  the  num- 
bers were  too  small  to  be  statistically  sig- 
nificant. Half  of  the  reporting  doctors  listed 
Cyclopropane  as  dangerous  to  mother  or  baby 
if  not  handled  correctly,  because  of  its  po- 
tency. One  third  of  the  reporting  doctors 
feared  open  drip  ether  or  Vinethene.  Approx- 
imately one-fifth  of  the  doctors  were  con- 
cerned over  the  effects  of  Nitrous-oxygen- 
ether  or  Trilene  on  mother  or  baby.  The  most 
frequent  qualifying  statement  found  in  the 
entire  questionnaire  was  found  under  the 
“Dangers”  column,  relating  to  general  anes- 
thetics. Paraphrased  it  would  read,  “Little 
danger  if  properly  used,”  or,  perhaps  a more 
specific  paraphrase  is,  “Don’t  use  too  much!” 
For  instance,  one  doctor  wrote,  “Trilene  dan- 
gerous if  given  too  long  during  labor.”  He 
was  probably  referring  both  to  resulting 
uterine  inertia,  and  to  the  problems  stated  by 
a second  doctor  who  wrote,  “I  find  depression 
of  infants  with  Trilene.” 

In  general  the  use  of  inhalation  anesthetics 
in  obstetrics  should  be  adapted  to  the  known 
physiology  of  the  pregnant  uterus  and  the 
fetus  (Figure  10).  Anesthetics  administered 
with  late  labor  contractions  should  not  be 
enough  to  slow  uterine  contractions,  nor 
should  they  be  used  long  enough  before  birth 
to  depress  the  fetus;  they  should  be  analgesic 
in  effect.  Anesthetics  administered  for  de- 
livery should  be  of  rapid  onset  and  short 
duration.  They  should  be  accompanied  by 
reasonable  oxygen  levels,  and  should  never 
go  below  the  first  plane  of  the  third  stage  of 
anesthesia.  When  the  baby  will  be  delivered 
within  the  next  two  minutes  all  anesthetic 
should  be  turned  off  and  the  bag  filled  with 
oxygen  so  the  baby  may  benefit  from  the 
rapid  oxygenation  of  the  mother’s  blood,  prior 
to  stripping  and  clamping  of  the  cord.  The 
third  stage  uterus  expels  the  placenta  most 
efficiently  without  anesthesia;  it  will  often 
relax  and  bleed  without  expelling  the  pla- 
centa if  general  anesthesia  is  continued  dur- 
ing the  third  stage.  The  post-partum  uterus 
will  relax  and  bleed  if  too  much  or  too  pro- 
longed general  anesthetic  is  used  during 
episiotomy  repair.  One  must  guard  against, 
but  be  prepared  to  treat,  laryngospasm,  while 


the  mother  is  traversing  the  excitement  stage 
of  anesthesia,  usually  four  times  during  a de- 
livery and  episiotomy  repair.  She  should 
always  traverse  this  stage  as  rapidly  as  pos- 
sible. 

b.  Local  and  Conduction  Anesthetics: 

(1)  Pudendal  Block  and  Local  Infiltration. 

About  40%  of  reported  patients  received  a 
pudendal  block,  local  infiltration  or  both. 
(Figure  #10).  There  is  a potential  error  in 
making  the  comparison  shown  in  (Figure  #11), 
for  a statistician  will  note  that  we  are  not 
necessarily  comparing  two  reports  on  identical 
statistician  will  note  that  we  are  not  neces- 
sarily comparing  two  reports  on  identical 
populations.  However,  it  is  a fact  that,  in 
most  instances,  the  reports  from  doctors  and 
from  hospitals  came  from  the  same  eras  of 
South  Dakota,  and  probably  concerned  iden- 
tical groups  of  patients.  Therefore,  close  ob- 
servation of  Figure  #11  forces  one  to  the 
conclusion  that  many  times  when  a doctor 
performed  a pudendal  block,  the  anesthetist 
or  delivery  room  nurse  unwittingly  recorded 
the  procedure  as  local  infiltration.  Pudendal 
block  was  used  chiefly  for  delivery  anes- 
thesia. Local  infiltration  was  used  chiefly  for 
repair  of  episiotomies.  Both  were  used,  at 
times,  in  combination  with  light  general  anes- 
thesia. Pudendal  block  is  particularly  val- 
uable to  relax  the  plevic  floor  musculature, 
in  conjunction  with  episiotomy,  prior  to 
breech  deliveries  and  prior  to  premature  de- 
liveries (Figure  #12).  These  techniques  of 
pain  relief  were  considered  quite  effective 
by  the  doctors  who  used  them,  and  they 
scored  a clean  sweep  on  reported  safety. 
There  are,  of  course,  two  theoretical  dangers: 

(1)  specific  sensitivity  reaction,  and  (2)  in- 
advertent, large  intravascular  injection  due  to 
faulty  technique.  It  is  important  never  to 
inject  a depot  of  local  anesthetic  agent  into 
the  highly  vascular  pelvic  tissue  until  one  has, 
in  every  instance,  pulled  back  on  the  syringe 
plunger  and  thereby  has  made  certain  that 
the  needle  point  is  not  in  a blood  vessel. 

(2)  Conduction  Anesthetics. 

Saddle-block  spinal  and  caudal  anesthesias 

are  used  occasionally  throughout  the  State. 
Where  they  are  used  frequently  enough  for 
the  doctor  to  be  proficient,  they  are  consid- 
ered to  be  quite  useful.  Both  can,  and  do, 
inhibit  labor  and  individual  patients  vary  in 
this  response.  Saddle  block  is  sometimes  fol- 
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During  the  last  few  minutes  of  labor  (Point  A) 

' light  gas  analgesia  is  given  during  each  uterine 

contraction.  The  mask  is  removed  between  con- 
tractions. If  much  gas  is  used,  or  if  this  intermit- 
I tent  use  occurs  for  more  than  10  or  15  minutes, 

anesthesia  may  accumulate  gradually  in  the  mother 
. and  baby,  causing  fetal  respiratory  depression  and 

i.  decreasing  the  strength  of  uterine  contractions. 

At  (Point  B)  when  it  is  apparent  that  the  baby  will 
be  delivered  during  the  next  contraction  (or  if 
: the  baby  is  to  be  delivered  by  outlet  forceps)  the 

' anesthetist  uses  a strong  mixture,  bringing  the 

mother  as  quickly  as  possible  through  the  excite- 
ment stage  into  the  first  plane  of  surgical  anes- 
thesia. A very  short  time  later  (Point  C)  when  it 
is  apparent  that  the  baby  will  be  delivered  within 
two  minutes,  the  anesthetist  removes  the  mask 
empties  the  bag,  fills  the  bag  with  100%  oxygen  and 
reapplies  the  mask  to  the  mother.  This  helps  the 
mother  recover  rapidly  from  the  anesthesia  so  the 
uterus  will  contract  properly  during  the  third  stage 
of  labor  (solid  lines).  LiJcewise,  some  of  the  oxygen 
will  flow  through  the  placenta  and  cord  during 
the  first  part  of  the  third  stage,  helping  the  baby 
to  overcome  its  anesthesia-induced  respiratory  de- 
pression very  soon  after  birth.  Should  anesthesia 
be  continued  during  the  third  stage,  the  baby 
would  not  benefit,  the  uterus  would  contract  poorly 
^ or  not  at  all,  the  third  stage  would  be  prolonged 

5 and  the  third  stage  bleeding  may  occur  (dotted 

I lines).  At  (Point  D),  if  inhalation  anesthesia  is  to 

I be  used  during  episiotomy  repair,  the  patient 

should  be  whisked  rapidly  through  the  excitement 
I stage,  but  anesthesia  should  be  leveled  off  abruptly 

;!  in  the  upper  levels  of  the  first  plane  of  surgical 

Ij  anesthesia  in  order  that  the  uterus  may  retain  nor- 

I mal  tone  (solid  lines).  If  anesthesia  is  permitted 

' to  wander  below  this  rather  superficial  level  for 

: any  length  of  time  the  uterus  will  relax  and  post- 

I partum  bleeding  will  result  (dash  lines).  As  soon 

, as  possible  (Point  E)  the  mother  should  be  awak- 


ened. Each  time  the  mother  is  carried  through 
the  excitement  stage  it  should  be  done  rapidly  as 
possible  and  with  a minimum  of  external  stimuli  at 
those  particular  moments.  Nevertheless,  one  must 
be  watchful  for  signs  of  laryngospasm,  keep  the 
head  extended  and  the  air  way  open,  have  suction 
available  and  oxygen  ready  to  use  as  needed,  and 
never  leave  the  post-partum  patient  alone  until 
she  is  adequately  awake. 

Fig.  11 

USE  OF  PUDENAL  BLOCK  AND  LOCAL 

INFILTRATION  FOR  OBSTETRIC 
ANESTHESIA 


Among  13000 
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Local  Infiltration 
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Sums 

5645 
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lowed  by  the  so-called  post-spinal  headache, 
which  some  doctors  think  can  be  reduced 
both  in  frequency  and  intensity  by  the  use  of 
very  fine  spinal  needles.  Caudal  technique  is 
impeded  by  the  15  to  20%  variations  in  the 
anatomy  of  the  sacral  hiatuses. 

22  doctors  (Figure  #13)  using  saddle  block 
reported  generally  good  effectiveness  for  the 
method.  11  doctors  reported  potential  dangers 
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to  the  mother  which  center  around  the  facts 
that  (1)  a pregnant  woman  cannot  withstand 
average  dosages  of  spinal  anesthesia,  and  (2) 
during  labor  contractions  the  resultant  varia- 
tions in  spinal  fluid  pressure  cause  estab- 
lished levels  of  spinal  anesthesia  to  climb  a 
bit.  The  saddle  block  technique  is  adapted  to 
counteract  these  factors.  The  first  danger  sign 
is  a blood  pressure  drop  which  can  usually  be 
reversed  by  raising  the  legs  into  stirrups  and 
injecting  vasopressors.  One  doctor  mentioned 
the  decreased  oxygenation  of  the  fetus  which 
may  result  from  a blood  pressure  drop  in  the 
mother.  There  is  also  reported  work  indicat- 
ing that  conduction,  anesthesias  increase 
uterine  tone  and  thus  decrease  fetal  oxygena- 
tion through  the  placenta  under  a tonic  myo- 
metrium. 

3 doctors  using  caudal  anesthesias  reported 
generally  good  effectiveness  for  the  method. 
In  addition  to  the  factors  mentioned  above, 
two  doctors  mentioned  the  theoretical  danger 
of  massive  break-through  of  anesthetic  agent 
into  the  spinal  canal, 
c.  No.  Anesthesia 

24  doctors  admitted  that  occasional  patients 
received  no  anesthesia  for  vaginal  delivery. 
One  doctor  put  into  words  what  we  all  know, 
“Some  patients  prefer  no  anesthesia  and  are 
happy  with  none.”  Certainly  the  one  patient 
out  of  fifty,  who  has  a relatively  painless 
labor  and  delivery  is  needlessly  bothered  by 
the  sticking  of  needles  or  the  breathing  gas 


during  her  otherwise  relatively  simple  pro- 
cedure of  giving  birth  to  her  baby.  Also, 
there  is  the  occasional  precipitate  delivery 
which  occurs  so  rapidly  that  our  birthroom 
rituals  and  anesthetic  techniques  are  left  far 
behind,  never  to  catch  up! 
d.  Anesthetic  Combinations; 

(Figure  #14)  shows  some  of  the  various  com- 
binations of  anesthetic  techniques  which  were 
mentioned  in  the  reports.  Last  on  the  list  is 
Paracervical  block  which  is  an  intravaginal 
method  for  injecting  local  anesthesia  into  the 
cervix  when  it  is  6 to  7 cm.  dilated.  This, 
combined  with  intravaginal  pudendal  block 
reduces  or  eliminates  the  pain  of  late  labor 
contractions.  To  avoid  the  danger  of  intra- 
vascular infusion,  the  technique  is  exacting, 
but  often  rewarding. 

B.  Aneslhetic-Produced  Posi-Partum 
Hemorrhage; 

Doctors  were  asked  to  indicate  whether 
they  had  seen  hemorrhage  immediately  post- 
partum which  they  thought  to  be  related  to 
anesthesia.  Of  158  reporting  doctors,  66 
thought  that  inhalation  anesthetics  had 
caused  post-partum  hemorrhage,  and  26 
thought  that  conduction  anesthetics  had 
caused  post-partum  hemorrhage  both,  theo- 
retically by  interfering  with  normal  uterine 
contractions  during  this  very  important  time 
just  after  the  placenta  is  extruded. 

Hospitals  (Figure  #15)  were  asked  to  in- 
dicate their  blood  bank  facilities.  It  is  ap- 


Fig.  12 

DOCTORS'  EVALUATION  OF  PUDENDAL  BLOCK  AND  LOCAL 
INFILTRATION  FOR  VAGINAL  DELIVERY 
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Fig.  13 

DOCTORS'  EVALUATION  OF  CONDUCTION  ANESTHESIA  FOR 

VAGINAL  DELIVERY 
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parent  that  3/5  of  the  small  hospitals  and  1/3 
of  the  medium  sized  hospitals  listed  no  blood 
bank  facilities.  Since  obstetric  hemorrhage  is 
usually  emergency  hemorrhage,  blood  should 
be  readily  available  where  babies  are  being 
delivered. 


C.  Safety  Equipment  for  Resuscitation  of 
Mothers  and  Babies; 

Most  hospitals  (Figure  #16)  have  rubber 
bulb  syringes  available  to  aspirate  mucous 
from  the  newborn  babies’  mouth  and  nose. 
Most,  also,  have  continuous  flow  of  oxygen 
available.  A majority  have  De  Lee  Tracheal 


Fig.  14 

FREQUENTLY  REPORTED  ANESTHETIC  COMBINATIONS  FOR 

VAGINAL  DELIVERY 
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During  episiotomy 
repair 

Number  of  doctors 
reporting  use  of  each 
combination 

Nitrous-oxygen 

Nitrous-oxygen-ether 

Local  infiltration 

40 

Nitrous-oxygen 

Pudendal  block 

Pudendal  block 

28 

Nitrous-oxygen 

Cyclopropane 

Cyclopropane 

6 

Trilene 

Trilene  Local 
infiltration 

Local  infiltration 

25 

Trilene 

Pudendal  block 

Pudendal  block 

21 

Pudendal  block 
Paracervical-block 

Pudendal  block 

Pudendal  block 

Local  infiltration 

2 

Fig. 

15 

BLOOD 

BANK 

FACILITIES 

Hospital  groups 

“Small” 

“Medium” 

“Large” 

Number  of  beds  in  hospitals  — 
of  each  group. 

0 to  24 

25  to  49 

50  or  more 

Number  of  reporting  hospitals  — 
in  each  group. 

26 

16 

12 

Reported  hospital  blood  banks. 

1 

1 

12 

Reported  “Walking”  blood  banks. 

10 

4 

0 

Reported  NO  blood  banks. 

16 

5 

0 

Fig.  16 

SAFETY  EQUIPMENT  FOR  MOTHER  AND  BABY  AVAILABLE 
IN  THE  DELIVERY  ROOM 
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Catheters  for  aspiration  of  tracheo-bronchial 
mucus  and  for  resuscitation  when  needed. 
A majority  also  have  oxygen  controlled  by  a 
mechanical,  intermittent  flow  resuscitator. 
Half  of  the  reporting  hospitals  have  infant 
laryngoscopes  (though  many  doctors  prefer  to 
insert  tracheal  cathers  by  the  touch  method). 
One-seventh  of  the  reporting  hospitals  have 
oxygen  by  intermittent  flow  controlled  by  a 
water  manometer  mechanism  (which  is  less 
likely  to  traumatize  the  new-born  lungs  than 


the  harsh  mechanical  resuscitation.) 

Most  reporting  hospitals  have  oxygen  and 
airways  available  in  the  delivery  room  for 
the  mother,  but  seven  reporting  hospitals 
have  no  suction  apparatus  in  the  delivery 
room  to  aspirate  inspired  food  particles  or 
mucus  secretions  from  the  trachea. 

D.  Dilitation  and  Curettage  for  Incomplete 
Abortion: 

(Figure  #17)  shows  that  16  reporting  doctors 


Fig.  17 

PREMEDICATION  PRIOR  TO  DILITATION  AND  CURETTAGE 
FOR  INCOMPLETE  ABORTION 


Among  158  reporting  doctors: 

Doctors  report  that  they  do  no  dilitation 
patients  — 16 

and  curettage  because  they  refer  such 

Numbers  of  doctors  indicating  respective 
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115 
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12 

Bartiburates 

7 
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13 

do  no  dilitations  and  curettages.  Of  the  re- 
maining 142,  72  doctors  choose  Demerol  and 
57  choose  Morphine  for  premedication  nar- 
cosis. The  others  use  Barbiturate  sedation 
or  Phenergan  instead.  Atropine  is  used  by 
most,  but  Scopolamine  by  a few  as  pre-anes- 
thetic medication.  Various  commonly  re- 
ported combinations  of  premedication  for 
D & C are  shown  in  (Figure  #18). 

(Figure  #19)  shows  that  81  reporting  doctors 
use  Pentothal  for  induction  of  anesthesia 
prior  to  dilitation  and  curettage.  Half  of  these 
continue  the  use  of  Penthothal  as  an  anes- 
thetic agent.  Pentothal  is  truly  a rapid,  short- 
acting, intravenous  sedative,  and  it  subjects 
the  patient  to  an  increased  risk  of  laryngo- 
spasm,  when  stimulated  — for  instance,  dur- 
ing cervical  dilitation  or  intra-uterine  man- 
ipulation. Likewise,  Pentothal  is  not  prefer- 
able for  induction  of  anesthesia  in  a heavily 
bleeding  patient.  The  other  half  of  the  Pen- 
tothal-induced  patients,  and  others  not  so 
induced,  were  anesthetized  either  with  nit- 
rous-oxygen-ether,  or  with  Cyclopropane  (the 
latter  being  more  rapid  and  more  adaptable 
to  the  bleeding  patient  because  of  its  asso- 
ciated high  oxygen  tension.)  In  a few  smaller 


Fig.  18 

FREQUENTLY  PRESCRIBED 
COMBINATIONS  OF  PREMEDICATION 
PRIOR  TO  DILITATION  AND  CURETTAGE 


Demerol 100  mg 

Atropine  gr  1/150 


Morphine  gr  1/6 

Scopolamine gr  1/200 


Demerol 50  mg 

Atropine  gr  1/150 

Phenergan  25  mg 


hospitals  either  open  drip  ether  or  chloroform 
was  used.  Four  doctors  reported  the  use  of 
Trilene  anesthesia  during  dilitation  and  curet- 
tage. This  could  be  dangerous  for  Trilene  is 
not  safe  below  first  stage  (analgesia).  And  in 
this  stage  the  stimulated  patient  (cervical 
dilitation)  is  subject  to  laryngospasm  and  car- 
diac arrest.  5 doctors  mentioned  the  use  of 
premedication  plus  pudendal  and  paracervical 
local  anesthesia.  This  can  be  done  safely  and 
relatively  painlessly  if  circumstances  allow 
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the  operator  to  progress  gently  and  method- 
ically. 

E.  Cesarean  Section: 

34  doctors  (Figure  $20)  perform  no  Ce- 
sarean sections.  Of  the  remaining  124,  74  doc- 
tors prefer  Atropine  alone,  and  4 prefer 
Scopolamine  alone  prior  to  Cesarean  section. 
These  choices  are  made  to  avoid  narcotizing 
the  section  baby,  who  can  be  hard  to  resus- 
citate. 39  doctors  prefered  to  use  some  nar- 
cotic with  the  Atropine  or  Scopolamine,  35 
choosing  Demerol  and  4 choosing  Morphine. 

During  section  just  after  delivery  of  the 
baby,  4 doctors  give  the  mother  Demerol 
and  2 doctors  give  the  mother  Morphine.  Sev- 
eral doctors  mentioned  the  use  of  intravenous 
ergotrate  after  delivery  to  make  the  uterine 
musculature  contract  firmly  and  control 
blood  loss.  In  addition  a few  doctors  like  to 
use  Phenergan  or  Barbiturates. 


Of  the  124  doctors  (Figure  $21)  who  do  sec- 
tions, 36  preferred  to  perform  a local  block 
anesthesia  of  the  abdominal  wall  and  peri- 
toneum, using  no  other  anesthesia  until  after 
the  baby  was  delivered  and  the  cord  clamped. 
They  noted  the  possibility  of  overdosage  of 
the  mother  with  Procaine  or  a similar  agent, 
but  stated  that  local  was  safest.  28  doctors 
preferred  spinal  anesthesia  until  delivery  of 
the  baby.  Another  22  doctors  considered 
spinal  to  be  their  second  choice  for  section 
anesthetic.  The  danger  of  blood  pressure  de- 
pression was  mentioned.  However,  both  of 
these  methods  were  calculated  to  produce  the 
liveliest  babies  at  section.  30  doctors  chose 
Cyclopropane  anesthesia  because  of  its  rapid 
induction  and  high  oxygen  tension.  This  anes- 
thetic agent  is  particularly  useful  during 
bleeding  emergencies  which  require  section. 
These  doctors  planned  to  have  everything 


Fig.  19 

ANESTHESIA  TECHNIQUES  DURING  DILITATION  AND  CURETTAGE 
FOR  INCOMPLETE  ABORTION 
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Fig.  20 

PREMEDICATION  PRIOR  TO  CESAREAN  SECTION 


Among  158  reporting  doctors: 


Doctors  report  that  they  do  no 
patients  — 34 

cesarean 

sections  because  they  refer  all  such 

Number  of  doctors  indicating 
respective  choices  of  pre- 
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(Continued  on  Page  503) 
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REDUCTION  OF  SURGICAL  TRAUMA 
DURING  GYNECOLOGIC  OPERATIONS* 
John  S.  Welch.  M.D. 

Section  of  Surgery 
Mayo  Clinic 
Rochester.  Minnesota 


The  scope  of  gynecologic  surgery  lies 
“between  wind  and  water,”  and,  to  a large 
degree,  it  is  the  passages  for  these  elements 
which  continue  to  plague  the  pelvic  surgeon. 
He  who  operates  in  this  area  with  continuous 
respect  for  safe  anatomic  boundaries  and  who 
is  blessed  with  generous  good  fortune  usually 
avoids  “surgical  trauma  during  gynecologic 
operations.”  He  who  operates  in  this  area 
with  disrespect  for  safe  anatomic  boundaries 
and  adequate  exposure  and  is  burdened  with 
resultant  generous  misfortune  may  find  some 
reparative  answers  in  this  rather  general 
“fix-it-yourself”  discussion. 

Unplanted  surgical  damage  occurs  in  ap- 
proximately 1 per  cent  of  routine  gynecologic 
procedures,  but  it  occurs  in  considerably 
higher  percentages  as  the  operation  becomes 
more  radical.  The  most  common  of  these 
surgical  accidents  occurs  during  a basic  pelvic 
manipulation  — dilatation  and  curettage.  Al- 
though perforation  of  the  uterus  is  said  to  be 
most  likely  to  occur  during  curettage  of  the 
soft  postpartum  uterus,  I have  found  that 
such  an  accident  far  more  freqeuntly  follows 
the  use  of  the  probe  or  curet  in  the  atrophic, 
senile  uterus,  which  seems  to  have  no  resil- 
ience under  instrumental  pressure.  Sudden 

* Read  at  the  meeting  of  the  South  Dakota  State 
Medical  Association,  Huron,  South  Dakota,  May 
19,  1958. 


deep  passage  of  the  instrument  belies  the 
palpated  uterine  limits  (fig.  1),  and  no  further 
evidence  is  needed  for  diagnosis,  although  the 
unprepared  surgeon  or  gynecologist  may  re- 
quire definite  but  complicating  criteria  such 
as  a prolapsed  loop  of  bowel  or  delivery  of 
an  omental  tag.  Treatment,  if  abdominal 
viscera  have  not  actually  been  pulled  into  the 
uterus,  is  to  finish  the  procedure  with  great 
care  and  to  watch  postoperatively  for  pos- 


Fig.  1.  Perforation  of  the  uterus  occurring  during 
dilatation  and  curettage  may  cause  bleeding  or 
endanger  abdominal  viscera. 
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sible  signs  of  peritoneal  irritation  which,  if 
they  appear,  may  indicate  abdominal  explora- 
tion on  rare  occasions. 

Exposure 

Fellows  of  the  Mayo  Foundation  are  taught 
surgery  in  many  ways  — in  as  many  ways, 
perhaps,  as  there  are  general  surgeons  at  the 
Mayo  Clinic.  One  requirement  which  I per- 
sonally demand  is  that  my  assistants  be 
neither  fast  nor  spectacular,  but  rather,  safe. 
I try  to  implant  such  an  objective  by  constant 
repetition  of  the  rigid  rules  of  safe  limits  and 
by  incessant  reminders  of  the  need  for  atten- 
tion to  proper  exposure.  Knowledge  that  an 
incision  heals  from  side  to  side,  rather  than 
from  end  to  end,  on  occasion  helps  to  em- 
phasize to  the  younger  surgeon  that  as  little 
as  1 inch  of  extra  length  in  an  incision  may 
make  a difficult  procedure  an  easy  one. 
Should  a complication  then  occur  during  the 
procedure,  the  additional  room  available  for 
adequate  visualization  and  successful  repair 
of  the  trauma  proves  of  added  value. 

In  another  aspect  of  the  training  of  young 
surgeons  I have  found  it  of  great  value  to 
insist  that  any  surgical  trauma  be  repaired 
by  the  man  who  inflicted  it.  Needless  to  say, 
this  practice  on  occasion  is  traumatic  to  the 
assistant,  too,  but  one  such  experience  is 
sufficiently  impressive  to  warrant  the  infre- 
quent extra  few  minutes  thus  expended. 

Injury  io  ihe  Intestinal  Tract 

Next  to  simple  uterine  perforation  in  fre- 
quency of  occurrence  is  injury  to  one  or  more 
sections  of  the  intestinal  tract.  This  is  likely 
to  occur  during  placing  of  the  abdominal  or 
vaginal  incision  if  there  has  been  previous 
surgery,  irradiation,  infection  or  extensive 
pelvic  disease  or  during  exposure  of  the  pri- 
mary pathology.  All  gradations  of  severity  of 
the  injury  can  occur,  ranging  from  a simple 
serosal  tear  to  extensive,  irregular  lacerations 
which  necessitate  segmental  resection.  Small 
openings  may  require  only  simple  purse- 
string suturing  (fig.2).  Most  repairs  of  partial- 
thickness damage  are  simply  and  swiftly  ac- 
complished with  a few  interrupted  fine  silk 
sutures  which  reapproximate  the  torn  edges 
with  little  regard  for  the  direction  of  the 
suture  line.  More  severe  rents  require  that 
the  surgeon  be  a master  of  at  least  one  major 
technic  of  repair.  Such  a technic  should  be 
one  applicable  to  the  entire  intestinal  tract 
and  could  include  the  use  of  a nonconstricting 


Fig.  2.  Technic  of  repair  of  intestinal  lacerations. 
A-C.  Two-layer  transverse  closure.  D.  Simple 
purse-string-closure  of  small  defect.  E.  Closure  of 
serosal  tear. 

(transverse)  inner  row  of  continuous  00  or  000 
chromic  catgut  to  approximate  and  invert  the 
torn  edges  and  an  outer  row  of  interrupted 
00  or  000  silk  to  roll  in  this  first  row  and 
effect  accurate  serosal  apposition.  This  par- 
ticular repair  is  equally  satisfactory  in  the 
small  or  large  intestine,  and  it  can  be  em- 
ployed, similarly,  for  small  gastric  defects. 
Healing  may  be  facilitated  if  grossly  irregular 
edges  are  trimmed  smoothly. 

The  unusual  injury  requires  intestinal  re- 
section, and  since  in  most  cases  the  bowel  has 
not  been  prepared  with  antibiotic  agents  or 
even  mechanical  cleansing,  the  surgeon  must 
be  extremely  careful  to  prevent  the  intestinal 
contents  from  coming  into  contact  with  any 
raw  surfaces.  This  can  be  done  by  means  of 
laparotomy  pads  placed  around  the  operative 
site  during  the  resection  and  anasthomosis.  No 
hard-and-fast  rules  can  be  set  up  for  intestinal 
resection,  but  the  preservation  of  an  adequate 
blood  supply  to  the  two  ends  of  the  bowel,  the 
use  of  a meticulous  two-layer  anastomosis  and 
the  absence  of  tension  on  the  suture  line  are 
of  extreme  importance. 

These  same  general  factors  are  of  impor- 
tance when  the  rectum  is  inadvertently  en- 
tered during  repair  of  a rectocele  or  entero- 
cele.  In  this  area  two  inverting  layers  of  con- 
tinuous fine  catgut  suture  are  sufficient  for 
repair  of  such  an  injury,  since  the  recto- 
vaginal fascia  and  vaginal  mucosa  reinforce 
the  suture  line  so  adequately  (fig.  3). 

If  the  intestinal  lumen  has  been  entered. 
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Fig.  3.  Rectal  laceration  occurring  during  repair 
of  an  enterocele  (see  text).  Insert:  Repair  of  de- 
fect. 


some  precautions  will  be  needed  in  the  post- 
operative period  to  avoid  strain  on  the  suture 
line.  High-residue  diets,  oily  laxatives  and 
enemas  should  be  avoided  during  the  healing 
period,  although  enemas  can  be  employed  if 
the  injury  took  place  in  the  small  intestine. 

Occasionally  complications  follow  the  op- 
eration of  colpoperineorrhaphy  or  episiotomy 
performed  after  delivery;  these  complications 
may  be  noted  at  the  final  rectal  examination 
which  ought  to  be  part  of  every  such  posterior 
repair.  The  presence  of  a suture  within  or 
across  the  rectal  lumen  is  certain  to  cause 
consternation  which  rapidly  abates  when  the 
suture  ends  retract  after  being  severed  by 
scissors  or  knife.  No  special  treatment  other 
than  this  simple  remedy  is  required. 

Injury  to  Bladder  and  Urethra 

Perhaps  one  of  the  most  disquieting  in- 
juries is  the  accidental  opening  of  the  urinary 
bladder.  When  this  accident  occurs  the  sud- 
den flow  of  clear  liquid  is  a characteristic 
signal  which  arises  from  the  fact  that  a small 
amount  of  urine  is  always  left  in  the  bladder 
during  preoperative  vaginal  preparation. 
After  such  an  opening  has  occurred  it  is 
highly  important  to  finish  freeing  the  bladder 
fully,  so  that  an  adequate  inverting  repair 
can  be  made  and  so  that  additional  damage 


Fig.  4.  Laceration  of  bladder  during  total  ab- 
dominal hysterectomy.  Insert:  Suture  repair  of 
defect. 


can  be  avoided.  Common  sites  of  injury  are 
the  posterior  wall  of  the  bladder,  encountered 
during  simple  or  radical  abdominal  hysterec- 
tomy or  cesarean  section,  and  the  base  of  the 
bladder  as  seen  from  below  at  vaginal  hys- 
terectomy or,  on  rare  occasions,  during  repair 
of  the  anterior  vaginal  wall  (fig.  4). 

Although  most  injuries  are  relatively  re- 
mote from  the  ureteral  orifices,  the  surgeon 
must  recall  that  each  ureter  runs  within  the 
wall  of  the  bladder  for  a short  distance.  Thus, 
the  defect  in  the  bladder  must  always  be  used 
to  appraise  the  location  of  the  injury  in  rela- 
tion to  the  ureters  and  to  aid  a search  for  a 
possible  second  injury.  When  this  additional 
information  is  at  hand,  careful  closure  can  be 
started. 

Suture  repair  of  an  acute  injury  to  the 
bladder  is  highly  rewarding,  since  primary 
healing  without  sequelae  is  the  rule,  if  a few 
simple  precautions  are  observed.  A two-layer 
inverting  closure  with  fine  chromic  catgut  is 
quite  acceptable,  although  a third  inverting 
layer  occasionally  is  used.  After  the  repair, 
continuous  drainage  of  the  bladder  is  main- 
tained by  an  indwelling  catheter  for  8 to  10 
days,  careful  attention  being  taken,  especially 
in  the  first  few  hours,  to  prevent  any  block- 
age of  the  free  flow  of  urine  by  clot  or  clamp. 

Damage  to  the  urethra  which  takes  place 
during  operation  often  is  accompanied  by 
some  flow  of  urine,  even  though  the  bladder 
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itself  has  not  been  injured.  Such  trauma 
happens  rather  rarely,  since  the  urethra  is  a 
relatively  thick,  well-delineated,  short  tube. 
Injury  sustained  from  the  abdominal  side 
during  operations  for  urinary  incontinence  or 
injury  accompanying  an  anterior  vaginal  re- 
pair are  repaired  similarly,  and  much  as  a 
wound  of  the  bladder  would  be  repaired.  Fine 
continuous  sutures  of  catgut,  with  good  inver- 
sion in  two  layers  of  the  traumatized  area,  can 
be  reinforced  with  pubocervical  fascia  and, 
especially  in  the  case  of  injuries  during  vag- 
inal operations,  with  vaginal  mucosa.  Drain- 
age with  a catheter  for  4 to  5 days  usually  is 
sufficient. 

Minor  injuries  to  the  bladder  or  urethra 
may  be  produced  by  needle  puncture,  ma- 
nipulation with  forceps  and  unnecessary  han- 
dling. Bloody  urine  occasionally  resulting 
from  such  minor  injuries  must  definitely  be 
distinguished  from  hematuria  caused  by  some 
more  serious  injury,  such  as  malplacement  of 
a suture  during  closure  of  the  vaginal  vault. 
If  the  surgeon  cannot  be  absolutely  certain 
of  his  placement  of  sutures,  it  is  far  better  to 
remove  all  possible  penetrating  stitches 
rather  than  to  risk  a fistula. 

Ureteral  Injury 

The  ureter  is  a tough,  hollow  cord  which  is 
relatively  easily  distinguished,  a fact  which 
should  make  it  rather  invulnerable  to  injury. 
Yet,  not  only  is  it  clamped,  cut  or  tied  on 
occasion,  but  the  damage  thus  inflicted  is  un- 
predictable in  outcome  unless  the  treatment 
is  prompt  and  complete.  Common  sites  of 
trauma  during  operation  of  course  are  those 
areas  in  which  the  ureter  approaches  resect- 
able anatomic  structures.  Thus,  in  the  vicin- 
ity of  the  uterine  artery,  which  must  be  li- 
gated in  abdominal  or  vaginal  hysterectomy, 
the  course  of  this  tube  should  be  seen  or  pal- 
pated, particularly  when  endometriosis  (fig. 
5),  pelvic  inflammation  or  intraligamentous 
tumors  have  caused  anatomic  distortion.  One 
lesson  of  value  concerning  the  uterine  artery 
is  revealed  in  its  coiled  appearance.  Escape  of 
this  artery  from  forceps  or  ligature  is  rarely 
accompanied  by  retraction  of  the  vessel  be- 
cause it  is  under  no  tension.  Accurate  re- 
grasping of  the  structure,  then,  without  haste, 
will  avoid  considerable  risk  to  the  ureter. 

A less-often  considered  area  of  vulnerabil- 
ity is  the  region  of  the  pelvic  brim  where  the 


Fig.  5.  Pelvic  endometriosis  found  at  abdominal 
hysterectomy.  Medial  displacement  of  ureter  is 
common. 


ureter,  in  proximity  to  the  ovarian  pedicle, 
may  be  looped  into  the  pedicle  during  ligation 
and  division  of  the  pedicle.  Likewise,  in  this 
area,  the  ureter  may  be  picked  up  by  the 
needle  during  final  reperitonealization. 

Remedial  technics  for  the  varied  injuries 
cannot  be  stressed  too  rigidly.  The  passing  of 
a needle  into  the  ureteral  lumen  should  have 
no  consequence.  The  repair  with  one  or  two 
fine  chromic  sutures  of  a short  longitudinal 
or  horizontal  slit  need  cause  little  concern  if 
an  extraperitoneal  drain  is  used.  Prompt  re- 
moval of  a ligature  from  the  ureter  would 
incur  small  risk  if  crushing  were  minimal, 
although  I should  be  likely  to  use  an  ureteral 
catheter  and  a drain  for  several  days  as  a 
matter  of  added  safety. 

Severe  injury  or  division  of  the  ureter  must 
be  repaired  by  major  means,  and  if  the  sur- 
geon feels  he  is  not  competent  to  effect  ac- 
curate ureteral  repair  or  reimplantation,  a far 
more  conservative  course  would  be  to  create  a 
temporary  skin  ureterostomy,  rather  than  to 
ligate  the  ureter.  Then,  pending  investigation 
of  the  function  of  both  kidneys,  definitive 
repair  could  be  done. 
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In  most  cases,  simplicity  is  rewarding,  and 
a simple  end-to-end  anastomosis  over  a split 
T tube  is  an  effective  reparative  operation  if 
sufficient  ureteral  length  is  obtainable  (fig.  6). 
My  preference  for  reimplantation,  when 
needed,  is  the  simple  “fish-mouthing”  or 
spatulation  of  the  ureter  and  reinsertion  of 
the  structure  into  the  base  of  the  bladder  as 
close  to  the  normal  position  as  feasible.  If 
the  length  of  ureter  available  is  insufficient 
for  reimplantation,  a rolled  tube  of  bladder 
can  be  used  as  an  extension,  and  end-to-end 
anastomosis  can  be  carried  out  with  a few 
interrupted,  full-thickness  fine  catgut  sutures, 
as  is  done  in  ordinary  ureteral  anastomosis 
(fig.  7).  These  operations  I would  classify  as 
“specialized,”  since  delicacy,  familiarity  and 
knowledge  are  necessary.  Each  of  the  repara- 
tive technics  except  implantation  will  require 


Fig.  6.  a.  Repair  of  minor  incised  wound  of 
ureter,  b.  End-to-end  anastomosis  of  ureter  over 
small  T tube. 


Fig.  7.  Operation  for  establishing  ureterovesical 
continuity  with  short  ureter. 


splinting  of  the  ureter  and  extraperitoneal 
drainage  until  sufficient  healing  is  gained  and 
danger  of  early  stricture  has  passed. 

Injury  to  Blood  Vessels,  Nerves  or  Bone 

Very  little  need  be  said  concerning  these 
injuries,  since  the  structures  concerned  oc- 
cupy a protected  position  in  the  pelvis,  so  that 
the  injuries  are  relatively  rare. 


Injury  to  the  iliac  arteries  or  veins,  if  not 
cross-sectioning,  can  be  brought  rapidly 
under  control  with  fore-and-aft  digital  pres- 
sure and  continuous  suture  repair  with  6-0 
vascular  silk.  Until  the  surgeon  becomes 
familiar  with  vascular  surgery,  performance 
of  this  single-layer  leaky  closure  seems  most 
hazardous.  However,  if  a plain  gauze  sponge 
is  laid  over  the  site  of  repair  for  4 to  5 
minutes,  natural  coagulation  of  blood  will 
stop  the  minute  leaks  and  effect  a blood-tight 
closure. 

Lacerations  of  smaller  arteries  or  veins  can 
be  handled  best  by  proximal  and  distal  liga- 
tion, since  the  physiologic  change  involved 
is  nil.  More  disturbing  and  perhaps  more 
dangerous  than  the  foregoing  injuries  are 
those  occasional  injuries  to  the  large,  thin- 
walled  veins  which  enter  the  deep  pelvis  by 
way  of  the  sacral  foramina  or  the  deep  pelvic 
orifices.  The  absence  of  valves  and  of  solid 
supporting  structures  and  the  numerous  in- 
tercommunications on  occasion  may  require 
the  surgeon  to  abandon  accurate  hemostatic 
methods  and  to  resort  to  the  use  of  a tight 
pelvic  pack.  When  to  “throw  in  the  pack,”  so 
to  speak,  is  something  learned  only  by  ex- 
perience, much  as  is  the  right  time  at  which 
to  remove  the  pack.  In  most  general  terms, 
it  is  good  advice  to  use  packing  early  and  to 
remove  it  rather  late  (10  to  14  days). 

Other  varied  injuries  which  need  only  be 
mentioned  are  those  which  involve  major 
nerves,  but  such  trauma  is  encountered  rarely 
in  most  pelvic  procedures.  Serious  damage 
to  the  bony  pelvis  or  visceral  damage  brought 
about  by  overzealous  abdominal  exploration 
(ruptured  spleen  or  pneumothorax)  likewise 
is  rare.  An  especial  word  about  cardiac  arrest 
is  in  order,  since  cardiac  arrest  is  always  a 
danger:  each  surgeon  should  be  prepared  to 
recognize  and  treat  accurately  and  promptly 
such  a catastrophe.  Every  surgeon  should 
have  in  mind  a rather  concrete  plan  as  to  how 
he  will  treat  his  patient.  He  should  have 
available  in  the  operating  suite  an  “arrest 
tray”  which  can  be  obtained  in  seconds  and 
which  contains  drugs  for  the  immediate 
treatment  of  cardiac  arrest,  and  he  should 
know  how  to  use  the  drugs.  Recent  work 
with  postarrest  refrigeration  has  given  us  a 
few  precious  seconds  more  grace,  but  the 

(Continued  on  Page  500) 
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Doctors,  hospitals,  institutions,  and  agencies 
who  have  contact  with  disabled  people  are 
frequently  asked  these  days  to  fill  out  medical 
reports  in  connection  with  claims  under  the 
disability  provisions  of  the  social  security  law. 
These  provisions  protect  severely  disabled 
people  in  three  ways: 

1.  Benefits  are  provided  for  insured  work- 
ers age  50-65  who  are  no  longer  able  to 
work  because  of  an  extended  total  dis- 
ability. Beginning  September  1958,  bene- 
fits may  also  be  paid  to  certain  of  the 
disabled  workers’  dependents  — namely, 
wives  and  dependent  husbands  who  have 
reached  retirement  age,  unmarried  de- 
pendent children  (including  sons  or 
daughters  disabled  in  childhood),  and 
wives,  regardless  of  age,  who  have  in 
their  care  children  entitled  to  benefits. 

2.  Benefits  can  be  paid  to  adult  disabled 
sons  and  daughters  of  retired  workers 
and  of  workers  who  have  died.  To  be 
eligible  for  these  benefits,  the  disabled 
son  or  daughter  must  have  a disability 
which  began  before  age  18  and  has  con- 
tinued uninterruptedly. 

3.  Disabled  workers,  regardless  of  age,  can 
“freeze”  their  social  security  records  to 
protect  their  own  and  their  families’ 
future  benefit  rights. 

To  qualify  under  these  disability  provisions. 


a person  must  be  unable  to  engage  in  any  sub- 
stantial gainful  activity  by  reasons  of  a med- 
ically determinable  physical  or  mental  im- 
pairment which  can  be  expected  to  result  in 
death  or  to  be  of  long-continued  and  indef- 
inite duration.  All  applicants,  whether  for 
benefits  or  for  the  freeze,  are  referred  to  their 
State  vocational  rehabilitation  services. 

Applications  under  the  social  security  dis- 
ability provisions  are  taken  by  the  584  social 
security  district  offices,  located  in  commun- 
ities all  over  the  Nation.  The  social  security 
district  office  gives  the  disabled  applicant  in- 
formation about  his  rights,  helps  him  to  fill 
out  his  application,  and  advises  as  to  the 
proofs  and  documents  he  may  need  to  support 
that  application.  Under  the  law,  the  disabled 
person  is  responsible  for  furnishing,  at  his 
own  expense,  the  evidence  to  show  that  he  is 
“disabled”  within  the  meaning  of  the  social 
security  law. 

His  social  security  district  office  gives  him 
one  or  more  copies  of  a medical  report  form 
on  which  this  evidence  can  be  supplied.  He  is 
asked  to  take  or  mail  this  form  to  his  attend- 
ing physician  or  to  a hospital,  institution,  pub- 
lic or  private  agency  where  he  has  been 
treated  for  his  disabling  condition.  This  re- 
port form,  designed  as  a guide  for  the  report- 
ing physician,  lists  the  kind  of  medical  facts 
essential  for  the  determination  of  “disability.” 
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However,  the  reporting  doctor  is  not  required 
to  use  it;  if  he  prefers,  he  may  make  his  re- 
port in  the  form  of  a narrative  summary  or 
he  may  submit  photocopies  of  the  pertinent 
medical  records.  The  completed  reports  are 
to  be  returned  by  mail  to  the  social  security 
district  office  (or  to  a State  agency,  if  in- 
dicated). 

By  providing  a full  and  objective  clinical 
picture  of  his  patient,  the  reporting  doctor 
fulfills  his  responsibility  to  his  patient,  and 
incidentally,  expedites  the  decision.  To  be  of 
maximum  use  for  the  evaluation  of  a patient’s 
capacity  for  work,  the  report  should  include  a 
history  of  the  impairment,  the  symptoma- 
tology, clinical  findings  and  diagnosis.  It 
should  be  noted  that  the  attending  physician 
is  asked  only  to  provide  this  type  of  objective 
medical  data.  He  is  not  put  in  the  position  of 
having  to  decide  the  issue  of  “disability.”  The 
determination  as  to  whether  a patient  is  “dis- 
abled” must  be  made  within  the  scope  of  the 
social  security  law;  often  it  is  based  on  evi- 
dence from,  more  than  one  medical  source. 
Also  the  determination  must  take  into  ac- 
count factors  which  are  not  purely  medical  — 
factors  such  as  education,  training,  and  work 
experience. 

The  evaluation  of  disability  is  made  by  a 
“review  team”  in  the  State  agency.  There  are 
at  least  two  professional  people  on  each  team. 
One  of  the  two  is  a doctor  of  medicine  (often 
a practicing  physician  who  serves  with  the 
State  agency  on  a part-time  basis);  the  other 
is  trained  in  evaluating  the  personal  and  vo- 
cational aspects  of  disability.  The  team  must 
decide  whether  the  applicant  is  sufficiently 
disabled  to  prevent  him  from  engaging  in  any 
substantial  gainful  activity  within  the  fore- 
seeable future. 

In  many  cases  it  is  necessary  to  write  back 
to  the  reporting  physician  because  the  med- 
ical report  does  not  contain  enough  clinical 
facts.  As  a rule,  the  kinds  of  medical  facts 
that  the  attending  physician  needs  in  making 
his  diagnosis  and  in  treating  his  patient  are 
the  same  as  those  required  to  evaluate  the 
severity  of  impairments  in  disability  pro- 
grams. However,  certain  medical  facts  are 
more  highly  significant  in  disability  evalua- 
tion than  to  medical  management  of  the  case. 
To  evaluate  the  effect  of  the  impairment  on 
the  individual’s  ability  to  work  requires  the 
kind  of  medical  evidence  that  confirms  the 


diagnosis  and  measures  remaining  functional 
capacities  of  mind  and  body.  By  furnishing 
complete  and  objective  evidence,  the  report- 
ing physician  makes  it  unnecessary  for  the  re- 
viewing physician  to  “write  back”  for  ad- 
ditional clinical  or  laboratory  data. 

Where  the  medical  evidence  initially  sub- 
mitted indicates  a reasonable  likelihood  that 
the  applicant  is  disabled,  but  more  precise 
clinical  or  laboratory  findings  are  needed  to 
arrive  at  a sound  decision,  or  to  resolve  con- 
flicts in  the  evidence,  a consultative  exam- 
ination (usually  at  the  specialist  level)  may  be 
ordered  to  obtain  additional  information. 
Selection  of  consulting  physicians  and  pay- 
ment of  fees  are  governed  by  State  practices. 

Some  doctors  feel  that  they  should  be  re- 
imbursed by  the  Government  for  the  cost  of 
preparing  the  medical  reports  on  their  pa- 
tients, and  it  is,  of  course,  quite  within  their 
prerogative  to  charge  the  patient  a fee  for 
that  service.  However,  under  the  law,  the 
Social  Security  Administration  cannot  pay 
that  fee;  that  is  the  individual’s  responsibility. 

Other  doctors  are  perturbed  when  asked  to 
complete  medical  reports  for  individuals 
whom  they  may  not  have  seen  for  years.  In 
these  cases,  however,  the  physician  is  not  ex- 
pected to  describe  the  present  condition  of  the 
patient,  but  his  medical  condition  as  of  the 
time  he  made  his  last  examination. 

Evaluation  of  Disability 

A realistic  evaluation  of  disability  must  be 
based  on  clinical  and  laboratory  tests  of  the 
individual’s  ability  to  meet  the  metabolic  de- 
mands of  activity,  to  reason,  to  perceive,  and 
to  perform  certain  basic  activities  such  as  sit- 
ting, standing,  bending  and  walking.  When 
incapacity  results  from  severe  impairment  of 
one  or  more  such  functions,  it  is  essential  to 
establish  not  only  the  fact  that  functional  im- 
pairment exists,  but  also  its  extent. 

Loss  of  function  is  evaluated  on  the  basis  of 
clinical  and  laboratory  findings  after  max- 
imum benefit  from  treatment.  Clinical  in- 
formation concerning  nature  and  response  to 
treatment  furnishes  information  on  stability 
of  functional  capacity,  i.e.,  a history  of 
periodic  decompensated  heart  disease,  in  spite 
of  treatment,  would  indicate  a comparatively 
severe  condition 
Conclusion 

In  developing  evaluation  guides  for  the  use 
(Continued  on  Page  503) 
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The  president  of  the  South  Dakota  State  Medical  Association,  Dr.  Arthur  A.  Lamport,  has 
turned  his  page  over  to  the  executive  office  staff  for  our  Christmas  message  to  all  our  physician 
friends  in  the  State. 

To  identify  ourselves  — in  the  back  row  at  the  left  is  Elly  Tronbak  who  handles  Blue 
Shield  claims;  next  is  Patty  Butler,  office  secretary  who  also  handles  V.  A.  Home  Town  Care 
claims;  then  Pat  Saunders,  who  puts  the  Journal  together  and  helps  Blue  Shield  operate; 
lastly,  Phyllis  Sundstrom,  office  manager  who  helps  keep  all  the  wheels  turning. 

Which  leads  to  the  front  row  left,  where  sits  the  wheel  (because  he  goes  around  in  circles) 
John  C.  Foster,  and  the  assistant  director  for  Blue  Shield  and  Medicare,  Richard  C.  Erickson. 

From  all  of  us  to  all  of  you: 

The  Very  Merriest  Christmas 
and  the 

Most  Happy  New  Year 

and,  too,  from  great  white  father  of  Medical  Association  located  in  Paha  Sapa,  (Dr.  Lampert) 
Seasons  Greetings,  and  the  best  of  everything  to  all  of  you! 
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AMERICAN  MEDICAL  EDUCATION 
FOUNDATION 

Each  Fall,  members  of  the  South  Dakota 
State  Medical  Association  are  sent  a series  of 
letters  by  the  Committee  on  the  American 
Medical  Education  Foundation,  asking  that 
they  contribute  to  the  educational  fund. 

The  fund  was  established  in  1951  and  since 
that  time  over  fifteen  million  dollars  has  been 
distributed  to  medical  schools  by  AMEF  and 
the  National  Fund  for  Medical  Education. 

In  many  State  Medical  Societies  dues  have 
been  increased  to  cover  a mandatory  contri- 
bution from  each  member.  In  South  Dakota, 
our  House  of  Delegates  have  decreed  that 
contributions  should  be  voluntary.  Our  Con- 
tributions have  been  good  over  the  years  and 
last  year  average  $37.93  per  contributor. 
Over  half  of  our  active  members  made  gifts 
to  the  fund. 

The  job  continues.  A new  high  in  physician 
contributions  can  be  reached  this  year  if 
every  one  cooperates. 

Your  contributions  are  tax-deductible.  This 
is  not  a reason  for  giving  but  is  merely  advice 
on  that  point.  Each  physician  has  an  obliga- 
tion to  help  the  medical  schools  which  spent 
many  more  dollars  to  educate  him  that  he 
paid  at  the  time  of  his  education.  Every  doc- 
tor could  give  $100.00  for  each  of  the  next 
forty  years  and  still  not  pay  more  than  the 
cost  of  his  medical  education! 

Send  your  check  to  the  executive-office. 
Designate  the  school  of  your  choice  — and 
do  it  now! 


BLUE  SHIELD  — 

WHAT  HAVE  WE  PROVED? 

The  earliest  statewide  pre-payment  plans 
for  medical  care  were  started  just  twenty 
years  ago,  and  this  seems  like  an  appropriate 
time  for  us  physicians  to  tote  up  our  achieve- 
ments in  creating  and  sponsoring  the  mechan- 
ism we  call  Blue  Shield. 

What,  essentially,  have  we  accomplished 
through  Blue  Shield? 

Most  obvious  is  the  fact  that  through  our 
Blue  Shield  Plans,  we  are  helping  one  out  of 
every  four  people  in  the  U.S.A.  to  prepay  for 
basic  medical  service. 

Through  these  Plans,  we  physicians  have 
set  the  pace  and  pattern  for  the  evolution  of 
the  entire  voluntary  medical  care  insurance 
program  in  the  U.S.A. 

Through  Blue  Shield,  we  have  proved  that 
medical  care  can  be  prepaid  by  voluntary  co- 
operation of  doctor  and  patient  on  a nation- 
wide scale  — with  free  choice  of  physician 
for  the  patient,  fee-for-service  for  the  doctor, 
and  a private  confidential  relationship  be- 
tween them  — and  that  the  American  people 
like  it  that  way. 

Through  Blue  Shield,  we  have  shown  that 
patients  and  doctors  don’t  need  any  outside 
agency  to  bring  them  together,  and  that  no 
one  but  the  patient  himself  needs  to  profit 
from  prepaying  his  medical  care  costs. 

Through  Blue  Shield,  it  is  fair  to  say  that 
we  doctors  have  given  our  fellow  countrymen 
perhaps  the  most  convincing  demonstration 
of  the  past  twenty  years  that,  working  to- 
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gether  voluntarily,  we  can  solve  even  our 
most  urgent  and  complex  social  problems 
within  the  framework  of  our  private  enter- 
prise system  in  the  U.S.A. 


HUNTERS  SEMINAR 
BRINGS  COMMENTS 

(Ed.  comment:  The  following  statements  are 
exerpted  from  letters  written  to  the  S.  D.  Medical 
Association  Office  at  the  close  of  the  Fall  Seminar 
in  Mitchell.) 

“The  meeting  was  most  enjoyable  for  all 
of  us  from  Nashville,  and  I am  sure  that  I am 
speaking  for  them  too,  when  I thank  you  for 
your  efforts  in  our  behalf.” 

H:  * * 

“I  would  like  to  take  this  opportunity  to 
congratulate  you  on  the  fine  arrangements 
that  we  enjoyed  while  in  Mitchell.  Every 
detail  seemed  to  be  pre-arranged,  and  I know 
that  you  went  to  a great  deal  of  trouble  to 
satisfy  a bunch  of  hunters.” 

* * * 

“.  . . . express  my  appreciation  and  admira- 
tion for  the  facility  in  which  all  phrases  of 
the  seminar  were  conducted.  It  bespeaks  of 
outstanding  organizational  ability  on  your 
part,  although  I do  not  understand  how  you 
got  the  pheasants  to  cooperate  as  well.” 

* * * 

“I  think  you  did  a fine  job  of  staging  this 
program,  and  the  men  from  Creighton  did  a 
very  worthwhile  job  on  the  scientific  section.” 


REDUCTION  OF  SURGICAL  TRAUMA 
DURING  GYNECOLOGIC  OPERATIONS— 

(Continued  from  Page  495) 
surgeon  who  moves  quickly  in  a moment  of 
crisis  is  still  the  important  factor. 

SUMMARY 

Relatively  simple  ways  in  which  the  gen- 
eral surgeon  can  be  forearmed  for  those  oc- 
casional complications  occurring  during  pel- 
vic operations  have  been  described.  Some  of 
these  complications,  if  unrecognized,  could 
be  disastrous,  but  if  identified  and  repaired 
properly  will  almost  never  produce  either 
death  or  morbidity.  Attention  to  these  details 
and  knowledge  of  what  to  do  quickly  in  a 
crisis  constitute  the  immediate  treatment  of 
surgical  trauma  occurring  during  gynecologic 
operations. 


ANKLE 

SPRAINED 

or 

SINUS 

INFLAMED? 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  GYANAMID  COMPANY. 
Pearl  River,  New  York 
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MEDICAL  LIBRARY  BOOKSHELF 


The  following  books  were  presented  to  the 
Medical  Library  recently  by  the  editor  of  the 
South  Dakota  Journal  of  Medicine  and  Phar- 
macy for  reviewing. 

Therapeutic  Uses  of  Adhesive  Tape. 

Johnson  and  Johnson,  2nd  ed.,  1958. 

This  edition  is  made  available  by  Johnson 
and  Johnson  as  a service  to  the  medical  pro- 
fession. The  requests  for  the  1st  ed.  published 
in  1944  far  exceeded  the  supply.  Much  new 
material  has  been  added  to  this  2nd  ed.  and 
full  color  reproductions  of  photographs  make 
it  more  valuable  for  understanding  the  use 
of  adhesive  tape  in  a medical  capacity.  Sig- 
nificant information  in  concentrated  and  or- 
ganized form,  with  good  illustrations  make 
this  book  useful  to  physicians.  It  includes 
general  considerations;  adhesive  tape  re- 
actions; surgical  uses;  use  in  orthopedic 
specialties;  use  in  prevention  and  treatment 
of  athletic  injuries;  the  role  of  tape  in  indus- 
try. 

Correlative  Neuroanatomy  and  Functional 
Neurology  by  Joseph  G.  Chusid  and  Joseph 
J.  McDonald,  9th  ed.,  Lange  Medical  Pub- 
lications, 1958. 

For  beginners  in  neurology  and  valuable  to 
practitioners,  residents  and  graduate  students 
preparing  for  specialty  board  examinations  as 
a review  handbook.  A very  clear  and  concise 
presentation  of  some  of  the  structural  and 
functional  features  of  the  nervous  system 
related  to  problems  encountered  in  clinical 
neurology.  The  diagrams  are  especially  well 
drawn,  clear,  concise  and  authoritative.  Chap- 
ter 2,  entirely  new,  is  on  neuro chemistry. 

Other  1958  revised  editions  of  Lange  pub- 
lications are  Physicians  Handbook,  10th  ed.; 


Handbook  of  Medical  Treatment,  6th  ed.,  and 
General  Opthalmology,  1st  ed. 

How  to  Live  With  Diabetes  by  Henry  Dol- 
ger  and  Bernard  Seeman,  Norton,  1958. 

Dr.  Dolger,  chief  of  the  Diabetic  Clinic  at 
Mt.  Sinai  Hospital  is  an  outstanding  authority 
on  Diabetes,  while  Mr.  Seeman  is  a profes- 
sional writer.  A book  for  diabetics  with  main 
emphasis  on  the  patient  rather  than  the  ail- 
ment or  condition.  A good  book  for  parents 
of  diabetic  children  to  read,  especially  the 
chapters  on  the  diabetic  child  in  which 
specific  suggestions  are  given  for  assisting  the 
child  to  a better  adjustment  to  the  disease  and 
in  understanding  the  diabetic  adolescent.  A 
good  book  for  the  patient  to  read  for  the 
specific  directions  for  procedural  techniques 
of  giving  insulin  and  the  precautions  needed 
in  eating,  physical  activity  and  other  routines 
of  daily  living.  One  chapter  is  about  orinase 
and  other  oral  drugs  with  suggestions  about 
changing  from  the  use  of  insulin  to  orinase. 
A good  book  for  anyone  interested  in  diabetes 
for  the  background  information  about  the  di- 
sease, including  some  interesting  historical 
data;  the  discussion  of  problems  connected 
with  the  disease,  and  the  prospects  for  com- 
bating it  in  the  future. 

Two  gift  books  from  Putnam  Son’s  Pub- 
lishers deal  with  heart  disease. 

1.  Dietary  Prevention  and  Treatment  of 
Heart  Disease  by  John  F.  Gofman,  A.  V. 
Nichols  and  E.  V.  Dobbin,  Putnam,  1958.  The 
first  two  authors  are  associated  with  the 
Donner  Laboratory  at  the  University  of  Cali- 
fornia. Dr.  Gofman  is  also  professor  of  Med- 
ical Physics  at  this  University.  The  third 
author  is  senior  dietician  at  E.  V.  Cowell 
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Memorial  Hospital  at  the  University  of  Cali- 
fornia. 

The  first  chapter  deals  with  the  nature  of 
coronary  heart  disease,  while  the  remainder 
of  the  book  is  largely  concerned  with  dietary 
evaluations,  the  purpose  of  which  is  the  in- 
forming of  the  individual  of  the  approximate 
composition  of  his  diet  and  what  it  can  supply 
in  the  form  of  carbohydrate,  animal  fat,  vege- 
table fat  and  protein.  Proof  is  available  that 
the  fat"like  substances  in  the  blood  of  humans 
is  associated  with  increasing  the  rate  of  de- 
veloping arterial  narrowing  and  of  causing 
arterial  thickening  which  may  lead  to  a heart 
attack.  Many  recipes  are  included  which  are 
the  result  of  controlled  dietary  experiments. 
Certain  food  components  can  contribute  to 
substantial  elevation  in  serum  lipoprotein 
concentration.  The  individual  by  comparing 
the  recommended  values  with  his  daily  food 
intake  over  a period  of  7-10  days  can  alter  his 
diet  to  conform  to  the  values  recommended 
and  thus  reduce  the  risk  of  coronary  heart 
disease.  This  is  a book  that  any  physician 
could  suggest  to  the  layman  for  a readable, 
clear  explanation  of  this  disease  and  for  a 
diet  for  its  prevention. 

2.  What  Do  We  Know  About  Heart  Attacks 
by  John  F.  Gofman,  Putnam,  1958. 

An  informative  book  for  the  layman  with 
and  without  heart  disease,  presenting  the 
known  facts  concerning  heart  attacks;  how  to 
prevent  them,  and  prospects  for  those  with 
the  disease.  Written  in  understandable,  non- 
technical terms  with  an  intelligent  explana- 
tion of  new  developments  valuable  for  pre- 
venting premature  heart  attacks.  Information 
given  about  coronary  narrowing;  lipoproteins 
and  heart  attacks;  comparison  of  number 
among  men  and  women;  effect  of  overweight; 
high  blood  pressure;  relationship  between 
diet  and  cigarette  smoking  and  attacks;  a pro- 
gram for  prevention,  and  other  factors. 

Dr.  E.  C.  Pirtle  of  the  University  Micro- 
biology Department  contributed  the  follow- 
ing comments  about  the  Pfizer  Co.,  gift  book 
the  Pasteur  Fermentation  Centennial  1857- 
1957,  Pfizer,  1958. 

“This  book,  in  honor  of  Louis  Pasteur’s  dis- 
covery that  lactic  acid  fermentation  is  a bio- 
logical process,  consists  of  an  introductory 
section  and  three  symposia.  A portion  of  the 
text  relates  some  of  the  numerous  accom- 
plishments of  Pasteur,  — those  well-met  chal- 


lenges which  earned  him  the  title,  “the  father 
of  bacteriology.”  The  first  symposium  deals 
with  interplay  between  host  and  parasite, 
with  particular  reference  to  “the  synthetio- 
mechanisms  evoked  in  the  host  by  the  pres- 
ence of  a parasite.”  The  second  symposium 
deals  with  the  large-scale  use  of  microbes  in 
industry  and  the  many  commercial  products 
which  result  from  their  metabolic  activities, 
such  as  the  conversion  of  sugar  to  alcohol. 
The  third  and  final  symposium  is  concerned 
with  practical  and  theoretical  problems  of 
antibiotics,  their  production  by  various  mi- 
cro-organisms and  their  mode  of  action.” 

The  Pfizer  Company  sponsored  a scientific 
conference  memorializing  the  discovery  by 
Pasteur  that  fermentation  is  caused  by  living 
organisms  and  this  book  is  the  record  of  that 
conference. 

Mrs.  Esther  Howard 

Medical  Librarian 


DOCTORS  ASKED  TO  WATCH  FOR 
MISSING  PERSON 

Richard  Nunley,  height  5’  10”,  weight  160 
pounds,'  blond  straight  hair,  blue  eyes,  light 
complexion,  age  26  years  is  wanted  for  ques- 
tioning by  the  Salt  Lake  County  Sheriff’s 
Office.  On  September  3,  1958  Richard  Nunley 
and  his  3-year  old  son  Raymond  Scott  Nunley 
left  their  home  for  a grocery  store  which  was 
two  blocks  away.  When  they  failed  to  return 
a few  days  later,  the  Salt  Lake  County 
Sheriff’s  Office  was  notified  and  a missing 
person  broadcast  was  made.  Later  the 
Sheriff’s  Office  was  notified  that  Richard 
Nunley  was  seen  in  Montpelier,  Idaho.  This 
was  the  last  information  received  on  these 
people  until  late  afternoon  of  October  7,  1958 
when  the  badly  decomposed  body  of  Ray- 
mond Nunley  was  found  in  a field,  two  blocks 
from  the  store. 

It  is  our  understanding  that  every  so  often, 
usually  around  the  15th  of  the  month,  the 
man  in  question  shows  up  to  give  blood 
(whether  it  is  taken  because  of  disease  or 
whether  he  sells  his  blood,  we  do  not  know). 

If  Richard  Nunley’s  whereabouts  are  known 
please  contact  the  Salt  Lake  County  Sheriff, 
GEORGE  BECKSTEAD,  City  and  County 
Building,  Salt  Lake  City,  Utah,  or  your  local 
law  enforcement  office. 
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OBSTETRIC  ANALGESIA  AND  ANESTHESIA  IN  S.  Dak.  — 1957 

(Continued  from  Page  490) 

Fig.  21 

ANESTHESIA  TECHNIQUES  FOR  CESAREAN  SECTION 


Before  delivery  of  the  baby 

After  delivery  of  the  baby 

Numbers  of 
doctors  in- 
dicating re- 
spective 
choices  of 

Local  block  and  infiltration 

36 

Pentothal  induction  after  delivery  of  the  baby 

20 

Spinal 

28 

Nitrous-oxygen-ether 

17 

Cyclopropane 

30 

Cyclopropane 

11 

anesthesia 

techniques. 

Pentothal  induction 

22 

Pentothal-curare 

10 

Nitrous-oxygen-ether 

27 

Pentothal-curare 

2 

ready  and  the  patient  draped  before  the  anes- 
thetic was  started.  By  operating  rapidly  and 
delivering  the  baby  soon  after  the  anesthetic 
was  started  they  hoped  to  eliminate  long, 
tedious  resuscitation  of  the  baby.  22  doctors 
reported  using  Pentothal  induction  of  anes- 
thesia, and  2 doctors  preferred  Pentothol- 
curare  anesthesia,  taking  their  chances  with 
infant  resuscitation.  Nitrous-oxygen-ether 
anesthesia  was  also  used  by  27  doctors. 

Most  of  the  doctors  who  deliver  section 
babies  under  local  anesthesia  and  some  of  the 
doctors  who  use  spinal  on  their  section  pa- 
tients (Figure  #21)  prefer  to  use  general  anes- 
thesia after  the  baby  is  delivered  and  the 
cord  is  clamped.  20  doctors  use  Pentothal  in- 
ductions at  this  time.  17  used  Nitrous-oxygen- 


ether.  11  used  Cyclopropane.  10  completed 
the  section  under  pentothal-curare  anesthesia. 

SUMMARY: 

Proper  use  of  analgesics  and  anesthetics  are 
essential  to  the  comfort  and  health  of  mothers 
and  their  babies.  After  the  triad,  hemorrhage, 
toxemia,  and  infections,  obstetric  analgesia 
and  anesthesia  cause  more  maternal  deaths 
nation-wide  than  any  other  single  cause. 
Maternal  morbidity  and  perinatal  mortality 
and  morbidity  are  likewise  affected  by  these 
agents. 

Therefore,  a study  has  been  made  concern- 
ing the  use  of  analgesic  and  anesthetic  agents 
in  South  Dakota  during  the  year  1957.  The 
foregoing  report  is  a summary  of  the  results. 


THE  PHYSICIAN'S  ROLE  IN  THE  SOCIAL 
SECURITY  DISABILITY  PROGRAM— 

(Continued  from  Page  497) 
of  State  agencies  and  its  own  technical  and 
professional  personnel,  and  Social  Security 
Administration  has  had  the  continuing  co- 
operation of  a Medical  Advisory  Committee 
composed  of  recognized  specialists  associated 
with  medical  and  allied  professions  in  various 
fields  outside  Government,  such  as  general 
practice,  research,  medical  education,  indus- 
try and  labor. 

The  American  Medical  Association  has 
taken  steps  to  inform  its  members  about  the 
medical  aspects  of  the  disability  program, 
especially  the  preparation  of  medical  reports. 
On  June  1,  1957,  the  Journal  of  the  American 
Medical  Association  carried  a comprehensive 
report  on  the  administration  and  organization 
of  the  disability  provisions.  Regulations  on 
the  meaning  of  disability  appeared  in  the 
September  28,  1957  issue. 


NEW  BOOKS 

“The  Birth  of  Normal  Babies,”  Lyon  P. 
Strean,  Ph.D.,  Twayne  Publishers,  N.  Y., 
$3.95. 

This  book  is  concerned  with  pregnancies 
that  end  in  failure,  — in  stillbirths,  miscar- 
riages, in  birth  defects  in  the  newborn  child. 
The  book  is  written  in  clear  and  understand- 
able language  by  a uscard  scientist.  He  con- 
siders the  effects  of  stress  as  the  major  cause 
of  death  and  defect.  Sixty  case  histories  are 
utilized. 


A postgraduate  course  on  diseases  of  the 
chest  will  be  held  at  the  Sir  Francis  Drake 
Hotel  in  San  Francisco,  February  16-20,  1959. 
The  most  recent  advances  in  the  diagnosis 
and  treatment  of  heart  and  lung  diseases, 
medical  and  surgical  aspects,  will  be  pre- 
sented. 
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BLACK  HILLS 
HEARS  LIPSCOMB 

Dr.  Lipscomb,  Denver, 
spoke  to  twenty-one  mem- 
bers of  the  Black  Hills  Dis- 
trict Medical  Society  on  the 
subject,  “Acute  Head  In- 
juries” at  Sanator  on  October 
14th. 

Dr.  R.  B.  Crowder  of  Rapid 
City  was  accepted  as  a new 
member  and  a business  meet- 
ing closed  the  session.  A lun- 
cheon buffet  was  served. 


CLINICAL  TOUR  OF 
MEXICO  PLANNED 

The  22nd  annual  meeting 
of  the  New  Orleans  Graduate 
Medical  Assembly  will  be 
held  March  2-5,  1959  with 
headquarters  at  the  Roosevelt 
Hotel  in  New  Orleans. 
Speakers  include  Drs.  Otto 
Janton,  Philadelphia;  How- 
ard Rome,  Rochester;  R.  Gor- 
don Douglas,  New  York; 
John  M.  Dorsey,  Evanston; 
and  many  others. 

Following  the  Assembly, 
participants  are  invited  to  at- 
tend a clinical  tour  of  Mexico 
from  March  6th  to  the  21st. 
Information  on  the  sessions 
and  arrangements  may  be 
secured  from  Dr.  Maurice  E. 
St.  Martin  Rm.  103,  1430 
Tuland  Avenue,  New  Orleans 
12,  La. 


This  is  ]rour 

MEDICAL  ASSOCIATION 


HOSPITAL  ASSN. 

MEETS  IN  ABERDEEN 

The  South  Dakota  Hospital 
Association  opened  its  annual 
two-day  Fall  Conference  at 
Aberdeen  on  October  14.  All 
program  sessions  were  held 
at  the  Alonzo  Ward  Hotel. 

Addressing  the  Association 
on  its  opening  day  was  Ed- 
win L.  Crosby,  M.D.,  Director 
of  the  American  Hospital  As- 
sociation, Chicago,  who  talked 
on  CURRENT  HOSPITAL 
TOPICS  AND  TRENDS. 
Other  features  of  the  opening 
day  included  a program  ses- 
sion by  hospital  auxiliaries, 
a “What’s  Your  Question” 
panel  and  a talk  by  Harold  C. 
Mickey,  Administrator,  Ro- 
chester Methodist  Hospital, 
Rochester,  Minnesota,  on  “An 
Administrator  Looks  at  the 
Hospital  Governing  Board.” 

The  first  day’s  activities 
was  concluded  with  the  an- 
nual banquet.  The  Elks 
Chorus  from  Aberdeen,  South 
Dakota  were  guest  enter- 
tainers and  Past  Presidents 
of  the  Association  were  honor 
guests.  The  morning  of  the 
second  day  included  associa- 
tion business  along  with  re- 
ports and  recommendations 


of  committees  such  as  the  In- 
digent Care  Committee,  Leg- 
islation Committee,  Insur- 
ance Committee  and  others. 
Newly  elected  officers  are  as 
follows:  Sister  M.  Rosaria, 
Administrator,  Sacred  Heart 
Hospital,  Yankton,  President; 
Ernest  L.  Forbes,  Adminis- 
trator, Methodist  Hospital, 
Mitchell,  President-Elect; 
Eugene  D.  Jelliffe,  Adminis- 
trator, Community  Memorial 
Hospital,  Sturgis,  Secretary- 
Treasurer;  Thelma  Francis, 
Administrator,  Hand  County 
Memorial  Hospital,  Miller, 
Vice-President;  Sister  M. 
Stephen,  Administrator,  St. 
Imkes  Hospital,  Aberdeen, 
Sister  M.  Edith,  Administra- 
tor, St.  John’s  McNamara 
Hospital,  Rapid  City  and 
Jack  L.  Rogers,  Administra- 
tor, Sioux  Valley  Hospital, 
Sioux  Falls,  Trustees. 

Legal  aspects  affecting  the 
hospital  were  discussed  by 
Don  A Bierle,  Attorney  from 
Yankton,  South  Dakota  dur- 
ing the  closing  afternoon  ses- 
sion of  the  Conference. 


ABERDEEN  DISTRICT 
MEETS  AND  HUNTS 
The  Aberdeen  District 
Medical  Society  had  it’s,  third 
annual  hunting-scientific 
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meeting  the  31st  of  October 
and  1st  and  2nd  of  November. 
Present  from  the  Mayo  Clinic 
were  doctors  James  Priestly, 
Herbert  W.  Schmidt,  Henry 
L.  Williams  and  John  S. 
Welch.  Also  present  was  Mr. 
Edward  H.  Weld.  They  gave 
the  following  papers:  Re- 
search in  Hospital  Architec- 
ture, by  Mr.  Weld;  The  Pres- 
ent Status  of  Diagnosis  and 
Treatment  of  Carcinoma  of 
the  Stomach,  by  Dr.  Priestly; 
Relief  of  Nasal  Respiratory 
Obstruction  Produced  by  Dis- 
locations of  the  Caudal  Egde 
of  the  Septum  and  Associated 
External  Deformities,  by  Dr. 
Williams  The  Present  Status 
of  Treatment  and  Diagnosis 
of  Carcinoma  of  the  Cervix 
and  the  Body  of  the  Uterus, 
by  Dr.  Welch. 

Also  present,  from  Lincoln, 
Nebraska,  was  Dr.  Paul 
Thorough,  who  came  to  lis- 
ten to  the  papers  and  take 
part  in  the  pheasant  hunting. 

The  meeting  had  been  ar- 
ranged by  Dr.  P.  G.  Bunker, 
Dr.  M.  R.  Gelber  and  the  of- 
ficers of  the  Aberdeen  Dis- 
trict Medical  Society:  Dr. 
Agnes  Keegan,  president;  Dr. 
G.  H.  Steele,  vice-president 
and  Dr.  W.  E.  Gorder,  secre- 
tary-treasurer. 


AMERICAN  BOARD  OF 
OBSTETRICS  AND 
GYNECOLOGY 

The  next  scheduled  exam- 
inations (Part  II),  oral  and 
clinical  for  all  candidates 
will  be  conducted  at  the 
Edgewater  Beach  Hotel, 
Chicago,  Illinois,  by  the  en- 
tire Board  from  May  8 
through  19,  1959.  Formal 
notice  of  the  exact  time  of 


each  candidate’s  examination 
will  be  sent  him  in  advance 
of  the  examination  dates. 

Candidates  who  partici- 
pated in  the  Part  I examina- 
tions will  be  notified  of  their 
eligibility  for  the  Part  H ex- 
aminations as  soon  as  pos- 
sible. 

Current  Bulletins  of  the 
American  Board  of  Obste- 
trics and  Gynecology,  outlin- 
ing the  requirements  for  ap- 
plication, may  be  obtained  by 
writing  to  the  Secretary: 

Robert  L.  Faulkner,  M.D. 

2105  Adelbert  Roard 

Cleveland  6,  Ohio 


NEWS  NOTES 

Dr.  Jack  Cowan,  Pierre, 
escaped  serious  injury  when 
his  car  overturned  October 
23rd  on  highway  #14  north  of 
the  city  airport.  He  suffered 
lacerations  and  rib  fractures. 
The  car  was  a complete  loss. 

* * 

Twelve  South  Dakota  doc- 
tors and  wives  were  the 
guests  of  Parke,  Davis  and 
Co.  in  Detroit  over  the  week- 
end of  October  18th.  In  ad- 
dition to  a tour  of  Parke, 
Davis,  they  attended  a med- 
ical seminar  and  a Big  Ten 
football  game. 


Doctors  from  11  states  gathered  in  Mitchell  at  the  opening  of  the 
pheasant  season  for  five  days  of  hunting  and  conferences  on  Trauma. 
The  program  for  42  physicians  and  their  friends  was  arranged  by  the 
South  Dakota  Medical  Association.  Shown  above  are  three  hunters 
who  were  successful  in  filling  daily  bag  limits  near  Canova.  They 
are  from  left,  Dr.  D.  W.  Darwin,  Denver;  Dr.  James  McCrory  and  Dr. 
V.  E.  Berchtold,  Santa  Fe.,  N.  M. 
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A hunting  party  from  Missouri  is  shown  loading  guns  and  equipment 
at  a Mitchell  motel  in  preparation  for  an  afternoon  of  pheasant 
shooting.  They  are  from  left,  Dr.  Ernest  Gantt,  Mexico;  Dr.  G.  D. 
Shull,  Jefferson  City;  Dr.  J.  J.  Modlin,  Columbia,  and  insurance 
representative  J.  R.  Rodes,  Mexico.  States  represented  in  addition 
to  Missouri,  South  Dakota,  Colorado  and  New  Mexico  included 
Wisconsin,  Tennessee,  Illinois,  Kansas,  Texas,  Indiana  and  New  York. 


NEWS  NOTES 


Four  South  Dakota  girls 
attended  the  Annual  Meeting 
of  the  Medical  Assistants  in 
Chicago  October  31  - Novem- 
ber 2.  Agnes  Damon  and 
Betty  Cassutt,  McKennan 
Hospital,  and  Phyllis  Sund- 
strom  and  Patricia  Saunders 
of  the  Medical  Association 
office  attended  the  sessions. 
Miss  Cassutt  is  South  Da- 
kota’s State  president. 

» * * 

John  C.  Foster,  executive 
secretary  of  the  South  Da- 
kota State  Medical  Associa- 
tion, met  with  the  other  eight 
members  of  the  Advisory 
Committee  to  the  AMA’s  De- 
partment of  Communications 
in  New  York  City  on  Novem- 
ber 3-4. 


Dr.  Leon  S.  Saler,  a native 
of  Indianapolis,  Indiana,  has 
been  appointed  chief  medical 
officer  at  the  Sioux  Sanator- 
ium in  Rapid  City.  He  suc- 
ceeds Dr.  Jose  Silva  who  will 
locate  in  Alaska  with  the 
Public  Health  Service. 

* * * 

Dr.  J,  A.  Nelson,  long-time 
Howard  and  Sioux  Falls 
physician  has  retired  from 
practice  and  moved  to  Cali- 
fornia where  he  will  operate 
business  interests. 

* * * 

Dr.  Cecil  Baker,  Yankton 
State  Hospital,  was  named 
the  Sioux  Falls  Argus- 
Leader’s  “Citizen  of  the 
Week”  on  November  2nd. 


VIRUSES  GLOW 
UNDER  MICROSCOPE 

The  development  of  a new 
method  which  enables  med- 
ical authorities  to  diagnose 
more  quickly  such  infectious 
virus  diseases  as  influenza, 
measles,  mumps  and  chicken 
pox  has  won  for  its  orig- 
inator one  of  the  nation’s  top 
honors  in  the  field  of  public 
health. 

Dr.  Albert  H.  Coons,  visit- 
ing professor  of  bacteriology 
and  immunology  at  the  Har- 
vard Medical  School  and 
Career  Investigator  of  the 
American  Heart  Association, 
received  the  eighth  annual 
Kimble  Methodology  Re- 
search Award  at  the  Con- 
ference of  State  and  Provin- 
cial Public  Health  Labora- 
tory Directors  in  St.  Louis. 

Dr.  Coons’  method  uses  a 
fluorescent  dye  and  ultra- 
violet light  to  search  out  in- 
fectious disease  viruses. 

The  key  to  the  work  which 
Dr.  Coons  and  his  associates 
began  in  1941  is  the  fact  that 
antibodies  formed  in  the 
body  to  combat  disease  are 
specific  — for  example,  an 
antibody  against  influenza 
will  react  only  with  an  in- 
fluenza virus.  Such  anti- 
bodies may  be  tagged  with  a 
fluorescent  dye  so  that  they 
will  glow  under  ultra-violet 
light. 

To  find  a cell  infected  with 
a virus  such  as  influenza, 
serum  containing  tagged  in- 
fluenza antibodies  is  put  on  a 
slice  of  tissue.  The  antibodies 
will  adhere  only  to  the  in- 
fluenza virus.  When  made  to 
glow  under  a microscope,  the 
presence  of  the  specific  virus 
is  not  only  detected  but  ac- 
curately located  within  the 
cell. 
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THE  RETURN  OR  EXCHANGE  OF  DRUGS* 
by  Harold  W.  Mills.  R.P.** 

Rapid  City,  South  Dakota 


Within  the  past  year  Boards  of  Pharmacy 
in  a number  of  states  have  been  taking  steps 
to  remedy  a situation  which  could  seriously 
effect  public  health,  and  also  retail  pharmacy 
public  relations.  The  dangerous  situation  is 
the  increased  demand  by  the  customers  for 
the  return  of  opened  packages  of  prescrip- 
tions, drugs,  medicines  and  sick  room  items 
for  credit  or  refund.  The  pharmacist,  never- 
theless, knows  that  in  the  interest  of  public 
health  it  is  impossible  for  him  to  put  back  into 
stock  any  type  of  medicine  which  has  left  the 
pharmacy  and  which  has  been  exposed  to  pos- 
sible contamination. 

In  the  past  I believe  this  has  been  a minor 
problem.  Most  stores  have  been  able  to  cope 
with  it,  without  much  difficulty.  No  doubt 
the  recession  which  we  went  through  the  first 
part  of  the  year  and  the  increasing  cost  of 
medicines  have  done  a lot  to  increase  this 
problem.  Pharmacists  today  report  an  alarm- 
ing number  of  refund  requests  by  their  cus- 
tomers. For  instance;  A customer  gets  a pres- 
cription filled  for  20  antibiotic  capsules  at  a 
cost  of  40c  per  capsule  . . . and  then,  for  one 
reason  or  another  takes  only  10  of  the  cap- 
sules ...  he  may  feel  that  getting  back  $4.00 

* Presented  at  the  Annual  Meeting,  District  5,  the 
National  Association  of  Boards  of  Pharmacy  and 
the  American  Association  of  Colleges  of  Phar- 
macy, Minneapolis,  Minnesota,  October  19,  1958. 
♦♦President,  Mills  Drug  Stores  and  President, 
South  Dakota  Board  of  Pharmacy. 


for  the  remaining  10  capsules  is  at  least  worth 
a try. 

In  this  connection,  James  J.  Lynch,  Secre- 
tary of  the  Idaho  Board  points  out,  “Returned 
prescriptions  had  not  been  much  of  a problem 
— but  when  the  new  expensive  drugs  showed 
up,  they  could  see  the  problem  growing,  so 
they  adopted  a regulation  before  it  became 
serious. 

In  our  own  stores  we  had  a policy  which  I 
thought  had  been  very  satisfactory  for  many 
years.  It  was  simply  this  — when  the  case 
was  justified,  such  as  sudden  death  of  the  pa- 
tient, their  inability  to  take  the  medication, 
or  if  we  were  called  by  their  doctor  that  he 
was  changing  the  prescription,  we  asked  them 
to  return  the  remaining  amount  to  our  pres- 
cription departments.  Then  in  front  of  the 
customer  we  destroy  the  medicine  and  allow 
them  50%  of  the  purchase  price,  depending 
on  the  quantity  they  return.  We  impress 
upon  them,  at  the  time,  that  both  they  and 
ourselves  were  standing  half  the  expense. 
This  method  seemed  to  please  the  customer 
very  much.  Of  course  I realize  this  plan  has 
its  drawbacks.  If  a pharmacist  had  a tendency 
to  be  unethical  it  affords  him  an  opportunity 
for  temptation.  I can  see  now  that  our  method 
could  grow  into  serious  proportions  and  result 
in  losing  customers  and  also  presenting  a 
financial  problem. 
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Pharmacist  Faced  With  Return  Problems 

At  the  present  time,  in  states  where  there 
are  no  regulations  to  control  this,  the  phar- 
macist is  faced  with  two  problems,  first:  He 
can  refuse  to  take  back  the  merchandise  and 
make  no  refimd  and  attempt  to  explain  the 
dangers  involved  and  run  the  risk  of  losing 
the  customer;  or,  second:  he  can  accept  the 
medicine  and  make  the  refund,  knowing  that 
he  will  have  to  destroy  the  merchandise  and 
take  the  loss  at  the  price  of  maintaining  the 
customer’s  good  will,  and  also  start  a bad 
habit  which  no  doubt  other  customers  will 
follow; 

On  July  14,  1958  a survey  by  AMERICAN 
DRUGGIST  magazine  shows  that  this  situa- 
tion confronts  pharmacists  in  at  least  17  states 
and  perhaps  as  many  as  31. 

Conducted  among  pharmacy  board  secre- 
taries, the  survey  turned  up  only  18  states  in 
which  secretaries  report  the  existence  of  a 
regulation  which  specifically  bars  the  accept- 
ance by  pharmacists  of  returned  medication. 

In  some  cases,  the  ban  applies  to  prescrip- 
tions only,  while  in  others  it  applies  to 
broader  categories  of  goods,  encompassing 
prescription  items,  packaged  medicines,  sick- 
room supplies,  and  personal  hygiene  items. 

The  18  states  in  which  such  regulations  are 
reported  at  that  time  include: 

Arizona 

Arkansas 

California 

Colorado 

Georgia 

Idaho 

Illinois 

Iowa 

Louisiana 

Mississippi 

Montana 

New  Hampshire 

New  Jersey 

New  Mexico 

Texas 

Vermont 

W ashington 

Wisconsin 

In  17  other  states  the  Pharmacy  Boards  re- 
port no  laws  or  regulations  on  the  subject  of 
returned  drugs,  although  in  some  of  these 
states  regulations  have  been  passed  by  now. 
In  14  states,  data  on  the  legality  of  accept- 


ing returned  drugs  was  not  available.  That 
the  status  of  returned  drugs  in  many  of  these 
states  is  not  clear  is  indicated  by  the  fact  that 
some  board  secretaries  said  that  they  are 
waiting  to  see  how  serious  the  problem  be- 
comes before  deciding  what  kind  of  action  is 
needed  to  solve  it. 

One  reason  for  failure  to  act  on  the  situa- 
tion, until  now  appears  to  be  the  belief  by 
some  boards  that  the  Federal  FDC  law  may 
take  care  of  it. 

One  board  secretary,  for  example,  said  that, 
in  his  personal  opinion,  it  may  be  a violation 
of  the  Federal  law’s  labeling  provisions  for  a 
pharmacist  to  accept  drug  returns,  unless  he 
discards  them. 

This  secretary  pointed  out  that  under  the 
Federal  law,  a drug  must  be  accurately 
labeled  as  to  its  potency,  purity,  and  freedom 
from  contamination.  Once  the  package  has 
been  opened,  he  noted,  a pharmacist  has  no 
way  of  being  certain  that  the  label  remains 
accurate  in  these  respects.  In  offering  a re- 
turned package  for  sale,  he  therefore  runs 
the  risk  of  offering  mislabeled  goods. 

The  survey  shows  that  at  least  18  states  are 
not  willing  to  rely  on  the  Federal  law  as  the 
basis  for  barring  acceptance  of  returned  drugs 
. . . and  have  instead  issued  state  regulations 
that  specifically  take  care  of  the  problem. 

"Notice  To  Public"  Cards 

In  2 cases  — Illinois  and  Texas  — the  regu- 
lation is  issued  by  the  State  Health  Depart- 
ment. In  all  others,  it  comes  from  the  phar- 
macy boards.  Most  of  these  states  now  having 
regulations  have  issued  cards  of  “Notice  to  the 
Public”  informing  them  that  such  action  by 
the  pharmacist  is  prohibited.  I have  samples 
of  these  cards  from  a few  of  the  states. 

The  first  card  is  from  the  State  of  Montana 
which  is  simply  a warning  to  the  phaimacist 
that  it  is  unlawful  for  him  to  accept  any  un- 
used portion  of  a prescription. 

The  cards  from  Wisconsin,  Washington  and 
Colorado  are  all  very  similar  in  size  and  have 
about  the  same  type  of  wording,  however,  I 
have  noticed  that  on  some  they  state  that  the 
cards  must  be  displayed  in  a prominent  place 
in  the  prescription  department  and  in  full 
view  of  the  customers.  One  for  the  State  of 
California  stated  that  they  passed  their  regu- 
lation April  20,  1957.  The  one  for  Arizona  has 
an  exception  which  reads  “except  in  the 
original  unopened  containers”  and  the  one 
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from  Texas  has  similar  wording. 

I think  these  cards  are  a very  important 
part  of  enforcing  the  regulation.  It  certainly 
breaks  down  customer  resistance  for  the 
pharmacist. 

The  poster  which  appeared  on  the  cover 
of  the  July  14th  issue  of  AMERICAN  DRUG- 
GIST is  designed  to  help  all  pharmacists  deal 
with  the  problem,  whether  or  not  they  are 
located  in  states  with  regulations  barring  the 
acceptance  of  returned  drugs.  It  reads 
“Opened  packages  of  prescriptions,  drugs, 
medicines,  sickroom  items  or  other  health 
products  cannot  be  accepted  for  return  or  ex- 
change. We  follow  this  policy  in  order  to 
make  sure  that  every  product  you  buy  here 
is  completely  free  of  possible  contamination.” 

Displayed  near  the  prescription  department, 
the  poster  works  in  the  following  2 ways: 

Many  customers  will  see  it  before  the 
thought  ever  occurs  to  them  of  returning  a 
medical  item.  Then,  should  the  question  come 
up  in  their  minds,  the  remembrance  of  the 
poster  will  deter  them  from  even  suggesting 
to  the  pharmacist  that  he  take  back  a drug 
or  sickroom  product. 

When  a customer  does  decide  to  ask  for  a 
refund  on  such  an  item,  the  pharmacist  can 
simply  ask  them  to  look  at  the  poster. 

I believe  this  poster  plays  a certain  part  but 
it  does  not  take  the  place  of  a regulation 
which  prohibits  by  law  the  acceptance  of 
these  returned  items  by  the  pharmacist. 

In  checking  the  regulations  of  the  various 
states,  which  I was  able  to  obtain,  I found  that 
only  Colorado  covered  the  hospital  pharmacy. 
This  is  the  way  their  regulation  reads: 

RETURN  OR  EXCHANGE  OF  DRUGS 
PROHIBITED 

“Drugs,  medicines,  sick  room  supplies,  and 
items  of  personal  hygiene  shall  not  be  ac- 
cepted for  return  or  exchange  by  any  phar- 
macist or  pharmacy  after  such  drugs,  med- 
icines, sick  room  supplies  or  items  of  per- 
sonal hygiene  have  been  taken  from  the 
premises  where  sold,  distributed  or  dis- 
pensed.” 

“In  hospitals  having  a licensed  pharmacy 
compounding  and  dispensing  drugs,  med- 
icines and  poisons  and  filling  prescriptions, 
the  word  “premise”  is  designed  to  include 
all  areas  within  the  confines  of  the  hospital 
under  the  effective  control  of  such  profes- 
sionally qualified  personnel  as  shall  be 


designated  by  the  highest  administrative  of- 
ficer of  the  hospital.” 

I believe  that  this  addition  should  be  in- 
cluded in  every  regulation.  More  outpatient 
prescriptions  are  being  filled  every  day  by 
hospital  pharmacies. 

Comments  from  boards  indicate  that,  where 
the  regulations  are  in  effect,  they  are  working 
out  very  well.  Ralph  E.  Kemp,  Colorado  Sec- 
retary, told  the  survey  that  the  state’s  rule 
“had  had  wonderful  acceptance  and  approval 
— not  only  from  pharmacists  and  the  public 
but  also  from  physicians.” 

South  Dakota  Regulation  Passed 
On  September  16th  of  this  year  our  Board 
passed  the  following  regulation  which,  I be- 
lieve, is  very  general  and  covers  the  problem 
thoroughly.  The  South  Dakota  regulation 
reads: 

“In  order  to  protect  the  public  health,  phar- 
macies and  pharmacists  are  prohibited  from 
accepting  the  return  of  unused  portions  of 
dispensed  prescriptions  for  refund  or  other- 
wise. Clinic  and  surgical  appliances  or  gar- 
ments, or  other  devices  or  products  used 
upon  or  applied  to  the  human  body  are  like- 
wise prohibited.” 

To  date,  our  board  has  not  issued  “Notice  to 
the  Public  Cards.”  However,  I am  sure  that 
this  will  soon  be  done. 

In  discussing  our  new  regulation  with  phar- 
macists of  our  state,  I find  that  most  of  them 
feel  that  the  Boards  or  state  association 
should  institute  an  educational  program  to 
the  doctors.  Many  doctors  are  guilty  of  sug- 
gesting that  their  patients  return  the  unused 
portion  of  their  prescription  for  refund.  In 
some  cases  a change  of  diagnosis  is  the  cause. 
I think  the  doctors  should  be  told  of  the 
health  hazard  involved  in  the  practice  and 
also  that  the  procedure  conflicts  with  profes- 
sional standards. 

Another  angle  which  should  be  included  in 
the  regulation  is  the  one  used  by  the  Arizona 
Board  where  they  state  an  exception,  which  I 
have  already  told  you  about,  namely,  in  the 
original  unopened  or  sealed  container.  In  the 
case  of  a prescription,  I imagine  they  refer 
to  the  outside  wrapper  and  seal  put  on  by  the 
store. 

Texas  also  states  that  the  package  must  be 
broken  to  be  covered  by  their  regulation. 

(Continued  on  Page  517) 
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Since  the  introduction  of  poliomyelitis  vac- 
cine some  five  years  ago,  almost  400  million 
injections  of  this  vaccine  have  been  adminis- 
tered to  children  and  adults  all  over  the 
world.  Everyone  is  familiar  with  the  exper- 
ience of  “getting  shots”  in  school,  in  the 
armed  services,  from  the  family  physician. 
But  what  about  the  vaccines  themselves? 
How  did  they  get  started?  What  have  they 
accomplished?  Where  do  they  come  from, 
and  where  do  we  go  from  here? 

The  biological  business  has  had  a varied 
career.  It  has  passed  through  many  ups  and 
downs.  In  the  early  vaccine  era,  many  new 
and  valuable  vaccines  in  the  bacterial  field 
were  accepted  — anthrax,  typhoid,  whooping 
cough,  scarlet  fever,  pneumonia,  cholera,  etc. 
Most  of  these  were  made  obsolete  by  chemo- 
therapy during  the  sulfa  and  antibiotic  era. 
It  is  of  interest  that  the  two  early  known 
virus  diseases,  smallpox  and  rabies,  were  the 
first  to  yield  to  the  infant  science  of  im- 
munology. And,  it  is  important  to  note  that 
even  now  in  this  one  era  — virus  diseases  — 
chemotherapy  has  made  little  progress  to 
date. 

“By  “biologies”  I mean  principally  the 

*Read  before  the  fall  meeting  of  the  Industrial 

Research  Institute,  Washington,  D.  C. 

**Parke.  Davis  & Company  Research  Division. 


items,  vaccines  and  serums.  The  scientific  or 
medical  expression  defining  these  items  is 
simply  the  preparation  of  a particular  form  of 
the  causative  agent  of  an  infectious  disease 
(bacterium  and  virus  — or  product  from  it  — 
toxin  and  protein  extract)  which  can  be  in- 
jected into  a human  being  with  safety  and 
will  give  protection  or  therapeutic  aid  against 
the  specific  infection.  The  first  real  vaccines 
were  “found”  around  the  middle  of  the  last 
century,  some  by  accident  and  others  by  in- 
tent. The  preparation  of  vaccines  was  in  each 
case  a jealously  held  activity  of  a few  individ- 
uals and  institutions,  such  as  Pasteur  Insti- 
tute, Loch  Institute,  Behring  and  Kitasato 
Institute. 

In  these  accomplishments  there  was  no 
team  work  or  systematic  planning,  for  the 
modern  “triple  threat”  concept  of  Research, 
Development  and  Production  had  to  grow 
with  knowledge,  organization  and  compe- 
tition. 

Edward  Jenner  as  early  as  1776,  aware  that 
there  was  some  relation  between  cowpox  and 
smallpox,  performed  the  first  vaccination  ex- 
periment by  inoculating  the  skin  of  the  boy, 
James  Phipps,  with  cowpox  matter  from  the 
hand  if  a milkmaid  Sarah  Nehmes.  The  word 
“vaccine”  came  after  this  experience  as  a 
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derivation  from  the  Latin  “vacca”  for  cow. 
It  was  not,  however,  until  Pasteur  a century 
later  found  by  accident  that  cultures  of 
chicken  cholera  bacteria  which  died  out  on 
standing  in  the  laboratory  protected  chickens 
against  living  bacteria,  that  actual  vaccines 
were  prepared.  It  was  later  recognized  by 
analogy  that  such  effects  were  manifestations 
of  a general  law  of  immunization,  and  each 
new  microorganism  discovered  was  consid- 
ered to  be  a potential  for  a vaccine  or  in  the 
preparation  of  an  antiserum. 

At  this  stage,  Parke,  Davis  & Company  en- 
tered the  story.  In  1894  Roux  and  von  Behring 
announced  the  effectiveness  of  a diphtheria 
antitoxin  prepared  by  inoculating  diphtheria 
bacteria  toxin  into  animals,  and  Parke-Davis 
was  a pioneer  in  putting  this  discovery  into 
production,  resulting  in  setting  up  standards 
of  processing,  offering  a commercial  product, 
and  in  1903  receiving  U.  S.  Biological  License 
No.  1.  This  license  is  still  in  effect,  and  over 
the  years  Parke,  Davis  has  participated  in  the 
research  and  production  of  many  vaccines 
and  antiserums. 

In  addition  to  producing  improved  versions 
of  smallpox  and  rabies  virus  vaccines,  Parke- 
Davis  began  in  1940  an  expanded  active  re- 
search program  in  the  field  of  antiviral  vac- 
cines, thus  placing  the  Company  in  a position 
to  take  an  active  part  in  the  development  and 
production  of  typhus  and  influenza  vaccines 
in  crash  projects  during  World  War  II.  After 
settling  down  from  war  demands  and  with 
the  experience  gained,  a broader  research 
program  on  cultivation,  purification  and  in- 
activation of  viruses  was  established.  Because 
viruses  are  different  from  bacteria,  the  ap- 
proach to  any  new  virus  vaccine  led  to  many 
intricate  problems,  and  this  was  particularly 
true  of  poliomyelitis  vaccine.  Bacteria  can 
be  grown  in  large  quantities  on  liquid  and 
solid  diets  prepared  in  the  kitchen,  but  viruses 
demand  living  tissues  and  cells.  Rabies  vac- 
cine was  made  from  rabbit  brain  in  which  the 
virus  was  growing;  influenza,  from  chick 
embryo  of  the  developing  egg  in  which  it  was 
taught  to  grow. 

In  the  early  1930’s,  poliomyelitis  research 
had  led  to  the  preparation  of  experimental 
vaccines  from  the  brain  and  spinal  cord  of 
monkeys.  Two  independent  researchers  car- 
ried out  laboratory  and  animal  tests  on  these 
separate  vaccine  preparations  which  differed 


mainly  in  the  method  of  inactivation  (or  kill- 
ing) of  the  poliovirus  in  the  nerve  tissue  sus- 
pension — one  by  formaldehyde,  the  other 
ricinoleic  acid.  Although  animal  tests  ap- 
peared to  indicate  these  treatments  would  re- 
duce the  virus  virulence  for  man  to  warrant 
larger  clinical  trials,  it  was  soon  found  by  the 
appearance  of  definite  poliomyelitis  among 
the  vaccinated  groups  that  adequate  inactiva- 
tion had  not  been  achieved,  and  all  activity 
stopped.  Obviously  vaccines  from  monkey 
brains  were  not  practical.  It  was  not  until 
Enders,  Weller  and  Robbins  at  Harvard  re- 
ported the  successful  growing  of  poliovirus  in 
test  tube  cultures  of  living  tissue  cells  that  a 
new  stimulus  to  poliovirus  vaccine  studies 
was  provided,  and  work  on  experimental  vac- 
cines prepared  from  tissue  cultures  was 
started  at  Parke-Davis  in  1950. 

Success  Due  To  Management  Teamwork 

In  late  1952,  our  interests  in  the  develop- 
ment of  a poliomyelitis  vaccine  were  made 
known,  and  we  agreed  to  cooperate  with  the 
National  Foundation  for  Infantile  Paralysis, 
who  then  were  thinking  about  poliomyelitis 
immunization  possibilities.  This  was  a some- 
what radical  departure  from  the  usual  mode 
of  operation  in  industry  in  that  there  would 
necessarily  be  contractual  relations  between  a 
lay  organization  and  a pharmaceutical  com- 
pany to  produce  a medical  product,  and  at  the 
same  time  develop  the  manufacturing 
formula  and  standards  as  well  as  plan  pack- 
aging and  distribution.  Success  could  only  be 
attributed  to  clear  understanding,  smooth 
communication  and  full  cooperation  begin- 
ning with  management  policy  decisions,  then 
through  Research,  Production,  Control,  Legal 
and  other  areas  to  the  final  distribution. 

Early  in  1953  Salk  presented  the  results  of 
his  investigations  on  an  experimental  vaccine 
and  an  outline  of  a formaldehyde  inactivation 
process  which,  based  on  hypothetical  inac- 
tivation kinetics,  was  believed  capable  of  pro- 
ducing a safe  and  effective  poliovirus  vaccine. 
Plans  were  made  for  an  extensive  field  trial 
of  such  vaccine  by  the  National  Foundation 
for  Infantile  Paralysis  with  the  bulk  virus 
prepared  at  Connaught  Laboratories  and 
testing  and  final  processing  done  at  Parke- 
Davis.  Consequently,  in  August,  1953,  all  re- 
search toward  developing  a Parke-Davis 
poliomyelitis  vaccine  was  suspended,  and  the 
virus  research  staff  and  facilities  were  ap- 
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plied  to  developing  and  scaling  up  the  Salk 
procedure.  Because  of  the  desire  to  carry 
out  immunization  before  the  spring  (1954) 
season  of  poliomyelitis  would  begin,  the  urge 
of  all  interests  — National  Foundation  for 
Infantile  Paralysis,  Salk,  Parke-Davis  & Com- 
pany, Government  agencies  and  Public 
Health  field  areas  — was  so  intense  that  much 
had  to  be  “played  by  ear”  until  a product 
formula  could  be  established  for  a particular 
set  of  circumstances.  The  expected  produc- 
tion snags  occurred  but  were  overcome  on  an 
empirical  basis,  and  processing  continued.  In 
1954,  Eli  Lilly  and  Company  entered  the  pro- 
cessing program  for  the  field  trials. 

During  the  adaption  of  the  originally  des- 
cribed laboratory  process  to  large  scale 
manufacturing  operations,  an  entire  virus  re- 
search building  was  turned  over  to  the  pro- 
ject, and  the  entire  virus  research  team  was 
assigned  to  its  full  operation.  Extensive  ex- 
perimental data  were  obtained  which  in- 
dicated the  simple  and  inviting  theoretical 
concept  that  inactivation  of  poliovirus  with 
formaldehyde  followed  first  order  kinetics 
was  open  to  question  and  revision.  Mean- 
while, however,  the  1954  field  trial  was  car- 
ried forward,  and  on  April  12,  1955,  the  anni- 
versary of  Franklin  D.  Roosevelt’s  death,  the 
formal  announcement  of  the  Poliomyelitis 
Vaccine  Evaluation  Center  at  the  University 
of  Michigan  reported  the  vaccine  trial  as  com- 
pletely successful.  Immediately  the  vaccine 
became  a licensed  product  under  the  United 
States  Public  Health  Service  regulations. 
Pharmaceutical  manufacturers  were  given 
releases  of  lots  of  vaccine  produced  under  the 
tentative  Minimum  Requirements. 

By  May  26,  1955,  it  was  evident  that  the  ex- 
periences of  the  early  1930’s  had  been  re- 
peated, as  a number  of  cases  of  poliomyelitis 
were  reported  to  be  associated  with  the  ad- 
ministration of  vaccine  prepared  by  one  of 
the  licensed  companies.  The  Public  Health 
Service  embargoed  all  stocks,  and  following 
a complete  investigation  a procedure  of  vali- 
dating the  lots  was  undertaken.  Obviously 
the  impact  from  this  situation  was  great  on 
the  industry,  the  Government  and  the  public. 
Following  these  disturbing  events,  the  man- 
agement of  Parke-Davis  made  a considered 
decision  to  concentrate  effort  on  the  develop- 
ment of  a more  reliable  process.  The  research 
on  poliovirus  and  its  properties  started  in  1950 


now  became  of  great  value. 

After  several  meetings  of  Ad  Hoc  Commit- 
tees, composed  of  Government  representa- 
tives and  virus  experts,  with  industry,  a 
Technical  Committee  on  Poliomyelitis  Vac- 
cine was  formed  as  a permanent  advisory 
group  to  the  National  Institutes  of  Health  of 
the  Public  Health  Service  on  the  release  of 
vaccine  lots  and  to  give  guidance  on  produc- 
tion and  testing.  Certain  changes  and  re- 
visions were  made  to  a large  degree  based 
empirically  upon  critical  analysis  of  past 
manufacturing  experiences  under  a method 
already  suspect.  Subsequent  developments, 
however,  have  shown  that  the  vaccines  re- 
leased during  the  years  following  the  revised 
standards  were  of  acceptable  safety  and  effec- 
tiveness. The  final  changes  were,  primarily, 
a more  strenuous  filtration  during  the  for- 
maldehyde reaction  period,  larger  samples  for 
in  vitro  tissue  culture  testing  during  the 
stages  of  processing,  and  a test  on  the  finished 
vial  in  cortisonized  monkeys.  Meanwhile, 
Parke-Davis  research  led  to  the  development 
of  a process  yielding  a consistently  safe  and 
potent  product  that  also  compiled  with  all  of 
the  new  regulations. 

Preparation  of  Polio  Vaccine 

For  the  purpose  of  this  abbreviated  text,  a 
short  running  account  will  be  given  here  cov- 
ering the  cardinal  principles  and  steps  taken 
in  evolving  the  process: 

Growing  the  Crude  Virus  Suspension. 

An  alternate  method  utilizing  trypsin  dis- 
persed monkey  kidney  cells  as  monolayers  in 
32  ounce  prescription  bottles  was  adopted  to 
large  scale  use  for  propagation  of  the  virus. 
The  advantages  over  the  early  method  em- 
ploying direct  minced  tissue  suspended  in 
rocking  bottles  were  found  to  be  (1)  greater 
virus  yields,  (2)  fluids  with  lower  extraneous 
protein  content,  (3)  better  control  of  strange 
viruses  derived  from  the  tissue  source,  and 
(4)  greater  flexibility  in  controlling  produc- 
tion schedules. 

Filtration. 

Some  type  of  filtration  is  common  practice 
whenever  indicated  in  all  biological  produc- 
tion to  insure  the  greatest  purity  and  elegance 
of  the  product.  The  crude  poliovirus  suspen- 
sion naturally  contains  tissue  culture  debris. 
Although  it  is  less  in  the  trypsinized  tissue 
cultures,  the  debris  is  more  finely  dispersed. 
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and  tends  to  plug  the  asbestos  pads  usually 
employed,  and,  consequently,  results  in  loss 
of  fritted  glass  filters,  but  later  a more  ade- 
quate “Seitz”  filtration  procedure  was  util- 
ized under  proper  conditions. 

Formaldehyde  Inactivation  of  Virus. 

Early  in  1953  purified  poliovirus  particles 
obtained  in  our  laboratories  were  studied 
through  quantitative  centrifugation  and  elec- 
tron microscopy.  It  was  possible  to  charac- 
terize the  virus  as  a particulate  entity,  ap- 
proximately 30  millimicrons  in  size  and  com- 
posed of  22  to  30%  ribose  nucleic  acid.  The 
outer  membranous  layer  is  probably  largely 
protein  in  nature  and  surrounds  a dense  cen- 
tral core  most  likely  composed  of  nucleopro- 
tein. 

Formaldehyde  is  a typical  tanning  agent 
and  has  been  used  to  follow  protein  degrad- 
ation. The  kinetics  of  formaldehyde  reaction 
are  complex  and  of  great  theoretical  sig- 
nificance, but  the  picture  is  far  from  com- 
plete. Due  to  the  complexity  of  the  virus 
structure  itself,  experience  indicated  that  the 
reaction  of  formaldehyde  on  the  virus  would 
not  be  expected  to  proceed  according  to  first 
order  kinetics,  but  rather  some  other  effects 
would  be  anticipated,  especially  when  polio- 
virus as  a vaccine  suspension  is  accompanied 
by  cell  protein,  medium  constituents  and 
growth  substances  all  competing  for  the  avail- 
able formaldehyde. 

Since,  however,  the  poliovirus  suspensions 
grown  for  vaccine  do  not  offer  constant  ideal 
conditions,  the  reaction  between  virus  and 
formeldehyde  cannot  be  expected  to  take 
place  with  a high  degree  or  reproducibility 
and  predictability. 

Test  for  Active  Virus  (Safety  Test). 

The  theory  of  the  suggested  formaldehyde 
inactivation  process  was  that  a margin  of 
safety  could  be  achieved  by  measuring  the 
rate  of  inactivation  during  the  first  72-96 
hours,  then  adding  a calculated  time  incre- 
ment of  additional  formaldehyde  treatment. 
But,  since  the  minimum  inactivation  time,  as 
estimated  by  extropolation  of  the  rate  line,  is 
dependent  upon  the  period  of  observation  of 
the  test  cultures,  this  method  of  estimating 
complete  inactivation  cannot  be  relied  upon. 
Some  tailing  off  apparently  occurs  because 
the  virus  undoubtedly  becomes  marked,  and 
though  containing  the  spark  of  life  does  not 
grow  out  in  the  tissue  cultures  as  rapidly  as 


unaltered  new  virus. 

Our  findings  proved  that  a prolonged  ob- 
servation period  of  the  tissue  culture  safety 
tests  was  imperative,  for  such  a test  is  the 
only  valid  control  of  an  inactivation  process. 
An  extension  of  this  test  to  a total  of  35  days 
was  studied  and  instituted  in  all  early  experi- 
ments, as  well  as  for  all  production  lots  to 
provide  improved  sensitivity. 

Combined  Inactivation  with  Ultraviolet 
Irradiation. 

Successful  inactivation  of  rabies  and  influ- 
enza virus  by  ultraviolet  irradiation  has  pro- 
vided safe,  stable  and  potent  vaccines  at 
Parke-Davis  for  many  years.  Concurrently 
with  the  detailed  study  for  formaldehyde 
inactivation  the  application  of  ultraviolet 
irradiation  as  a method  of  inactivation  of 
poliovirus  was  investigated.  Thus  studies 
here  in  adapting  a process  involved  a close 
correlation  of  work  of  the  biologist,  chemist, 
physicist  and  engineer. 

The  Michael  Reese  Centrifugal  Filmer,  de- 
veloped by  Oppenheimer  and  Levinson  in  co- 
operation with  Parke-Davis  Research  staff 
members  and  engineered  by  General  Motors 
Special  Problems  Department,  provided  the 
basis  instrument  in  which  the  irradiations 
were  carried  out.  The  main  advantage  of  this 
instrument,  in  addition  to  its  flexibility  and 
adaptability  to  large  volume  work,  is  its  abil- 
ity to  form  and  maintain  extremely  thin  films 
thus  allowing  uniform  exposure. 

The  primary  component  of  the  Filmer  is  a 
vertical  15-inch  stainless  steel  bowl  which 
rotates  at  a fixed  speed  (1750  rpm.).  The  inner 
walls  of  the  bowl  are  inclined  outward  at  a 
1-degree  angle  so  that  fluid  fed  onto  the  bot- 
tom of  the  rotating  bowl  is  centrifugally 
spread  into  an  extremely  thin  film  as  it  flows 
upward  due  to  centrifugal  force.  In  operation, 
6 ultraviolet  lamps,  (General  Electric  G18T6) 
in  a special  water-cooled  holder  (30°C),  are 
suspended  inside  the  rotating  bowl  so  that  ap- 
proximately a 750  sq.  cm.  area  of  the  inside 
surface  of  the  bowl  with  its  flowing  thin  film 
of  fluid  receives  incident  ultraviolet  energy  of 
controllable  intensity.  The  effective  incident 
ultraviolet  energy  produced  by  the  lamps  can 
be  varied  from  approximately  5 watts  to  over 
30  watts  by  varying  the  number  of  lamps  used 
and  the  input  voltage  and  current  to  the 
lamps.  This,  in  turn,  can  be  combined  with 
(Continued  on  Page  517) 
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Fellow  Pharmacists: 

December  — who  has  time  for  reading  journals  or  anything  else  in  December?  Also  who 
has  time  for  writing  a President’s  Page,  — not  me,  consequently  this  will  be  a short  one. 
December  is  a big  month  in  the  retail  business,  a busy  month  for  the  many  druggists  through- 
out the  state.  It  is  my  sincere  hope  that  all  of  you  enjoy  a very  profitable  holiday  season  and 
Mrs.  Larsen  and  I wish  all  of  the  members  of  the  Association  a very  Merry  Christmas. 

My  congratulations  to  Mr.  Roger  Eastman  for  his  recent  appointment  to  the  State  Board  of 
Pharmacy.  Roger  has  been  a very  diligent  worker  for  Pharmacy  for  a long  time,  a past  presi- 
dent of  our  Association,  and  now  our  new  Board  Member.  I am  sure  that  Roger  will  continue 
to  serve  the  interests  of  Pharmacy  in  South  Dakota. 

Again  may  I wish  you  all  a very  prosperous  Holiday  Season  and  may  it  continue  into  the 
New  Year. 

Sincerely, 

VERB  LARSEN 
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BOLD  NEW  FOREIGN  MEDICAL  AID 
PROGRAM  PROPOSED 

A bold  new  foreign  medical  aid  program 
for  the  under  developed  countries  was  pro- 
posed by  John  T.  Connor,  president  of  Merck 
& Co.,  Inc.,  in  a speech  recently  before  a con- 
ference on  East-West  trade  held  in  New  York, 
under  the  auspices  of  the  American  Manage- 
ment Association. 

He  urged  that  “we  export  American  med- 
icine to  the  underdeveloped  countries  and 
that  we  do  it  in  the  form  that  is  wanted  by 
them,  in  a modest  desire  to  share  our  good 
fortune  and  with  no  strings  attached.” 

In  his  speech  Mr.  Connor  also  suggested 
that  a higher  priority  be  given  to  the  de- 
velopment of  human  capital  as  part  of  our 
plans  to  raise  living  standards  in  Asia,  Africa, 
and  Middle  East  and  Latin  America. 

He  outlined  the  progress  of  Russian  med- 
icine, “one  of  the  Communist  Party’s  proudest 
achievements”;  warned  that  the  Soviet  Union 
was  about  to  embark  on  a program  in  the 
underdeveloped  countries  “to  buy  the  al- 
legiance of  people  with  the  promise  of  good 
health,”  and  told  of  an  opening  skirmish  in 
India  between  Merck  and  the  Russians  over 
the  building  of  new  pharmaceutical  plants. 

The  Soviet  Union  claims,  he  said,  to  have 
raised  its  health  standards  up  to  the  level  of 
the  West  by  slashing  the  crude  mortality  rate 
75%  since  before  the  Revolution  and  raising 
average  life  expectancy  to  67  years  by  1956, 
“within  reaching  distance  of  longevity  in  the 
United  States,  which  in  the  same  year  stood 
at  69.5.” 


“The  Bolshevik  planners  were  right,”  Mr. 
Connor  added,  “when  they  decided  to  pour 
enormous  effort  into  their  human  capital  on 
the  theory  that  better  health  as  well  as  better 
education  would  have  to  precede  better  out- 
put. This  is  a point  that  we  often  overlook 
in  our  own  plans  for  the  underdeveloped 
countries.” 

“Because  of  our  concentration  on  physical 
and  financial  capital,”  he  added,  “We  are  in- 
clined to  forget  the  importance  of  human 
capital,  which  is  both  the  means  and  the  end 
of  industrialization.  This  concept  of  the  re- 
lation between  human  capital  and  economic 
growth  could  turn  out  to  be  decisive  as  the 
Soviet  sets  forth  to  meet  the  rising  expecta- 
tions of  Asia,  Africa,  the  Middle  East  and 
even  Latin  America  with  a program  of  health, 
development  and  Communism.” 

Mr.  Connor  pointed  out  that  the  Soviet  is 
“at  least  as  well  equipped  medically  as  it  is 
economically”  to  match  us  in  the  under- 
developed countries.  It  already,  he  said,  has 
25%  more  doctors  per  capita  than  we  and  is 
graduating  new  ones  at  the  rate  of  16,000  a 
year  compared  with  our  7,000.  The  Russian 
doctor,  he  said,  is  trained  in  foreign  lan- 
guages, familiar  with  relatively  crude  living 
and  working  conditions,  and  the  Kremlin  can 
send  him  anywhere  it  likes. 

“And  when  this  well  staffed  army,”  he 
added,  “sallies  forth  from  its  borders  — as  it 
will  — carrying  the  nostrums  of  Communism 
in  its  medical  kit,  it  will  have  a proposal  to 
make  that  could  be  quite  appealing.  Reor- 
ganize your  state  along  our  lines,  the  proposal 
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would  go,  and  you  too,  can  do  what  we  did  — 
make  the  fastest  progress  in  health  achieved 
by  any  large  nation  in  modern  times.” 

As  a beginning  of  a concerted  effort  on  a 
broad  front,  which  he  said  was  required  “by 
the  logic  of  survival,”  Mr.  Connor  recom- 
mended the  following  four-point  program: 

1.  Alert  the  public  to  the  challenge  of 
Soviet  medicine  in  the  underdeveloped 
countries.  One  way  to  do  this  would  be 
through  a commission  of  leading  experts 
to  find  the  facts  and  report  them. 

2.  Develop  a bold  new  foreign  medical  aid 
program  of  our  own.  The  Hill-Fogarty 
Bill  for  international  medical  research 
should  be  supported  and  enlarged  to  in- 
clude scholarships  for  foreign  medical 
students  who  would  return  to  the  under- 
developed countries  to  teach  and  do  re- 
search. 

3.  Support  private  organizations  that  are 
working  in  the  foreign  medical  field, 

such  as  Medico,  the  People-to-People 
program.  World  Rehabilitation  Fund, 
World  Medical  Association  and  Colum- 
bia’s Institute  of  Nutrition  Sciences. 

4.  Encourage  participation  by  our  pharma- 
ceutical industry. 


THE  RETURN  OR  EXCHANGE 

OF  DRUGS— 

(Continued  from  Page  510) 

Consequently  this  discussion  develops  into 
5 phases: 

1.  A regulation  covering  the  return  or  ex- 
change of  drugs  and  medicines  should  be 
adopted  by  all  State  Boards  of  Pharmacy. 

2.  The  word  “premise”  should  be  definitely 
defined  and  included  in  the  regulation,  which 
would  clarify  the  position  of  the  hospital 
pharmacist. 

3.  That  state  associations  or  boards  them- 
selves should  institute  an  educational  pro- 
gram to  the  doctors.  A detailed  explanation 
involving  the  protection  of  public  health  for 
their  patients  should  be  stressed. 

4.  Uniform  size  cards  should  be  displayed 
to  the  public  stating  in  clear  letters  that  the 
“Return  or  exchange  of  drugs  is  prohibited.” 

5.  A clear  definition  of  unopened  and  sealed 
containers  should  be  made  as  to  how  the  regu- 
lation affects  them. 


POLIOMYELITIS  VACCINE— 

(Continued  from  Page  514) 
different  flow  rates  of  the  fluid  being  irra- 
diated to  provide  various  degrees  of  ultra- 
violet exposure. 

It  should  be  pointed  out  that  in  all  prob- 
ability the  mechanism  of  inactivation  by 
ultraviolet  involves  alteration  in  some  degree 
of  the  organization  within  the  virus  particle 
and  is  quite  different  in  mechanics  from  for- 
maldehyde inactivation.  We  found  that  a 
combination  of  these  two  methods  of  inactiva- 
tion, one  a chemical,  the  other  a physical,  each 
differing  in  mode  of  action  resulted  in  an 
achievement  of  synergistic  effect  and  yielded 
a safe  product  without  loss  of  immunizing 
potency. 

Since  October,  1955,  all  Parke,  Davis  & 
Company  poliomyelitis  vaccine  has  been  pre- 
pared by  the  combination  inactivation  pro- 
cess. 

This  story,  I hope,  has  served  to  show  an 
accomplishment  in  biological  industry  though 
an  adaptability  and  insight  of  research  co- 
operation to  production,  and  coordination 
with  management.  Although  the  Rise,  Fall 
and  Rise  of  Poliomyelitis  Vaccine  was  an  un- 
usual example,  it  was  an  almost  fantastic  op- 
eration with  an  amazing  outcome.  There  has 
never  before  been  such  a project  of  universal 
interest  which  involved  research,  production, 
sales  and  management  of  industry,  several 
Government  agencies,  university  laboratories, 
a publicly  subscribed  lay  organization  and 
the  world  press,  in  the  successful  trial  and 
establishment  of  a human  biological  product 
— and  there  probably  never  will  be  another 
like  it. 


SOUTH  DAKOTA  BOARD  WILL  HOLD 
MEETING 

The  South  Dakota  Board  of  Pharmacy 
announced  that  it  will  hold  a special  meet- 
ing for  the  examination  of  candidates  for 
licensure  as  registered  pharmacists  in  Brook- 
ings, South  Dakota.  The  examination  will  be 
held  January  7,  1959. 
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PHARMACY  SCHOOL 
AWARDED  $10,000 
AEC  GRANT 

A $10,000  Atomic  Energy 
Commission  Grant  has  been 
awarded  the  Division  of 
Pharmacy,  South  Dakota 
State  College,  it  was  recently 
announced  by  Dean  Floyd  J. 
LeBlanc.  The  funds  were 
given  by  the  Division  of  Bio- 
logy and  Medicine  of  the 
Atomic  Energy  Commission 
and  are  for  the  purchase  of 
equipment  and  materials  to 
be  used  in  an  educational  and 
training  program  in  the  field 
of  nuclear  technology  as  ap- 
plied to  the  life  sciences. 

In  accepting  the  award 
Dean  LeBlanc  stated,  “We 
are  pleased  that  the  Division 
of  Biology  and  Medicine  of 
the  AEC  and  its  Advisory 
Committee  on  Grants  were 
favorably  impressed  by  the 
objectives  of  our  program  in 
this  area.  The  grant  will  be 
used  to  purchase  equipment 
for  the  laboratory  experi- 
ments in  the  application  of 
radioisotope  techniques  to 
biological  research.  In  com- 
bination with  the  lecture 
course  the  receipt  of  this 
award  now  makes  it  possible 
for  the  Division  of  Pharmacy 


to  offer  a complete  introduc- 
tory training  program  in  this 
important  field.  Under  the 
direction  of  Dr.  Harold  S. 
Bailey,  Professor  of  Phar- 
maceutical Chemistry,  these 
courses  will  start  in  the 
Spring  college  term  1959.” 


BOARD  OF  PHARMACY 
APPROVES  REGULA- 
TIONS--ANNOUNCES 
EXAMINATION 

A special  meeting  of  the 
South  Dakota  Board  of 
Pharmacy  was  held  in  con- 
junction with  a recent  five- 
state  district  meeting  of 
Boards  and  Colleges  in  Minn- 
eapolis. 

During  its  special  meeting, 
the  South  Dakota  Board  of 
Pharmacy  gave  final  ap- 
proval to  rules  and  regula- 
tions which  will  govern  phar- 
macists in  the  display  and  re- 
tail sale  of  potentially  dan- 
gerous packaged  drugs  with- 
in South  Dakota’s  phar- 
macies. 

After  January  1,  1959, 

pharmacists  will  be  required 
to  segregate  their  sales  dis- 
play of  packaged  United 


States  Pharmacopoeia  and 
National  Formulary  drugs 
within  a restricted  drug  area 
adjoining  their  prescription 
department.  Retail  sales  from 
this  restricted  drug  area  will 
be  made  only  by  or  under 
the  immediate  and  personal 
supervision  of  a registered 
pharmacist. 

As  finally  adopted,  these 
rules  and  regulations  exempt 
from  regulated  display  and 
regulated  sale  by  phaniia- 
cists,  all  medicines  in  the 
original  package  intended  for 
use  by  man  which  are 
marketed  under  a trade- 
name  and  advertised  directly 
to  the  public  for  self-med- 
ication, and  all  trade-named 
veterinary  medicines  which 
are  not  labeled  with  the  word 
“poison”  for  shipment  in  in- 
terstate commerce.  The 
Board  of  Pharmacy  has  de- 
signated for  unregulated  dis- 
play and  unregulated  sale  by 
merchants  who  are  licensed 
to  sell  patent  or  proprietary 
medicines,  all  medicines  in 
the  original  package  which 
the  Board  of  Pharmacy  has 
exempted  from  regulated  dis- 
play and  regulated  sale  by 
pharmacists. 
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IN  DEilLimTIN©  DISEASE 


Patients  receiving 

NILEVAK 

Eat  more... 

Feel  better... 

Recover  faster 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolone)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being  in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 
these  appear: 

Underweight —“Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 

Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 
“Gradual  improvement  in  appetite  and  capacity  for 
formula.  . . . Excellent  progress  and  weight  gain  for  a 
very  immature  infant.” 


Carcinoma  of  the  Uterus  —“Within  four  days  appe- 
tite became  excellent,  took  full  diet. . . . More  ambition 
while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 
other  social  affairs.” 

Third  Degree  Burn  — . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery. . . . Perhaps  one  of  the  greatest  changes  was  in 
the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the 
daily  dosage  is  0.5  mg.  per  kilogram  of  body  weight, 
in  single  courses  no  longer  than  three  months. 

Nilevar  is  supplied  in  tablets  of  10  mg.  and  ampuls 
of  25  mg.  (1  cc.). 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 
in  the  Service  of  Medicine. 
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CHRONIC 

BRONCHITIS 

or 

INFECTIOUS 

DERMATITIS? 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 

VARIDAS 

STREPIOKWASI-STREPTOOORNASE  lEOERt 

LEDERLE  LABORATORIES,  a Division  o(  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River,  New  York 


in  Very  special  cases 
p a very  auperibr  brandy..^^: 


specify 


★ ★ ★ 


mmmmmssY 


COGNAC  GRANDY 


84  Proof  i Schteffelin  & Co,,  New  York 


m 


Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 

Handsome  Professional  Appointment 
Book  Sent  to  you  FREE  upon  request. 
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A few  suggestions  to  help  the  diet  fit  your  patient’s 
personal  preferences  and  way  of  life 

The  Diabetic  Diet 


—and  a glass 
of  beer,  with 
your  consent, 
for  a morale- 
booster 


A measured  diet  is  vital.  Portions  should  be 
served  in  dishes  that  fit  the  serving.  A small 
portion  on  a large  plate  is  not  a happy  prospect. 
A food  exchange  list  provides  variations  in  diet. 
Insulin  demands  food  with  the  urgency  and 
regularity  of  an  alarm  clock. 

If  dinner  is  late,  suggest  a light  snack  at  the 
usual  mealtime  with  corresponding  caloric  re- 
duction in  the  delayed  meal.  Hard  candies  do 


well  as  a precaution  against  insxilin  reaction. 
Plan  low  calorie  wafers  when  others  nibble 
canapes  or  chocolates.  Above  all,  give  your 
patient  a variety  of  his  food  preferences. 

And  with  a glass  of  beer* — at  your  discretion 
— your  patient  will  find  his  diet  interesting  and 
ample  without  straying  from  instructions. 

♦Carbohydrate  9.4  Gm;  Protein  0.8  Gm;  Calories  104/8  oz. 
(Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 


If  you'd  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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warm 

Distinctive 

FUNCTIONAL 

Leopold 
Document 
Desk 


The  Document  Desk  by  Leopold  Is 
expertly  crafted  from  fine  restful 
wood.  Beautiful  grains  give 
individuality  to  each  desk.  Prize- 
winning styling  provides  maximum 
utility.  Truly  the  prestige  desk  that 
successful  businessmen  prefer. 
Write  for  Document  brochure. 


.MEM8EB1  WOOD  OFFICE  FURNITURE  INSTITUTE 


MIDWEST-BEACH  COMPANY 


7th  & Phillips  Ave. 


Sioux  Falls,  S.  Dak. 


INSURANCE  COMPANY  OF  IOWA 

We  pause  during  our  50th  Christmas  season  to  wish  you 
happiness,  health  prosperity  for  this,  and  many  more 
Christmas  seasons. 


Play  safe  with  your  Christmas  decorations  in  store  and  home. 


lilil 


HOME  OFFICES 
ALGONA,  IOWA 

All  Policies  Non-Assessable 
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in  over  three  years  of  elinical  use 
in  over  600  elinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


CM<8049 
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IN  OFFICE  SURGERYt 


ELECTIVE  AND  TRAUMATIC 

use 

XYLOCAINE®  HCI  SOLUTION 

(brand  of  Mdocaine*) 

as  a local  or  topical  anesthetic 

Xylocaine  is  routinely  fast,  profound  and  well  tol 
erated.  Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


*U.S.  PAT.  NO.  2.441.498  MADE  IN  U.S.A. 


PcuM ..  .give  real  relief: 


A.P.C."""  Demerol 


Aspirin  200  mg.  (3  grains)  i „ n tablets 

Phenacetin  150  mg.  (2V2  grains)  ' ^ laoieis. 

Caffeine  30  mg.  (V2  grain)  i-  li  l • j 

Demerol  hydrochloride  ...  30  mg.  (Vi  grain)  required. 

Potentiated  Pain  Relief 

WINTHROP  LABORATORIES 

New  York  18,  N.  Y.  * Windsor,  Ont. 

Demero!  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 
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nasal  and  paranasal  congestion 

and  control  secondary  invaders 


Now,  a single  unique  preparation, 

Trisulfaminic,  can  provide  dramatic 
relief  from  congestion,  and  at  the  same 
time  protect  the  patient  from  secondary 
bacterial  invaders.  Often  within  min- 
utes of  the  first  dose,  congestion  begins 
to  clear;  the  patient  can  breathe  again. 

Trisulfaminic  is  particularly  valuable 
for  the  “almost  well”  patient  who  is  re- 
covering from  influenza  but  is  left  with 
congested  nasal  and  bronchial  passages. 
And  for  patients  with  purulent  rhinitis, 
sinusitis  or  tonsillitis,  combination  ther- 
apy with  Trisulfaminic  offers  a most 
realistic  approach  to  total  treatment. 

Oral  Decongestant  Action,  Through 
the  action  of  Triaminic,  nasal  patency 


is  achieved  rapidly  and  dramatically. 
Adequate  ventilation  helps  eliminate 
mucus-harbored  pathogens.  And  be- 
cause Trisulfaminic  is  administered 
orally,  there  is  no  problem  of  rebound 
congestion,  no  pathological  change 
wrought  in  the  nasal  mucosa. 

Wide-Spectrum  Action*  Secondary  bac- 
terial infections,  which  are  always  a 
threat  in  upper  respiratory  involve- 
ment, are  forestalled  by  the  wide-spec- 
trum  effectiveness  of  triple  sulfona- 
mides. This  added  antibacterial  protec- 
tion makes  Trisulfaminic  highly  useful 
in  treating  the  debilitated  patient  who 
is  prone  to  lingering  or  frequently 
recurring  colds. 


Trisulfaminic  “ 

TRIAMINIC  PLUS  TRIPLE  SULFAS 


Each  Tablet  and  each  5 ml.  teaspoonful  of 
Suspension  contains: 


Triaminic®  25  mg. 

(phenylpropanolamine  HCl , 12.5  mg.; 

pheniramine  maleate  6.25  mg.; 

pyrilamine  maleate  6.25  mg.) 

Trisulfapyrimidines  U.S.P 0.5  Gm. 


Dosage:  Adults— 2 to  4 tablets  or 
teaspoonfuls  initially,  followed  by  2 
tablets  or  teaspoonfuls  every  4 to  6 
hours  until  the  patient  has  been 
afebrile  for  3 days.  Children  8 to  12 
years— 2 tablets  or  teaspoonfuls 
initially,  followed  by  1 tablet  or 
teaspoonful  every  6 hours.  Younger 
children— dosage  in  proportion. 


SMITH -DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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PRESTIGE 

PRESCRIPTIOi^ 

PRODUCTS 


SEASONAL 

OPPORTUNITIES 

Along  with  the  year’s  busiest  merchandising  activities 
comes  the  greatest  demand  for  your  professional  services. 
One  prescription  department  item  that  you  will  find  to  be 
in  particular  demand  this  month  is  a brand-new  Lilly 
product — Ilosone^”  (erythromycin  ester,  Lilly). 

To  prevent  missing  sales  and  seasonal  profit  opportuni- 
ties on  this  outstanding  antibiotic,  ask  our  salesman  to 
check  your  stock  of  Ilosone  on  every  call.  For  quick, 
dependable  service,  send  your  orders  to  us. 

BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


SIGN  OF  GOOD  TASTE 


DRINK 


The  purity,  the 
whofesomeness, 
the  quality  of 
Coca-Cola  as 
refreshment  has  helped 
make  Coke  the 
best-lovid  sparkling 
drink  In  all  the  world. 
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Cremomycim  is  a trademark  of  Merck  & Co..  Inc. 
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“American  College  of  Allergists  Grad- 
uate Instructional  Course  and  Annual 
Congress,  March  15-20,  1959,  Mark  Hop- 
kins Hotel,  San  Francisco,  California. 
Contact,  John  D.  Gillaspie,  M.D.,  Treas- 
urer, 2049  Broadway,  Boulder,  Colorado.” 


ROGER  EASTMAN 
APPOINTED  TO  BOARD 
OF  PHARMACY 

The  appointment  of  Roger 
Eastman  to  the  South  Dakota 
State  Board  of  Pharmacy  was 
recently  announced  by  Gov- 
ernor Joe  Foss. 

Mr.  Eastman  is  the  owner 
of  the  Eastman  Drug  Store  in 
Platte,  South  Dakota.  He  is 
a graduate  of  the  Creighton 
University  School  of  Phar- 
macy. 


the  instrument  — its 

A ready  to  use.  tte 

goes  out. 

two  instruments- 

””‘t“T‘ov«loh’fng 

5S  last  longer 


^ ' renlaeements  - 

^ hghtweighthan 
^ 8'  coiled  CO"**®  °r  rrse  without 

trailing  cord  tips. 

Binding  P«*t  connects  to 

;:^rrro-hov.Ac. 


r 


No.  745  . 


.$60.00 


KREISER  SURGICAL  Inc. 

Sioux  Falls,  S.  D.  Rapid  City,  S.  D. 

1220  S.  Minnesota  52S  Kansas  City  St. 


Other  Board  members  are 
Harold  Mills,  Rapid  City 
and  Thomas  Hagger,  Water- 
town.  Mr.  Eastman  was  ap- 
pointed to  replace  Harold 
Tisher,  Yankton,  who  did  not 
seek  another  term. 


I AMA  NEWS 

All  physicians  in  the  United 
States  are  now  receiving  the 
bi-weekly  “AMA  News”  tab- 
loid published  by  the  Amer- 
ican Medical  Association. 

Devised  as  a means  of  im- 
proving liaison  between  the 
AMA  and  the  individual  doc- 
tor, it  attempts  to  present 
non-scientific  information  in 
a brief,  concise,  readable 
manner.  If  read  by  phys- 
icians in  spare  moments,  it 
will  bring  them  reliable  in- 
formation available  only 
through  this  media  and 
create  a better  understanding 
of  policy  adopted  by  their 
elected  representatives  in  the 
AMA. 

Early  issues  of  the  publica- 
tion have  been  well  received 
by  the  medical  profession, 
but  improvement  depends  on 
reader  reaction.  Suggestions 
are  always  welcomed  by  the 
new  papers’  editors. 


* 


the  chill 


the  sneeze 
the  cough 
the  aches 
the  fever 

in  the  common  cold 

and  other  upper  respiratory  infections . . . 

{•  antibacierlal 
• analgesic 
• antipyretic 
• antihistaminic 
# mood-stimulating 

Supplied:  Capsules,  vials  of  36.  Each  capsule  contains:  penicillin  V (100,000  units),  62.5  mg.;  salicyl* 
amide,  194  mg.;  promethazine  HCI,  6.25  mg.:  phenacetln,  130  mg.;  mephentermine  sulfate,  3 mg. 

PEN*VEE*C/d/fl’ 

vs; 

Penieillirt  V.  Salicylamide,  ProroeHiazine  Hydroctitofide.  Plienacetifi.  Mephentermine  Sulfate  fktiadefpbia  l.Pa. 


the  only  such  preparation  to  con- 
tain penicillin  V to  curb  bacterial 
complications.,, 

’ r 
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Abbott  Laboratories 
Ames  Company 
Astra  Pharmaceuticals 
Ayerst  Laboratories 
Burroughs-Welcome  & Co.,  Inc. 

Brown  Drug 
Chicago  Medical  Society 
Coca-Cola  Company 
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Druggists  Mutual  Insurance  Co. 
General  Electric  X-Ray  Dept. 

Kreiser’s,  Inc. 

Lakeside  Laboratories 
Lederle  Laboratories 
Eli  Lilly  & Co. 

Merck,  Sharp  & Dohme 
Midwest-Beach  Printing  Co. 

Parke,  Davis  & Co. 

Charles  Pfizer 

Physicians  Casualty  Association 
Riker  Laboratories 
J.  B.  Roerig  & Co. 

Schieffelin  & Co. 

G.  D.  Searle  & Co. 

Smith  Dorsey 

Smith,  Kline  & French  Laboratories 
E.  R.  Squibb  & Sons 
U.  S.  Brewers  Foundation 
Upjohn  Company 
Wallace  Laboratories 
White  Laboratories 
Winthrop  Laboratories 
Wyeth  Laboratories 


PROCESS  WITH 


W’’ 

; ACCELERATE  THE 
I RECOVERY 


VARDAS 


STREP70KINASE-S7REPTOOORNASE  LECERIE 


lEDERLE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMIO  COMPANY. 
Pearl  Riser,  New  York 
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stability  in  gastric  acid  • rapid,  high  and  sus- 
tained blood  levels  • high  urinary  concentrations 
• outstanding  palatability  in  a liquid  preparation 

Dosage  and  Administration:  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.;  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied:  Tao  Capsules  — 250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  — 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride,  T.  J.:  Antibiotics  & Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.:  Antibiotic  Med.  & Ciin.  Therapy  (Aug.) 
1958.  4.  Celmer,  W.  D.,  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 


CLiNICAt. 

RESULTS 

Cured 

improved 

Failure 


adults 
172  (80%) 
28  (13%) 
17(7%) 


children 
148  (89%) 
8 (5%) 
11  (6%) 


all  Staph 
Infections 
71  (88%) 
7(9%) 

3 (3%) 


Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microorganisms  were  Staph, 
aureus  and  Staph,  alfaus.  Tao  has  its  greatest 
usefulness  against  organisms  such  as:  staphy- 
lococci (including  strains  resistant  to  other  anti- 
biotics), streptococci  (beta-hemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu- 
mococci, gonococci.  Hemophilus  influenzae. 


Per  cent  of  “antibiotic-resistant"  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicol.’ 


REACTIONS: 

(a)  adults 
Total-9.2% 

(20  out  of  217) 

Skin  rash -1.4% 

(3  out  of  217) 
Gastrointestinal— 
7.8%  (17  out  of  217) 


(b)  children 
Total -0.6% 

(1  out  of  167) 

Skin  rash— none 
Gastrointestinal — 
0.6%  (lout of  167) 


There  was  complete  freedom  from  adverse 
reactions  in  94.5%  of  all  patients.  Side  effects 
ip  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


in  Rheumatoid  Arthritis 


*Using  combined  drug  therapy  with 

__  . V.,. . ' or  Aralen®  as  maintenance  therapy, 

With  Plaquenil  or  Aralen  alone  62%  grade  1 and  If 
improvement.  (Scherbel,  A.L.;  Harrison,  J.W.,  and 
Atdjian,  Martin:  Cleveland  Clin.  Quart.  25:95, 

April,  1958.  Report  on  805  patients  with 
rheumatoid  arthritis  or  related  diseases.) 

Reasons  for  Failure: 

1.  Treatment  discontinued  too  soon  (percentage  of 
patients  improved  increases  substantially 
after  first  six  months). 

2.  Patients  in  relapse  after  prolonged  steroid  therapy 
are  resistant  to  Plaquenil  or  Aralen  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tablets 
of  200  mg.,  bottles  of  100. 

Dose:  Initial  ~ 400  to  600  mg. 

(2  or  3 tablets)  daily. 

Maintenance  — 200  to  400  mg. 

(1  or  2 tablets)  daily. 

Write  for  Booklet. 


(brand  of  chloroquine)  and  Ploquenil  v . . - 

>f.srlpr,.nr1(^  rPn  l]  .S  Pnt_  Off.  _ _ . ^ ^ _ , Y 
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G-E  molded  cassettes  cost  less 

last  far  longer! 


Molded-rubber  frame  cushions  jolts,  keeps  front  and  back  of 
cassette  in  true  alignment.  Built-in  glass-fiber  pad  gently  squeezes 
screens  and  film  for  uniform  contact  always.  “Slide-easy”  latches 
release  at  light  finger  pressure,  resist  accidental  opening.  Molded- 
rubber  seal  prevents  entry  of  light.  Exclusive  rubber  hinge  — 
thoroughly  proved  in  Vz-million  flexings  that  left  it  bonded  as 
firmly  as  at  time  of  manufacture! 


PRICES:  5x7— $14.00 


61/2X  8i/2-$16.50 
7x17— $23.50 


8x10— $18.00 
10x12— $20.00 


llxl4-$23.25 
14x17— $25.25 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


DIRECT  FACTORY  BRANCHES 

MINNEAPOLIS 

808  Nicollet  Ave.  • FEderal  6-1643 


OMAHA 

1617  Dodge  St.  • ATlantic  6049 


RESIDENT  REPRESENTATIVE 

SIOUX  FALLS 
A.  G.  TROSTAD 

2501  South  Blauvelt  Ave.  • Phone  2-3066 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 
MARCH  2,  3,  4 and  5,  1959 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on 
subjects  of  interest  to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Ex- 
hibits. 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on 
the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservation  at 
the  Palmer  House. 


f you  were  to  examine  these  patients 


aim 


f^folui 


The  Uniohn  nompanv.  Kalamazoo.  Michigan 


could  you 
detect 

the  uveitis  patient  on 

*? 

m Probably  not.  Not  without  a history. 
First,  because  he’s  more  than  likely  symptom-free. 

Second,  because  he  shows  none  of  the  disturbing  changes  in  appearance, 
behavior  or  metabolism  sometimes  associated  with  corticotherapy. 

Even  your  practiced  clinical  eye  would  find  it  difficult 
to  spot  someone  else’s  Medrol  patient. 

But  in  your  own  patients,  you  could  see  the  advantages 
of  Medrol  right  away.  Why  not  try  it? 

^TRADEMARK,  REQ»  U.  St  PAT,  OFF.»- METHYCPREDNISOLONE,  UPJOHN 
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THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

300  First  National  Bank  Sioux  Falls,  S.  D. 

Subscription  $2.00  per  year  20c  per  copy 

CONTRIBUTORS 

MANUSCRIPTS:  Material  appearing  in  all  publi- 
cations of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not 
the  carbon  should  be  submitted.  Footnotes  should 
conform  with  this  request  as  well  as  the  name  of 
author,  title  of  article  and  the  location  of  the  author 
when  manuscript  was  submitted.  The  used  manu- 
script is  not  returned  but  every  effort  will  be  used 


to  return  manuscripts  not  accepted  or  published 
by  the  Journal  of  Medicine. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings 
will  be  furnished  by  The  South  Dakota  Journal  of 
Medicine  when  satisfactory  photographs  or  draw- 
ings are  supplied  by  the  author.  Each  illustration, 
table,  etc.,  should  bear  the  author’s  name  on  the 
back.  Photographs  should  be  clear  and  distinct. 
Drawings  should  be  made  in  black  India  ink  on 
white  paper.  Used  illustrations  are  returned  after 
publication,  if  requested. 

REPRINTS:  Reprints  should  be  ordered  when 
galley  proofs  are  submitted  to  the  authors.  Type 
left  standing  over  30  days  will  be  destroyed  and 
no  reprint  orders  will  be  taken.  All  reprint  orders 
should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  300  First  Nat’l  Bank,  Sioux 
Falls,  South  Dakota. 
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New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 


rifh  iMimi  rtnTitnr 

Vitamin  A 5.000  UnlU* 


Vitamin  0 

Vitamin  C 

Vitamin  E 

Vitamin  B-l... 
Vitamin  B-2... 
Vitamin  8-6,... 


..1.000  Units* 

75  mg. 

...2  Unitst 
....2.5  mg. 

2.5  mg. 

..1  mg. 


Vitamin  B-12  Activity 3 meg. 


There’s  nothing  easier  to  give 
or  take- 

than  Delectavites. 

A real  treat . . . 

the  children’s  favorite . . . 

tops  with  adults,  too. 


Panthenol 

Nicetinamide 

Folic  Acid 

Biotin 

Rutin 

Calcium  Carbonate- 

Boron 

Cobalt 

Fluorine 

Iodine  

Magnesium 

Manganese 

Molybdenum 

Potassium 


...5  mg. 

20  mg. 

....0.1  mg. 
...30  meg. 

12  mg. 
...125  mg. 
....O.l  mg. 
....0.1  mg. 
....0.1  mg. 
....0.2  mg, 
....3.0  mg. 
....1.0  mg. 
....1.0  mg. 
....2.5  mg. 


WHITE  UBORATORIES.INC, 
KENILWORTH,  N.J. 


5ggg‘  One  Nugget  per  day 
(•ppllgA  Boxes  of  30-one 
month's  supply 
Boxes  of  90-three 
months'  supply  or 
family  package. 
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HELP  US  KEEP 
THE  THINGS 
WORTH  KEEPING 


All  is  calm,  all  is  bright. 
In  America  we  are  free  to 
worship  as  we  please, 
where  we  please.  And  we 
worship  in  peace. 

But  like  so  many  pre- 
cious things,  peace  doesn’t 
come  easy.  Peace  costs 
money. 

Money  for  strength  to 
keep  the  peace.  Money 
for  science  and  education 
to  help  make  peace  last- 
ing. And  money  saved  by 
individuals. 

Your  Savings  Bonds, 
as  a direct  investment  in 
your  country,  make  you  a 
Partner  in  strengthening 
America’s  Peace  Power. 

The  Bonds  you  buy  will 
earn  money  for  you.  But 
the  most  important  thing 
they  earn  is  peace.  They 
help  us  keep  the  things 
worth  keeping. 

Think  it  over.  Are  you 
buying  as  many  Bonds  as 
you  might? 


HELP  STRENGTHEN  AMERICA’S  PEACE  POWER 

BUY  U.  S.  SAVINGS  BONDS 

The  U.S.  Government  does  not  pay  for  this  advertising.  The  Treasury  Department  thanks, 
for  their  patriotic  donation.  The  Advertising  Council  and  this  magazine. 


5 1-2x8  in.  100  Screen  SBD-GM-59-2 


f you  were  to  examine  these  patients 


l^fohn 


could  you 
detect 

the  asthmatic  on 


*P 

• Probably  not.  Not  without  a history. 
First,  because  he’s  more  than  likely  symptom-free. 

Second,  because  he  sho\^’S  none  of  the  disturbing  changes  in  appearance 
behavior  or  metabolism  sometimes  associated  with  corticotherapy. 

Even  vour  practiced  clinical  eye  would  find  it  difficult 
to  spot  someone  else’s  Medrol  patient. 

But  in  your  ow  n patients,  you  could  see  the  advantages 
of  Medrol  right  away.  Why  not  try  it? 


CMedr 

hits  the  diseas 
but  spares  t 

patie 
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Of  course, 


women  like  “Premarin” 


Therapy  for  the  menopause  syndrome 
should  relieve  not  only  the  psychic 
instability  attendant  the  condition,  but 
the  vasomotor  instability  of  estrogen 
decline  as  well.  Though  they  would  have 
a hard  time  explaining  it  in  such  medi- 
cal terms,  this  is  the  reason  women 
like  “Premarin.” 


Doctors,  too,  like  “Premarin,”  because 
it  really  relieves  the  symptoms  of  the 
menopause.  It  doesn’t  just  mask  them  — 
it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

“PREMARINi’ 

conjugated  estrogens  (equine) 


Ayerst  Laboratories 


New  York  16,  New  York  • Montreal,  Canada 

5840 


CovAhiMU  : 


p&UA 


(4cc.]  COdlaiMA  : 


LABORATORIES 

NEW  YORK  18.  N.  Y. 


EXEMPT  NARCOTIC 
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FAST- ACTING  ORAL  BROAD -SPECTRUM  THERAPY.  The  modern  blue  and  yellow 

ACHROMYCIN  V Capsules,  combining  equal  parts  of  pure  crystalline  ACHROMYCIN  Tetracycline  HCI  and  Citric  Acid,  provide 
unsurpassed  oral  broad-speotrurn  therapy. 

Speed  of  absorption  adds  new  emphasis  to  the  benefits  of  true  broad-speotrurn  action,  minimum  side  effects  and  wide  range 
effectiveness  that  have  estabiished  ACHROMYCIN  as  an  antibiotic  of  choice  for  decisive  control  of  infection. 

REMEMBER  THE  V.  WHEN  SPECIFYING  ACHROMYCIN  V.  Now  blue  and  yellow 

capsules  (sodium-free)— 250  mg.  with  250  mg.  citric  acid,  and  100  mg.,  with  100  mg.  citric  acid. 

ACHROMYCIN  V dosage;  Recommended  basic  oral  dosage  is  6-7  mg.  per  lb.  body  weight  per  day.  In  acute,  severe  infections 
often  encountered  in  infants  and  children,  the  dose  should  be  12  mg.  per  lb.  body  weight  per  day.  Dosage  in  the  average  adult 
should  be  1 Gm.  divided  into  four  250  mg.  doses. 

ACHROMYCIN’' V capsules 


LEOERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Reg.  U.  S.  Pat.  Off. 


to  relieve 


CHLOROTHIAZIDE 


FINNERTY,  F.  A.,  Buchholz,  J.  H.  and  Tuckman,  J.:  JAMA  166:141, 

Jan.  11, 1958. 

DIURIL  (Chlorothiazide)  given  alone  to  85  patients,,  , . caused  an  excellent 

diuresis,  with  reduction  of  edema,  weight,  blood  pressure,  and  albuminuria 

The  average  effective  dose  was  found  to  be  1 Gm.  per  day  by  mouth The  usually 

excellent  response  coupled  with  the  absence  of  significant  toxicity  and  lack  of 
development  of  drug  resistance  makes  chlorothiazide  ideal  for  the  prevention 
and  treatment  of  toxemia.” 

DOSAGE:  one  or  two  500  mg.  tablets  of  DIURIL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 


OlURiL  is  a trademark  of  IVIerck  & C9.,lQI» 


©1958  Merck  & Co.,  Ina 


IVIERCK  SHARP  & DOHME  Division  of  IVIERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


.caused  an  excellent 
diuresis,  with 
reduction  of  edema, 
weight,  blood  pressure, 
and  albuminuria....” 


INI  INDieiTIOM  m giURESIS  IS  AM  IHQICATIQN  FOR 


DiURIL 
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■ prompt,  aggressive 
antibiotic  action 

■ a reliable  defense  against 
monilial  complications 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world's  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclin-V  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycln)  and  Nystatin  (Mycostatin) 


Capsules  (250  mg.1250,000  u.),  'bottles  of  16  and  100.  Half-strength  Capsules  (125  mg. 1 125,000  u.),  bottles  of  16  and  100. 
Suspension  (125  mg.f  125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg.f  100,000  u.  per  cc.).  10  cc.  dropper  bottles. 


SQPIBB 


Squibb  Quality  — the  Priceless  Ingredient 
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IN  URTICARIA  AND  PRURITUS 


A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 

(as  designated  by  A.M.A.  Council  on  Drugs,  1958) 


SPECIFIC  ANTIHISTAMINIC  ACTION  in  the  treatment  of  a variety 
of  skin  disorders  commonly  seen  in  your  practice. 

“While  some  of  the  tranquilizers  are  only  partially  effective  as  far  as 
antiallergic  activities  are  concerned . . . [hydroxyzine]  has  been  found, 
by  comparison,  to  be  the  most  potent  thus  far  . . 

“The  most  striking  results  were  seen  in  those  patients  with  chronic 
urticaria  of  undetermined  etiology.”^ 

PLUS 

PSYCHOTHERAPEUTIC  POTENCY  fortherelief  of  anxiety  and  tension. 

The  psychotherapeutic  effectiveness  of  hydroxyzine  (VISTARIL)  was 
confirmed  in  a series  of  479  patients  suffering  from  a wide  variety  of 
dermatoses,  including  atopic  dermatitis,  neurodermatitis,  psoriasis, 
lichen  planus,  nummular  eczema,  dyshidrosis,  pruritus  ani  and  vulvae, 
and  rosacea.  “Adverse  reactions  were  minimal.”® 

RECOMMENDED  ORAL  DOSAGE:  50  mg.  q.i.d.  initially;  adjust  ac- 
cording to  individual  response. 

VISTARIL  Capsules:  25  mg.,  50  mg.,  100  mg. 

VISTARIL  Parenteral  Solution:  10  cc.  vials  and  2 ec.  Steraject®  Car- 
tridges. Each  cc.  contains  25  mg.  hydroxyzine  (as  the  HCl). 

REFERENCES : 

1.  Eisenberg,  B.  C.:  Clinical  Medicine  5:897-904  (July)  1958. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  29:358  (July)  1958. 

3.  Robinson,  H.  M.,  et  al.:  So.  Med.  J.  50:1282  (Oct.)  1957. 

Science  for  the  world’s  well-being 
PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


•Trademark 


In  potentially- 
serious 
infections . . . 


Panalba 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 
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AGHROOIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEOERLE 


A versatile,  well-balanced  formula  for  treating  common 
upper  respiratory  infections,  particularly  during  respira- 
tory epidemics;  when  bacterial  complications  are  ob- 
served or  are  likely;  when  patient’s  history  is  positive 
for  recurrent  otitic,  pulmonary , nephritic,  or  rheumatic 
involvement. 


Checks  Symptoms:  Includes  traditional  components  for 
rapid  relief  of  the  traditional  nonspecific  nasopharyn- 
gitis, symptoms  of  malaise,  chilly  sensations,  inconstant 
low-grade  fever,  headache,  muscular  pain,  pharyngeal 
and  nasal  discharge. 


Available  on  prescription  only. 

Adult  dosage  for  Achrocidin  Tablets  and  new  caffeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 


TABLETS  (sugar  coated) 

Each  Tablet  contains: 

Achromycin®  Tetracycline 125  mg 

Phenacetin 120  mg 

Caffeine  30  mg 

Salicylamide  150  mg 

Chlorothen  Citrate 25  mg 

Bottles  of  24  and  100. 

SYRUP  (lemon  -lime  flavored) 

Each  teaspoonful  (5  cc.)  contains: 

Achromycin®  Tetracycline 

equivalent  to  tetracycline  HCl  125  mg, 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 
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